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ABSTRACT

European societies are ethnically diverse due to historical migration, cultural
interactions, and globalisation, contributing to the rich identities within our
communities. This trend is expected to intensify in the future due to factors such as
increased global mobility, interconnectedness, climate changes, and evolving
demographics, further enhancing the vibrant mosaic of ethnicities. Migrants and
ethnic minorities (MEM) make up approximately 11% of the total population in the
European Union. Research has shown that MEM have a higher level of stress, and
a higher prevalence of anxiety and depression compared with the native
population. Therefore, ethnicity and migration background are crucial
determinants of mental health status and access to mental health care, which
require further investigation. Reducing ethnic inequalities in mental health care
remains a priority on the public health agenda around the world and in Europe.
Alongside the socioeconomic factors which influence mental health status and
access to mental health care services, ethnic minority and migrant populations are
also more exposed to stigmatisation and discrimination by health care
professionals, such as general practitioners (GPs). GPs, who are usually the first
contact with the health care system, may sometimes unintentionally discriminate
against their MEM patients. Given that GPs encounter a diverse and international
population in their practice due to migration and cultural diversity in our globalised
society, it is crucial to understand how implicit and explicit biases among GPs can
lead to ethnic discrimination in the diagnosis, treatment, and referral of MEM. This
thesis aims to investigate the mechanisms driving the implicit biases among GPs in
consultations with patients with and without a migration background who have
mental problems. The objective is to identify and empirically test effective
interventions to reduce unintentional discrimination occurrence and to improve
the quality of care for these patients.

More precisely, this thesis is structured as follows. The first chapter presents a
general introduction of the concepts, related to migration and ethnicity. It also
provides a broad overview of the history of migration in Europe, with a specific
focus on Belgium. Chapter 2 describes ethnic disparities encountered in mental
health and mental healthcare, such as in diagnosis, treatment, and referral
recommendations. This chapter also presents the role that GPs play in the realm of
mental healthcare. The third chapter gives an overview of the factors that influence
the occurrence of ethnic disparities, including socioeconomic status,
discrimination, explicit and implicit biases, racial concordance, -cultural
competence, communication, relationship, and humanization in primary
healthcare, which still need to be addressed in primary mental health research. In

14



Chapter 4, the evolution of mental health problems among five distinct ethnic
groups in Belgium is presented, covering the period from 1997 to 2018. The fifth
chapter investigates the extent of implicit bias and the willingness to adapt care to
migrants, among trainee GPs. The sixth chapter assesses the influence of GPs’
factors on ethnic differences in medical decision-making for a depressed migrant
and a depressed non-migrant patient. Chapter 7 aims to assess the influence of
humanization intervention on reducing GPs’ discriminatory decisions regarding
migrant patients with depression. Chapter 8 discusses, draws conclusions, and
gives an overview of the recommendations to reduce ethnic inequalities in primary
mental health care.

The data used for this thesis has been collected in the framework of the REMEDI
project, funded by BELSPO (Belgian Science Policy) between April 2021 and March
2023 among GPs, trainee GPs, and relevant stakeholders. The project aimed to
elaborate recommendations to improve the quality of care for migrant patients
with mental health disorders in GPs’ consultation. In total, 797 GPs took part in the
online questionnaire, 39 GPs participated in an in-depth interview and the research
team conducted 8 focus groups with GPs and 2 focus groups with stakeholders to
discuss recommendations. Within the framework of this thesis, we mainly used the
data from the online questionnaire.

The results suggest that a majority of GPs have implicit preferences for their
ingroup over ethnic and migrant groups and that these biases are associated with
ethnic disparities in medical decisions, such as a lower assessment of symptom
severity in migrants or the higher prevalence of post-traumatic stress disorder
(PTSD) diagnosis in migrants with mental health problems. The findings highlighted
the need to raise GPs’ awareness of their implicit biases and to implement
effective interventions to reduce unintentional ethnic discrimination in mental
health care. One possible interpretation of the results is that GPs may need to
undergo cultural competency training to become more aware of their implicit
biases and learn to provide equitable care to patients from different cultural
backgrounds.
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CHAPTER 1

ETHNICITY AND MIGRATION:

CONCEPTS AND
CHALLENGES

“Migration is not only for birds!”
(Krasnik & Agyemang 2022)
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Chapter 1 — Migration and ethnicity: Concepts
and challenges

If one aims to summarise the existing knowledge regarding the relationship
between ethnicity and health on a global scale across various countries and
continents, they are likely to encounter a sense of frustration. This stems from the
challenge of identifying common grounds not only in the concepts employed but
also in the way they are implemented in research. This domain of research is
consequently characterised by two features: 1) the multidimensionality of the
concepts; and 2) the heterogenous approaches taken in their implementation in
health research. This chapter addresses that issue.

Firstly, it provides definitions for key concepts used throughout the manuscript,
including ethnicity, migration, ethnic minorities, migrants, and others. By providing
these definitions, the intention is to bring clarity to the understanding of these
concepts within the context of the thesis and explore their interconnectedness.
Secondly, this chapter seeks to provide a brief overview of the history of migration
in Europe, and particularly in Belgium, which served as the research focus for this
dissertation. Finally, this chapter will specify the type of migrant and ethnic minority
population referred to in the following chapters of the manuscript.

It is noteworthy to acknowledge that the chapter does not claim to provide an
exhaustive account of all possible definitions, but rather offers a focused
exploration within the context of the thesis. Additional resources are at one's
disposal to delve more profoundly into these intricate concepts (1, 2).

1.1. Definitions

Migration, migrants, ethnic minorities, racial groups, refugees, asylum-seekers,
undocumented migrants, religious groups, citizens, nationality, culture are complex
and multifaceted concepts that play significant roles in shaping the diversity of
societies worldwide. While there is no universal definition for these terms,
international organisations and researchers have provided recommendations to
standardise the analysis and counting of these groups, such as the United Nations
Department of Economic and Social Affairs’ 1998 Recommendations on Statistics of
International Migration (3). Depending on the field being discussed, including legal,
administrative, research and statistical area, the definitions may vary slightly (4).
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Migrants and migration

Migrant is an umbrella term not defined universally, but it reflects the common lay
understanding of individuals who have left their country of birth and now reside in
another country, either temporarily or permanently, for a variety of reasons. Also
called immigrants, they may be categorised based on their legal status, such as
refugees, asylum seekers, or economic migrants (5-7). Literature works have also
categorised migrants according to their generation, namely as first, second and
third-generation migrants (7). Strictly, second-generation migrants have not
personally undertaken a migration even though they are sometimes referred to as
individuals with a migration background (7). First, second and third-generation
migrants are more sociological concepts that are not defined in legislation, but are
terms used to capture the inter-generational process of migration (8). The first-
generation migrants are born outside the country of residence, while second-
generation migrants were born in and is residing in a country that at least one
parent previously entered as a first-generation migrant (9).

Migration refers to the movement of individuals or groups from one location to
another, which may involve crossing national borders. It can be voluntary or forced
and can encompass various motivations, such as economic opportunities,
education, seeking refuge from conflicts or persecution, or joining family members
(4, 5). Migration encompasses more than simply leaving social networks behind; it
involves undergoing a process of social change that includes experiencing initial
feelings of loss, dislocation, alienation and isolation, which ultimately lead to
processes of acculturation (10). Acculturation will be further explained in the
Section “Culture and cultural identity”.

Refugees, asylum seekers and economic migrants

United Nations High Commissioner for Refugees (UNHCR) defined refugees as
individuals who can legally remain within the host country because they have
obtained legal authorisation to stay and to access certain services, due to fleeing
persecution, conflict, violence, or racism in their country of origin (11). On the other
hand, asylum seekers are individuals who have applied for asylum in another
country and are currently awaiting a decision on whether they have been granted
refugee status (11). While economic migrants are defined as persons who leave
their country of origin for economic reasons, in order to seek material
improvements in their livelihood (7). Asylum seekers, refugees and economic
migrants contribute significantly to European societies in various ways (12, 13).
While initial studies have indicated that providing services like language training,
education for children, and housing to asylum seekers and refugees may result in
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short-term costs, their long-term impact on the host country’s economy is notably
positive (12). Over time, asylum seekers and refugees often become contributors,
paying income taxes, making payments into welfare systems (e.g. pension
contributions), and helping to address labour market shortages (12). These
contributions significantly contribute to economic growth of European societies.

Economic migrants typically arrive in host counties with the explicit aim of working
and contributing to the economy. They have an immediate and favourable effect
on the labour market, resulting on higher Gross Domestic Product (GDP) per capita
for recipient countries. Additionally, they often demonstrate a strong propensity
for entrepreneurship, which can lead to job creation and economic expansion (12,
13). Notably, migrants accounted for 70% of the increase in the European
workforce between 2004 and 2014 (14). Moreover, many economic migrants send
a portion of their earnings back to their home countries in the form of remittances,
which can have a positive impact on the economy of their home countries as well.

Irregular migrants, labour migrants and internally displaced persons

Additionally, there are also irregular migrants, labour migrants or even internally
displaced persons. Irregular migrants, also called undocumented migrants or
illegal migrants, do not have a regular permit to stay in the host country for
different reasons; unsuccessful in asylum application, an expired visa or because
they entered the country illegally (15). Labour migrants or migrant workers are to
be engaged, are engaged or have been engaged in a remunerated activity in a State
of which they are not a national (6). According to the UNHCR, internally displaced
person “brings together the concept of persons who flee for many reasons similar
to refugees, with the fact that they have not crossed an international boundary”
(16).

Nationality, citizenship and country of birth

Nationality represents the official affiliation with a specific country (or countries)
based on citizenship (7). Citizenship, as defined, is the legal connection between an
individual and their country, acquired either through birth or other methods, such
as marriage, in accordance with national legislation (7). In Belgium, citizenship is
closely intertwined with nationality, whereas in some other nations like the UK, it
is more associated with one’s country of birth and duration of residency (17). In
Belgium, nationality primarily relates to the right of blood, and the acquisition of
nationality based on place of birth is automatically extended only to the
immigrants’ grandchildren, although others have the option to obtain it through
naturalisation (17).
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It is important to note that an individual’s legal status serves as a critical
determinant, distinguishing between citizens and non-citizens and regulating
access to various social, political, and economic rights. According to the Migrant
Policy Index Integration 2020 (MIPEX), Belgium is considered slightly favourable in
terms of providing migrants access to nationality. First-generation immigrants in
Belgium can acquire dual nationality after five years of residence through a rights-
based procedure. However, this process has relatively stringent conditions that
may not fully support the needs of many applicants (18). The 2012 Nationality
reform maintained the strict good character requirement and introduced
additional criteria such as a fee, language, integration and economic resource
requirement. In contrast, half of the MIPEX countries do not impose an integration
or economic resource requirement. Drawing from extensive international research
on nationality policies and their consequences, it is evident that Belgium’s
facilitated naturalisation policy, implemented from 2000 to 2011, played a
significant role contributing to Belgium's historically high rates of naturalisation,
increased immigrant political engagement, and the development of a shared sense
of belonging in the country (18).

Due to these migrations, our world is become ethnically and culturally diverse (19).

Ethnic minorities

Ethnic minorities are a group numerically inferior to the majority of the population
and/or finding themselves in a socially dominated position, whose members have
distinct cultural, linguistic, or religious characteristics distinguishing them from the
majority population (6). Ethnicity encompasses the cultural practices and
perspectives that set apart a specific community of individuals (20). Ethnicity serves
as both a representation of an individual's social affiliation, shaped by a
combination of objective elements such as shared language, religion, and
subjective factors, when individuals self-identify or are recognised by others as
members of a minority (21, 22). Members of ethnic groups perceive themselves as
culturally distinct within a society, so that ethnicity takes a meaning depending on
the context.

Ethnicity and race

Ethnicity and race are distinct but interconnected concepts, and their
interpretation can vary based on historical, social, and cultural contexts. Both are
social constructions shaped by how society categorises individuals in terms of race
and ethnicity.
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From a biological perspective, “race” typically refers to the group to which a person
belongs or is perceived to belong based on physical features such as skin colour,
eye colour, hair texture, and the shapes of specific facial features like the nose and
lips, reflecting their geographic origin (23, 24). The term “race” is more prominently
used in the United States due to its unique historical context and complex societal
dynamics. Notably, Afro-Americans in the U.S. are not typically considered migrants
in the same manner as individuals arriving from other countries, as is often the case
in Europe. The significance of race and ethnicity concepts has evolved differently in
the USA and Europe due to distinct migration histories. In the US, race has historical
significance, owing to the legacy of slavery and the treatment of indigenous
populations. American history has been marked by systemic racism, with divisions
based on crude classifications rooted in Linnaeus’ taxonomy, which classified
humans into four categories (25):

- Homo afer, later synonymous with Black and African origin;

- Homo europaeus, later synonymous with White, European origin, and
Caucasian

- Homo asiaticus, later synonymous with Asian

- Homo americanus, later synonymous with American Indian, native
American, or North American Indian

In recent times, the concept of “ethnicity” has gained acceptance, largely as a more
socially and culturally sensitive alternative to “race”. Ethnicity is a broader term,
derived from the Greek word “ethnos”, meaning a nation or people. Ethnicity is
characterised as a social construction involving categorical attribution that classifies
individuals based on their presumed origin, and this classification is validated in
social interactions through the implementation of culturally distinctive signs (2).
Ethnicity often relates to the language spoken, nationality, and religious expression,
such as in Islam. Unlike race, which may oversimplify differences, ethnicity can be
more specific. For example, an individual’s race might be classified as White, while
their ethnicity could identify them as Belgian. People of Moroccan origin, for
instance, might identify ethnically as Moroccan while having a broader racial
classification, such as Caucasian and/or sub-Saharan Black African (1).

In Europe, racial divisions are not as deeply enclosed in social structures as they are
in the US. Ethnicity in Europe has been shaped by a history of multiple migrations,
colonial legacies, and regional diversity, making it more closely tied to nationality
and influenced by the continent’s complex migration patterns.
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Sometimes, the hybrid term “Ethnicity/Race” is used in literature, leading to some
confusion. Nowadays, the concept of ethnicity remains complex due to the intricate
interplay of social, political, historical, and geographical factors that shape and, at
times, reshape the boundaries and significance of group identity (26).

Figure 1 below attempts to capture the multifaceted nature of all these
interconnected predefined concepts, illustrating the complexity of their
relationships. In this schema “nationality” represents a person’s official affiliation
with a specific country, based on citizenship, which grants them specific legal rights
and responsibilities. The legal status is closely linked to the individual’s country of
birth, which can have implications for their nationality and citizenship. The term
“migrant” refers to individuals who move, whether internally within a country (not
represented in the schema) or across international borders. Some migrants may be
ethnic minorities and vice versa, as some migrants may exhibit diverse legal
statuses. Among these statuses, we find “illegal migrants”, residing in a country
without proper authorisation or documentation, “asylum seekers”, seeking
international protection and, “economic migrants”, seeking improved job
opportunities or living standards. While they often aim to use legal migration
channels, they may encounter challenges related to their legal status. Among the
“asylum seeker” category, some may eventually be granted legal refugee status
based on international legal standards and agreements.

Figure 1 Interconnected concepts related to migration, nationality, and legal
status
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Culture and cultural identity

Culture is a broad concept that can be defined in a range of ways. Giddens (27)
defines it as “the ways of life of the members of a society, or of groups within a
society that comprises (...) beliefs, values, which form of the content of the culture,
(...) objects, symbols or technology which represent that content..., culture is the
symbolic and learn aspect of the human society”. According to Tylor (28), culture
relates to a complex body including knowledge, beliefs, art, morality, law, customs
and all other abilities and habits acquired by individuals as members of a society.
Culture has also been defined as a “dynamic and creative phenomenon, some
aspects of which are shared by large groups of people and other aspects which are
the creation of small groups and individuals resulting from particular life
circumstances and histories” (29). This reflects that culture is an ongoing process
that evolves across life.

This reminds me of a colleague’s experience- a story of someone who, upon moving
to the Netherlands, began learning how to cycle as it is a widely adopted mode of
transport there. This anecdote vividly highlights the idea that culture can adapt and
reshape our behaviours in alignment with the environments in which we find
ourselves immersed.

Across the different definitions of culture, some common points emerged such as
the intergenerational transmission of traditions, attitudes, set of ideas, ways of
living, coping behaviours, values, norms, customs, and beliefs that persist within
large groups of people (27, 30).

Cultural diversity is defined by the European Migration Network, as the diversity of
forms of culture in a society composed of groups of people from many different
cultural backgrounds (7). Cultures vary widely across the world but also within the
same place. In that sense, there are observable factors (i.e. gender, age,
race/ethnicity, disability and attractiveness) and non-observable factors (i.e.
socioeconomic status, experience of oppression, education, religious affiliation,
and level of acculturation) that contribute to cultural diversity in societies (31, 32).

Cultural identity, as defined by the sociologist Durkheim, is a complex concept
encompassing shared beliefs, values, norms, and practices that unite individuals
into a cohesive group or society. Durkheim stressed the role of culture in shaping
collective consciousness and the moral order that supports social cohesion,
emphasising its function in regulating behaviour, and practices, and maintaining
societal stability (33).
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Tajfel, a renowned figure in social psychology and the proponent of Social Identity
Theory, categorises cultural identity as a subset of social identity (34). It constitutes
a part of an individual’s self-concept derived from their membership in a particular
cultural or ethnic group. Tajfel's theory underscores the human tendency to
categorise themselves and others into various social groups, including those based
on culture or ethnicity. Individuals often exhibit a preference for their ingroup (the
cultural or ethnic group to which they belong) and may perceive members of out-
groups as different or even inferior. This social categorisation influences how
people perceive and interact with individuals from diverse cultural backgrounds,
making cultural identity a crucial element in intergroup relations and social
behaviour (34).

According to the Berry Model, developed by John W. Berry (35), individuals manage
their cultural identity through the acculturation process, particularly when they
encounter a dominant culture. In this model, one of the key dimensions involves a
combination of assimilation and integration. Assimilation represents a process
wherein individuals from a minority culture adopt the values, behaviours and
practices of the dominant culture, often to the detriment of their original cultural
identity. The integration reflects a more balanced approach, wherein individuals
maintain a strong connection to their original culture while actively engaging with
and adopting elements of the dominant culture. This approach allows for the
coexistence of multiple cultural identities, promoting a more inclusive and diverse
self-identity. The Berry Model acknowledges that individuals may follow various
paths in their acculturation journey, which could involve assimilation, integration,
or a combination of both. The acculturation process can depend on personal
preferences, social context, and individual circumstances (35). The Berry Model has
been influential in understanding cultural identity and how individuals navigate the
complexities of multicultural environments, providing valuable insights into the
diverse ways people manage their cultural identities when interacting with
different cultures.

Overall, there is no universally accepted definition of migration, migrants, race,
ethnicity, culture and ethnic minorities. However, it is important to notice that
migration, ethnicity and race are interrelated terms that are essential for
understanding global health and confronting ethnic health inequities (36).

= For the purpose of this thesis, the term “ethnicity” encompasses various
aspects such as religion, language, culture and other characteristics that
collectively shape an individual’s sense of identity. Throughout this
dissertation, we referred to “migrants and ethnic minorities (MEM)” under
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specific criteria. MEM include individuals who have either migrated to their
present country of residence, have at least one parent who migrated to the
current host country, or have had a different nationality from their current
host country. In the literature, these individuals are sometimes referred to
as those with a migration background or as first or second-generation
migrants (37). It is important to note that we did not differentiate based on
the legal status of individuals with a migrant and ethnic minority
background. In the context of this dissertation, we included all individuals,
regardless of their legal status.
More precisely, the following chapters will address these concepts in
different ways, and it was important to specify the types of migrant and
ethnic minority populations under discussion.
¢ In Chapter 2 and Chapter 3, we provided an overview of prior
research on the mental health of migrant and ethnic minority
populations globally, including regions such as the USA, the UK,
Europe, and beyond. Consequently, the specific population under
consideration is clearly delineated within each study.
¢ In Chapter 4, we focused on two specific concepts for defining
participants’ ethnicity: the country of birth and nationality. As
mentioned earlier, nationality and country of birth are distinct yet
interconnected concepts, as nationality can be influenced by an
individual’s country of birth, particularly when a country’s laws
grant citizenship based on place of birth (jus soli). In such cases,
individuals born in that country may automatically become
citizens. However, nationality can also be acquired through
descent (jus sanguinis) or a legal process, such as naturalisation. To
capture the most comprehensive information on individual
migration and ethnic background, we employed these concepts in
Chapter 4 to describe individuals' ethnicity, even if it does not
strictly define a person's ethnicity.
¢+ In Chapter 5, we used the cultural consonance of respondents' first
names to illustrate the concept of ethnicity. Since ethnicity is
closely related to languages, we used them to differentiate
between various ethnic groups.
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¢ In Chapter 6 and Chapter 7, we used the physical features of
individuals to distinguish between two ethnic groups. In these
cases, the individuals were fluent in the host country's language,
but their facial features and subtle accent suggested their
affiliation with a particular ethnic group. These concepts are
further elaborated within each chapter.

= The application of these concepts will primarily take place in the Belgian
context, which, like Europe as a whole, underwent important labour
migration from Turkey and Morocco in the early 1960s (38). The next
section will address an overview of the history and the contextualisation of
the migration flow in Europe, especially in Belgium.



1.2. Contextualisation and history

The 1940s — 1950s

Back in the midst of the 20th century, Europe experienced a significant phase of
internal migration, with immigrants constituting around 5% to 15% of the total
population (39). The aftermath of World War Il brought about a significant shift in
European migration patterns. The need for reconstruction and labour shortages
led to the recruitment of foreign workers. Western Europe, including Belgium,
France, Germany, northern Italy, Switzerland, Austria, the Netherlands,
Luxembourg, the United Kingdom (UK), Denmark and Sweden actively recruited
labour migrants from southern European countries, such as Portugal, Spain, Italy,
and Greece. This move was propelled by the rising education levels among native
workers due to Western Europe’s economic boom at the time. Consequently, these
native workers were less willing to undertake low-paying jobs like agriculture,
mining, construction, and cleaning (40).

The 1960s

The 1960s marked yet another shift in migration patterns, as countries in the
southern regions entered their own economic growth and demographic changes.
In response, Belgium, Germany, the Netherlands, and Scandinavian countries
entered agreements to recruit workers from Turkey, Morocco, and Algeria. Initially
intended for temporary labour, these migrants were eventually expected to return
to their home countries. (38, 40-42).

The 1970s -1980s

The 1970s and the 1980s marked a transition from temporary labour migration to
more permanent settlement trends. Many guest workers and their families opted
to stay in their host countries, often using family reunification and marriages as the
main route of entrance due to strict regulations by North-Western European
governments (40). Economic challenges stemming from the 1973-1974 oil crisis and
shifts toward service-based economies further complicated the situation. The
demand for industrial labour decreased, resulting in mass unemployment and
segregation that marginalised significant portions of immigrant populations and
their second-generation descendants. While the demand for low-skilled labour
declined, specialised service jobs began to flourish, leading to an increased need
for highly skilled migrant workers (43).
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In Belgium, labour migrants were expected to return home after contract
expiration, but only a few did due to contract renewals by employers favouring
experienced workers. This resulted in a significant migrant population of 8-10%,
driven by family reunification during a phase of stricter policies (5, 44).

The 1990s

In the late 20th century and early 21th century, Western Europe underwent an
increase in migration of asylum seekers due to political conflicts and humanitarian
crises. This trend was driven by the fall of the Iron Curtain, the end of the Cold War
and the conflicts in the former Yugoslavia (43). Concurrently, the restrictions on the
entrance of foreigners into Northern Europe influenced migration patterns in
Southern Europe. A new wave of labour migration emerged in Greece, ltaly,
Portugal and Spain, motivated by economic growth and declining birth rates,
leading to shortages in the labour market. The available jobs often featured
irregular employment arrangements and unfavourable conditions, with low wages,
rendering them unappealing to local populations (43).

Concurrently, Southern Europe became an attractive destination for non-EU
migrants, particularly from North Africa, Latin America, Asia, and later Eastern
Europe. This shift can be attributed to renewed economic growth, political conflicts,
further European integration, the establishment of the Schengen zone, and the
simultaneous strengthening of border controls at the EU’s external borders (42, 43).

Due to its strategic position in Europe, Belgium saw an increase in asylum
applications, from 32.1 thousand between 1985-89 to 87.0 thousand between
1990-1994 (45).

2000s — nowadays

According to Eurostat, the statistical office of the European Union, the number of
international migrants residing in Europe increased from around 48 million in 2000
to approximately 82 million in 2020, representing a substantial increase over the
two-decade period (3, 46). In Belgium, this number increased by approximately 1.5
million, comprising 14.6% of the Belgian population, reaching around 2.4 million or
20.8% by 2020.

Figure 2 illustrates the evolution of international migrants (individuals born in a

country other than their current residence) from 1990-2020 at mid-year, by sex,
across Europe.
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Figure 2 Estimates of international migrants numbers by sex in Europe, at mid-
year, 1990-2020 (47)
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Nowadays, international migrants comprise 13.5% of the European population,
although this percentage varies significantly across EU countries, Luxembourg has
the highest representation, with migrants accounting for 49.4% of the population,
while Romania has the lowest at 1.7%, as depicted in Figure 3 (4, 46). While the
increase of international migrants has become significant over time, it is
noteworthy that the majority of people migrate within countries, (4, 5).

On 1 January 2023, citizens born in other countries constitute 19.4% of the Belgian
population, with significant representation from neighbouring countries (France,
the Netherlands, and Germany), as well as Italy, North Africa and Sub-Saharan
Africa, Turkish and Dutch (36, 39). However, this percentage is not uniformly
distributed across Belgium’s regions: Flanders (Dutch-speaking Region) hosts 15.8%
of migrants, Wallonia (French-speaking) has 24.4% and Brussels (the Capital) stands
at 39.7% (36). This indicates that migration pattern is very heterogeneous from a
geographical perspective.
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The future

The future pattern of migration is challenging to predict due to variations in
migration definitions, data quality issues, and the influence of multiple drivers
encompassing social, political, demographic, economic, environmental and
technological changes (48). Nevertheless, the Organisation for Economic Co-
Operation and Development (OECD) has outlined four projections for migration by
2030, providing insights into the future of migration in Europe (49).

The first scenario extends existing trends resulting in “slower growth” in developing
economies compared to the previous 15 years. Migration in this scenario does not
increase significantly beyond the 3.3% level observed in 2015, although the actual
number of migrants has increased in line with global population growth. Labour
migration pressures originate from sub-Saharan Africa and Middle Eastern
countries, driven by their youth bulge (49). The second scenario envisions
significant progress towards achieving the Sustainable Development Goals (SDG).
This scenario considers migration as a potential engine of development in both
countries of origin and destination and in developed and developing economies
alike. The stock of migrants to the global population has increased to above 4% (49).
The third scenario depicts a world in crisis, with countries seeking to cooperate to
address major challenges. Migration pressures increase due to people wanting to
leave, but economic hardships may hinder their ability to migrate. Environmental
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stress, including natural disasters, contributes to displacement in developing
countries, and cross-border refugee levels rise. Population movements are marked
by sudden, large-scale migrations in response to episodes of violence, conflicts, and
social disruptions (49). Lastly, the fourth scenario is entitled “rapid automation and
conflicts”. In a context of global cooperation deterioration and rapid automation,
advanced economies experience boosted productivity and economic growth.
However, many new jobs require high skills, and automation reduces the demand
for labour. Migration becomes subject to more restrictive policies in an increasingly
xenophobic world. Limited financial means act as a major barrier to effective
migration for individuals in developing countries (49).

In Europe, voluntary and involuntary migration is likely to continue, shaped by
opportunities, conflicts and environmental changes. Immigration and asylum
policies will be pivotal, requiring international cooperation to ensure effective
migration management (49).

Belgium is likely to be similarly affected by the broader trends in migration.
Belgium's future migration landscape will be shaped by global and regional
dynamics, including the ongoing need for skilled labour and the country's
commitment to humanitarian efforts. Integration policies and inclusive measures
can have varying effects on the smooth transition of migrants into Belgian society,
potentially influencing their contributions to the nation's cultural diversity and
economic growth (50). Adaptability and forward-thinking policies will be key in
addressing the challenges and opportunities associated with migration in Belgium
in the coming years.

1.3. Reasons for migration

The distribution of migrants is shaped by national policies, economic conditions,
and geopolitical factors. Migration drivers range from family reunification and
work to asylum and education. Figure 4 presents the distribution of reasons for
migrants staying in Europe in 2021. The composition of migrant groups has grown
more diverse over time, with individuals arriving from different regions of the
world, contributing to the multicultural facets of European societies. Nowadays,
the motivations behind individual migration are complex, and influenced by macro-
level factors (political, demographic, socioeconomic and environmental situations),
meso-level factors (social networks, wars, human rights violations), and micro-
level factors (education, religion, marital status, family union, healthcare, and
personal attitude towards migration) (51). These factors collectively serve as “push
or pull factors” influencing migration decisions. The notion of poor and rural
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migrants solely reaching the borders of affluent countries has to be forgotten (52),
as migrants are driven by reasons such as conflict and poverty, often becoming
trapped in their own countries or neighbouring nations (51).

Figure 4 Reasons for migrants to stay in Europe in 2021 (53)
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In conclusion to this opening chapter, it becomes evident that the global, European,
and Belgian societies are continually evolving, driven by the multifaced influence of
international migration on their demographic composition. MEM bring with them
a wealth of valuable skills, energy, innovation, knowledge, and cultural diversity to
their host communities, thereby contributing to improved performance, economic
growth, labour-market flexibility, taxes, social contributions, and technological
progress (14). Migration, on one hand, can bring about positive outcomes, while on
the other, it carries the potential for adverse effects, particularly regarding their
physical and mental health status (54-57). The subsequent chapter will specifically
delve into the relationship between ethnicity, culture, migration background and
their influence on mental health.

= The definition of migrant and ethnic minority (MEM) varies depending on the
specific context of the study, underlining the complexity and
multidimensionality inherent to these concepts.

= In Europe, approximately 13.5% of the population are international migrants
(WHO, 2022). Belgium, in particular, has a significant international migrant
population, accounting for 19.4% of the population (Eurostat, 2023).

= Although migration is not a recent phenomenon, MEM continue to encounter
various challenges and disparities, which will be explored in greater detail in
the forthcoming chapters, with a particular emphasis on the realm of mental

healthcare.
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“(...) if it’s culture that decides
what’s “crazy” and what’s
reasonable behavior — then there
may be no such thing as an illness
that isn’t culture-bound.”

(Nasser, 2012)
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Chapter 2 — Ethnicity and mental health

This chapter presents a brief review of the literature, focusing on the mental health
and mental healthcare of migrant and ethnic minority populations. A brief
definition of mental health, underscoring its specific significance within MEM
communities, will be provided. Subsequently, this chapter will delve into the
prevalence of various mental health indicators among MEM populations, with
particular attention on the Belgian context. Finally, it will explore the complex
nature of mental health within MEM and the healthcare-related challenges that
these groups may encounter. These challenges play a pivotal role in perpetuating
the cycle of ethnic disparities, significantly impacting the overall mental health
status of these groups and thus creating a vicious circle (58-60).

2.1. Definitions

Mental health is a state of well-being that plays a key role in how individuals cope
with stress, think, feel, realise their abilities, learn, work effectively, and interact
with others. It ensures a balanced and well-functioning life (61-63). This thesis
focuses on common mental disorders according to the National Institute of Mental
Health (NIMH), especially mood disorders (e.g. depression), stress-related neurotic
disorders like post-traumatic stress disorder (PTSD), anxiety, and sleep disorder (64,
65).

Mental health disorders affect one in four individuals worldwide at some point in
their lives (61, 66). These disorders increase the risk for all-cause mortality and
morbidities, standing as a significant contributor to worldwide causes of death.
Further, they rank among the top ten leading causes of burden worldwide (67-72).
Causes and mechanisms of mental health are manifold (genetic, infectious,
toxicological, environmental, neurological, or social causes) and different factors
contribute to the risk of mental illness (loneliness, isolation, biological factors,
traumatic experiences, discrimination) (73). Mental health disorders know no
boundaries and can affect individuals of all ages, regardless of gender or
geographical location (63). Mental health disorders are therefore a societal issue
that needs to be addressed.

Numerous studies and systematic reviews have examined the mental health of
MEM in comparison to that of native populations. Overall, mitigated results have
been reported. On one hand, certain MEM populations exhibit a better mental
health status than the host-country population. This phenomenon, known as the
“Immigrant Paradox” or the “Healthy Immigrant Effect”, suggests that immigrants
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tend to have better (mental) health outcomes than the local population (74-76).
However, it is important to note that this paradox has predominantly been explored
in terms of mortality and physical health outcomes, such as diabetes and
cholesterol, rather than in the context of mental health (77). The available evidence
in this regard has been inconsistent, making it challenging to definitively establish
a mental health advantage among immigrants (78).

On the other hand, there are instances within research where specific MEM groups
face a lower mental health status compared to the general population (79).
Additionally, a concerning trend of declining mental health has been observed
among these groups over time (78).

2.2. Prevalence and incidence

Previous studies have suggested that migrants and ethnic minorities might have a
higher vulnerability to experiencing mental health disorders in comparison with the
native populations (55, 56, 80-91). Specifically, several MEM subgroups have
exhibited higher prevalence rates of post-traumatic stress disorder (PTSD),
particularly among refugees (47%, Closy: 31-63%, according to the combined
prevalence rate of a meta-analysis between 1994 and 2007) (92).

A systematic review including over 7,000 refugee residents in high-income Western
countries defined by membership of the Organisation for Economic Cooperation
and Development (OECD), provided further insights. This review found that
refugees originating from Southeast Asia, the former Yugoslavia, the Middle East,
and Central America exhibited a combined estimate of PTSD of 9% (99% Cl 8-10).
However, considerable heterogeneity was observed among the studies, a variance
attributed in part to factors like the study population and study design, including
ethnic group, age group, host country, duration of displacement, sample size,
diagnostic method, sampling method and language of interviewers (93). The review
also delved into the prevalence of major depression among refugees. It reported
that approximately 1 in 20 refugees experienced major depression, primarily
among those hailing from southeast Asia, former Yugoslavia, Haiti and Cuba.
However, the result of major depression was similar to those in several general
western populations (Portes, Kyle and Eaton (1992), Robins and Regier (1991); cited
by Fazel (2005)(93)). Yet, similar to the PTSD findings, substantial heterogeneity
was evident across the studies (93).

An ltalian study offered further perspective by highlighting the prevalent mental
health conditions among asylum seekers, in 15 Doctors Without Borders-supported
centres. The study revealed that mental health conditions such as PTSD (31%) and
depression (20%) were identified among asylum seekers who were young (with an
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average age of 23 years old, 95% Cl 20-26) African country males who had left their
home countries more than a year prior to arrival (94).

Additionally, certain MEM, particularly those in middle-aged and older categories
of the first-generation migrants, exhibit a higher prevalence of depression, with an
odds ratio (OR) of 1.54 (95% Cl 1.39-1.70), along with a higher vulnerability of
developing depression (95). This trend is observable in Europe and the UK, where
research has underscored a higher prevalence of depression among MEM groups,
especially among those who are younger and have experienced more economic
stress and ethnic discrimination than native populations (96, 97).

In the context of the Netherlands, individuals with a Turkish migration background
have been found to experience a higher level of psychological distress in
comparison to the general population, especially among women (98, 99). More
precisely, when considering males, unemployment emerged as a significant risk
factor, whereas among females, the presence of physical illness and responsibilities
related to family care contributed to an increased risk. Common stressors such as
financial concerns and housing issues are also associated with elevated risk levels
(98). Similar patterns have been observed in Germany, where a scoping review shed
light on an association between depressive symptoms and migration status among
older migrant populations (100).

A systematic review underlined similar results with a higher risk of schizophrenia
within the Black African (RR 5.72, 95% Cl| 3.87-8.46) and Black Caribbean
populations (RR 5.20, 95% Cl 4.33-6.24), but also within the South Asian, and Mixed
Ethnicity populations, in comparison to the reference population (101).

Regarding the incidence of psychotic disorders, such as depression, in different
ethnic minority groups in the UK, a systematic review covering sixty years, from
1950 to 2009, reported that, overall, the incidence of developing depression was
consistently raised for Black Caribbean and black African migrants and their
descendants, compared with the baseline population, typically those of white or
white British population (89). In the Netherlands, studies have highlighted a higher
incidence of mental illness among Moroccans and Turks, with a higher severity (86,
102, 103).

Nevertheless, two studies, a Canadian and a Finnish, did not confirm these findings,
except for North African and Middle Eastern immigrants, as their results showed
that migrants had a better mental health status than non-migrants, regarding
mental health disorders, depression, and psychological distress (104, 105). In
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Norway, a lower prevalence of most ICD-10! mental health disorders for the
majority of immigrant groups was found, compared to ethnic Norwegians, except
for conditions like schizophrenia and PTSD (106). In addition, a Belgian study
highlighted that people with Congolese nationality at birth reported higher self-
rated health than Belgian citizens (107). The authors explained this result by the
fact that respondents were mainly students in higher education in that group.

Overall, the literature highlighted that certain MEM groups may exhibit a higher
risk of mental illness, compared with the host-country population, and also among
the second-generation (82, 86, 100, 107, 108). However, a European study revealed
that this prevalence differed according to the migrant group and their environment.
In Belgium, similar findings emerged highlighting that people with Moroccan and
Turkish migration backgrounds had a higher risk for mental iliness than Belgian-
born (96, 109, 110) and that they were more likely to have poorer self-perceived
health than the Belgian populations (107). Further, a higher prevalence of PTSD and
anxiety was found, especially among unaccompanied minor refugees (111).

2.3. Hospitalisations

Belgium, like many other Occidental countries, knew an important reform aiming
to reduce the mental health care at hospitals. Nevertheless, admission rates for
psychiatric treatment remain disproportionally higher within certain migrant and
ethnic minority groups compared to the native populations (112, 113). For instance,
in the UK, Carta and colleagues (112) identified that hospital admission rates for
schizophrenia were notably higher among people with Caribbean, Irish, Polish,
Indian and Pakistani backgrounds.

Another study investigating racial and ethnic disparities in psychiatric hospital
treatment outcomes across Belgium, Germany, Italy, Poland and the UK, revealed
that i) migrants (patients born outside the respective country) reported lower
satisfaction levels than non-migrants (patients born within the country), although
the difference was modest, ii) migrants exhibited a significant underutilisation of
hospital services in Europe than native populations, and iii) there was an identified
limitation in the availability of mental health care services for migrants (113). This
study, however, did not discover any notable variance in terms of hospital stay
duration or re-hospitalisation rates (113).

! International Statistical Classification of Diseases and Related Health Problems 10th
Revision
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Within Belgium specifically, a study investigating psychiatric disorders among
second-generation Moroccan migrants revealed that migrant patients had a higher
rate of admission for psychotic disorders when compared to Belgian patients (114).

A scoping review assessing mental health among adult refugees and migrants in
Europe highlighted a lower utilisation of hospital services by migrants. However,
the review also noted that the exploration of mental health among migrants
remains relatively understudied in comparison to the mental health of refugees, for
whom there is a presumption that mental health challenges arise from the
uncertainties of the migration process (100).

2.4. Compulsory admissions

Monitoring disparities in compulsory admissions (detaining a person in secure
settings, such as a hospital, due to mental health concerns (59)) is important, as
they serve as indicators of inadequacies in providing care for individuals with
severe mental disorders, such as schizophrenia or long-term mood disorders,
within the community. Moreover, these discrepancies also demonstrate the
potential for unequal treatment among different patient groups.

In England, a systematic review, indicated a significant increase in the likelihood of
compulsory admission for Black Caribbean people, revealing a 3.5 times higher
probability compared to the White reference group (115). The authors further
noted that this pattern held true for both Black African individuals and South Asian
patients, who exhibit 3 times and 1.5 times higher rates of experiencing compulsory
admission, respectively, when compared to White patients. These results were also
consistent with those that have been demonstrated in Italy (116), in the UK (117)
and in Sweden, where migrants and children of migrants were more likely to be
compulsory admitted at first admission for psychotic disorder than the native-born
population (118). In Belgium, a study investigating the diverse legal criteria for
involuntary commitment under the Belgian Mental Health Act of 1990 revealed
that foreigners, often perceived as more demanding patients, faced a greater
likelihood of being committed (119). This increased likelihood was linked to the lack
of available alternative forms of care. The authors argued that the elevated risk of
commitment among ethnic minorities could be largely explained by their hesitancy
to embrace care, underscoring challenges within the mental healthcare system to
provide attractive alternative care options for these more demanding patients
(119).
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2.5. Suicide rate

Suicide rate serves as a metric for assessing mental health within a specific
population. This is because suicide may result from a complex interplay of factors,
such as psychological, social and socioeconomic elements. These factors include a
range of variables such as traumatic life events, substance abuse, depression, and
other forms of mental disorders.

The results of the suicide mortality risk, when comparing migrants and non-
migrants, are mitigated. According to a systematic review and meta-analysis,
migrants exhibited a mortality advantage in terms of mental disorders compared
with the general population in destination countries (76). Conversely, a German
study found that Turkish migrants reported a strongly increased suicidal ideation
(OR 3.02; 95% Cl 1.80-5.04) after taking sex, age, and socioeconomic status into
account (83). Another study showed that Belgians tend to have one of the highest
suicide mortality risk with an indirect age-standardised mortality rate (ISMR) of 40
per 100,000 person-years (95% Cl 39.1-40.9), whereas men of Moroccan and
Turkish origin had the lowest with an ISMR of 13.9 per 100,000 (95% Cl 10.8-17.7)
and 16 (95% Cl 11.7-21.3), respectively. Italian populations were somewhere in
between (120). Regarding the suicide rate by gender, the authors found that the
ISMR ranged from 15.1 (95% Cl 14.5-15.6) in Belgian women to 5.0 (95% Cl 2.8-7.6)
in women of Moroccan origin. Interestingly, Bauwelinck et al. (120) showed that
there was less suicide among migrants than among native populations but, the
differences increased between the first- and the second-generation migrants. For
example, men of second-generation Moroccan origin had a suicide mortality rate
3.7 times higher compared to the first generation, while the rate of death by suicide
for second-generation Turkish women was 2.5 times that of first-generation
women, although this difference was not significant.

A European study examining suicide attempt rates among migrant populations in
comparison to the suicide attempt rates of their host countries has shed light on
intriguing findings. This study included 56 immigrant groups, revealing that 27 of
them demonstrated significantly higher suicide attempt rates when compared to
their host countries, while only four groups exhibited significantly lower rates (121).
In addition, individuals from Chile, Iran, Morocco and Turkey exhibited significantly
higher suicide attempt rates, even though their countries of origin generally have
lower suicide rates.

In the US, a study indicated that Asian, Latino, non-Latino Black and non-Latino
White immigrants had a lower prevalence of suicide ideation and attempts, in
comparison to their US-born counterparts within the same ethnic groups (122).
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2.6. Patient satisfaction

A good indicator of care quality is patient satisfaction. A study conducted in
Belgium, Germany, Italy, Poland and the UK on the outcomes of psychiatric hospital
treatment, highlighted that migrants were less satisfied than non-migrants,
although the difference was small (113). This result was confirmed elsewhere (123).
A Danish study found that non-Western migrants were satisfied with their mental
health treatment received in a specialised outpatient mental health clinic, while
only 48.8% reported an improvement in health and situation after the treatment
(124).

Jackson et al. (125) analysing the data of the National Survey of American Life,
reported that Caribbean Black patients exhibited a higher satisfaction with specialty
mental health services compared to African American respondents. The authors
also reported an association between satisfaction and other ethnic origins,
however, these differences did not reach statistical significance (125).

2.7. Medical decisions

Prior research has also shed light on medical decisions as one of the factors
contributing to ethnic and racial disparities in mental health care. However, the
studies investigating this topic often exhibit mitigated results, with on one hand, no
evidence of ethnic disparities in medical decisions, and on the other hand, some
findings that highlighted differences in various aspects of care. In this section, we
will further develop the ethnic and racial disparities related to diagnosis, treatment
and referral decisions in mental health care (126, 127).

Diagnosis

Given the significant global prevalence of mental health disorders, the early
diagnosis and appropriate treatment of these conditions are of paramount
importance for preventing disability and enhancing the overall quality of life of
migrants and ethnic minorities. Yet, specific studies have brought to light a
concerning issue: the existence of racial and ethnic disparities in the diagnosis,
treatment recommendations and access to mental health services, particularly in
medical decision-making, including general practitioners (GPs) (128-131). However,
it is important to note that these ethnic disparities in medical decisions are
influenced by the specific population studied and the context of care. Thus, it
becomes evident that establishing a common trend in the mental health status of
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ethnic and racial groups across diverse contexts and environments remains
challenging.

To illustrate this, the study of Borowsky et al. (130) used the observational data
from the Medical Outcomes Study in order to determine whether some types of
patients were less likely to be identified by their physicians as having mental health
problems, given the same level of mental health functioning. The findings
suggested a significant reduction in the odds of physicians’ detection of a mental
health problem among African Americans with an adjusted OR of 0.42 (95% CI 0.23-
0.76), Hispanics with an adjusted OR of 0.29 (95% Cl 0.11-0.71), compared with
Whites. In addition, younger patients (<35 years compared to those older than 65
years old), and men (compared with women) were significantly less likely to be
detected. The authors reported that mental health disorder was more frequently
detected by GPs among patients who were older, female, white, not married, less
educated, or who had less income (130). These results were corroborated by Bailey
and colleagues (129), who found that African-American populations were
underdiagnosed with major depressive disorder.

Nevertheless, African Americans seem to have more severe episodes of depression
compared to Caucasians. This result might be related to the presentation of somatic
symptoms among African Americans with depression, probably leading physicians
to underdiagnose them. Subsequently, once an evaluation has been conducted
there is a risk that interpersonal bias can play a role in altering the correctness of
the psychiatric diagnosis (132). This hypothesis will be further developed in Chapter
3.

A study in the UK also indicated that individuals of Black Caribbean and Black
African origins were more likely to receive a diagnosis of severe mental illness than
the White majority (133). The authors reported an even greater and persistent
over-representation at the severe end of the diagnostic spectrum, which is evident
in compulsory treatment rates and contacts with the criminal justice system before
receiving treatment (101, 133).

Regarding the relative risk (RR) for developing schizophrenia among first-
generation migrants, a meta-analysis revealed that the RR was 2.7 (95 % Cl 2.3.-
3.2), while a separate study revealed a RR of 4.5 (95% Cl 1.5-13.1) for second-
generation migrants, thereby suggesting a personal or family history of migration
was important for the risk of schizophrenia. Despite the large differences between
ethnic groups, the meta-analysis concluded an association between the increased
risk of schizophrenia and migration (134). Another study underscored that within
the context of the US, the most prevalent types of misdiagnoses for Black people
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were overdiagnosis of schizophrenia and underdiagnosis of affective disorders
(135).

However, a meta-analysis reported that there was no conclusive evidence for an
association between the increased risk of mood disorders and migration status, in
the UK (136). While, in the Netherlands, a study on mood disorders reported higher
first admission rates for Turkish and Moroccan males compared to Dutch natives
(137).

Another study demonstrated that GPs may experience challenges with diagnosing
patients from different cultural backgrounds, especially between Punjabis (as
referred to as Asian-Indian, Asian-Pakistani, Asian British and Asian-African) and
English populations. Authors highlighted that “Punjabis were more likely to suffer
with “depressive ideas”, yet general practitioners were less likely to detect disorder
among Punjabi cases with depressive ideas” (138). In addition, evidence has shown
that Punjabis were more likely to receive a diagnosis of “subclinical emotional
disturbance” and “physical illness with somatic complaints” compared with English
citizens (138).

It is worth noting that most of the aforementioned studies were mainly conducted
in the context of the US and the UK. As explained earlier in this section, medical
decisions in interethnic mental health consultations are influenced by the specific
population and are context-dependent.

In Europe, a systematic review was conducted in 2019 by Satinsky and colleagues
(139) on mental health care utilisation and access among refugees and asylum
seekers. The study outlined higher mental health needs among refugees and
asylum seekers, though, their under-utilisation of those services in European host
countries, is partially explained by stigma, help-seeking behaviours and negative
attitudes towards and by providers.

Finally, poor primary care GP detection of common mental health disorders, such
as depression, is a major barrier to appropriate care for patients with a migration
background, because these patients may also be less likely to access care for
mental disorders, than the population without a migration background (140).

Treatment

Several studies investigating the ethnic and racial disparities in (mental) healthcare,
highlighted that certain MEM may be less likely to receive a treatment, or
adequate specialist treatment for mental health problems or continuous treatment
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from primary care (126-128, 141-143). Indeed, Black-White disparities in any
psychotropic medication use increased from 7.6% to 10.0%, between 2004-2005
and 2011-2012. Further, this result was similar for Hispanic-White disparities, after
adjustment for clinical needs (127). Another study reported that disparities in
quality care for MEM populations remain a critical issue in mental healthcare by
evidencing that Latino, Asian, and African American populations were significantly
less likely to receive access to any mental health treatment, compared with non-
Latino White populations (126). In addition, this result remained even after
adjusting for poverty, insurance coverage, and education. It appeared that even if
they eventually accessed depression treatment, African Americans were
particularly at risk of receiving inadequate care (126).

Another study supported this result and found that the likelihood of receiving
adequate care for depression was significantly lower for African-American, but also
for Hispanic, and Asian American individuals, in contrast to White individuals.
Similar disparities also exist in treatment outcomes (128). In Finland, a study
showed a higher antidepressant use for female migrants from North Africa and the
Middle East, after adjustment for socioeconomic demographic factors, compared
to the Finland-born majority (144). Women migrants from all other countries were
found with a lower use of antidepressant use. Researchers explained that this result
could be related to the higher hospital admission rate for mental disorders found
among these groups (105), or to the higher likelihood of having a first-time
psychiatric contact for refugees from Iraq and the Middle East compared to native
Danes (145), or to the higher risk of depressive symptoms found in Kurdish women
migrants from Iran and Iraq (146).

In addition, a meta-analysis on the association between migration and
schizophrenia, reported an important difference in treatment paths, as treated
cases of severe mental illness were associated with a higher social class, and MEM
may tend to be underrepresented in treatment samples (134). In the UK, a study
highlighted that Black patients were less likely to access effective interventions in a
psychiatric institution than White patients (133).

In Europe, especially in Belgium, research on the link between migration and
mental health tends to focus on less common mental disorders. More frequently,
these studies rely on patient data, which could potentially impact findings due to
variations related to ethnicity and country-specific differences in seeking treatment
and admission practices, as concluded by Levecque et al. (96).
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Access and referral

Previous research evidenced certain ethnic and racial disparities in accessing and
referral recommendations to (mental) health services (123, 127, 141, 147-150).

A study conducted between 2004-2012, in the U.S. population over 18 years old,
examined the racial/ethnic disparities among Black, Hispanics, Asians, and non-
Hispanics. The authors highlighted significant differences between 2004-2005 and
2011-2012 for every racial and ethnic minority group, compared with White
populations, regarding the use of any mental health care, and any outpatient care
in the past year (127).

One potential explanation for this result is that mental disorders, such as
depression, may be stigmatised especially in MEM groups (151, 152). For instance,
in African American populations, depression may be perceived as a “personal
weakness” that may hinder these populations from seeking mental health care and
consequently increase MEM’s risk of untreated mental health conditions (132). This
results in MEM groups being more fearful of seeking help for mental health services
due to past racist treatment from mental healthcare providers (148, 153, 154). In
that sense, several studies and reports concluded that MEM groups were less likely
to have their rights and health care needs met, and less likely to be taken seriously
in comparison with the populations without a migration background (60, 155).

Immigrants still face disparities in using and accessing primary or specialty
healthcare services, in the Netherlands and in Belgium, respectively (156, 157). For
instance, in the Netherlands, significantly lower mental health services use was
found in Turkish and Moroccan females, although a higher first admission rate was
evidenced among these populations (137). In Belgium, a substantial network of
primary healthcare facilities is found in urban areas. These areas host a
considerable proportion of individuals with Turkish and Moroccan backgrounds;
however, accessing these services remains an ongoing challenge (157).

It is crucial to highlight that mental healthcare in primary care settings in Belgium
is subject to limited reimbursement, allowing for a maximum of 8 sessions in first-
line care and 12 sessions in specialised care dedicated to addressing moderate
psychological concerns. This convention started in 2019 and underwent an
assessment in October 2023 by the Mutualité Chrétienne research service in
collaboration with the Sciensano Department of Epidemiology and Public Health
(158).
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The results of this evaluation reveal a growing trend, but they also highlight the
underutilisation of allocated budgets in some mental health networks,
particularly in the “children and adolescents” networks. The report concludes that
there is a substantial demand for psychological care at the population level in
Belgium, as indicated by the BELHEALTH? research project. However, the current
number of people accessing care through the convention remains low, according
to the evaluation report. Nonetheless, the initial objective of reaching vulnerable
populations is being achieved with a growing number of users among the
beneficiaries of the increased intervention. Regrettably, there is no explicit
reference to the accessibility of this particular mental healthcare convention for
migrant and ethnic minority populations (158). Consequently to this
underutilisation, the financial aspect is less of a barrier when it comes to psychiatric
medication or hospitalisations since these specific services are covered by
reimbursement policies (159).

A European study on the utilisation of mental health services revealed that one-
third of consultations for “emotions or mental health problems” were exclusively
with general practitioners (GP), another third sought care solely from mental
professionals, more with psychiatrists than psychologists. The remaining third
sought help from both sectors. Among individuals with a 12-month prevalence of
any mental disorder who engaged with formal health services, 33.4% consulted
only a GP, 19.6% consulted a psychiatrist (but not a GP), 13.5% consulted a
psychologist or counsellor (but not a psychiatrist or a GP), and 28% consulted both
a GP and a mental health professional (160). This pattern was consistent across
various countries (160).

Among individuals with a 12-month prevalence of mental disorders, only one in
four (25.7%) reported using formal health services for emotions or mental health
in the previous year. Another European report on access to mental health care in
Europe pointed out that Belgium’s high rate of hospital beds could indicate either
an abundance of resources or a delayed transition towards community-based care,
despite policy measures aimed at shifting resources from standalone mental
hospitals to community care implement in 2010 (“Réforme 107”) (161).
Furthermore, this report highlighted a program for integration between primary
care and mental health services in Italy, showing that the proportion of patients

2 BELHEALTH (Belgian Health and Wellbeing cohort) is a general population cohort project,
starting in September 2022, on factors that impact our resilience or that could put us at risk
of mental health issues.
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with minor/major depression achieving remission was higher in a collaborative care
group (162).

Collectively, these findings show an underutilisation of health services for mental
disorders in Europe, with significant room for improvement in accessing mental
health services, particularly in Belgium. Additionally, Alonso and colleagues (160)
emphasised the prevalence of exclusive utilisation of GPs, while noting that mental
health specialists were more frequently consulted than GPs in Europe. The authors
also emphasised the central role of the GPs and concluded that they might pose
barriers to accessing primary care for mental disorders, especially in Belgium where
a significantly lower level of utilisation of health services was found, in comparison
with Spain. They asserted that the coordination between primary and specialised
care is a crucial determinant of access affecting access, which includes considering
potential cultural barriers that may restrict the use of mental health services. This
highlights the key role of GPs in identifying and referring both migrant and non-
migrant patients with mental health disorders to specialised mental health services.

In the following section, we will delve into the distinct roles of GPs in the field of
mental healthcare, alongside first-line psychologists and specialised mental health
professionals including psychologists and psychiatrists. Additionally, we will
elucidate the reasoning behind the thesis’s particular emphasis on the contribution
of GPs in providing care and facilitating referrals for individuals who experience
both mental health disorders and have a migration background.

2.8. General practitioners’ role in mental healthcare

The BELHEATH research project reported that the majority of individuals facing
psychological problems have mild or moderate symptoms that can be effectively
addressed through primary care, with direct access to services, including
consultations with general practitioners, without requiring referrals from other
physicians (158). Nonetheless, 9% of the population expressed unmet needs for
psychological support, attributed to the persistent taboos and stigma surrounding
mental health, particularly among those aged 18-29 (158). In Belgium, people of
Moroccan origin have an average age of 27, which shows the importance of this
issue for these population groups who are more at risk of having unmet
psychological needs. Additionally, these taboos show that social perception of
mental health care should still be changed to enhance their accessibility (158).

In an increasingly diverse society, General Practitioners (GPs) are encountering a

growing and more diverse population, driven by migration and cultural diversity, as
highlighted in Chapter 1. As mentioned previously, GPs play a crucial role in
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diagnosing, prescribing treatment, and referring patients with mental health issues.
In Belgium, a partial stepped-care model is followed, where GPs are meant to serve
as the primary entry for accessing a wide range of mental healthcare services and
should be inclusive of migrants (163). However, in reality, there is a fragmentation
of mental health care into multiple specialities such as first-line psychologists,
specialised psychologists, psychiatrists, community mental health centres, and
mobile teams, among others. Despite GPs often being the only healthcare providers
capable of synthesising medical and sociodemographic information about the
patient, many patients end up following care pathways that do not include general
practitioners, such as in emergency wards (164).

As outlined in Chapter 2, several studies have pointed to the existence of ethnic
disparities in diagnosis (165), treatment, and referral of MEM patients by GPs, as
well as other healthcare providers (166-169). As gatekeepers, GPs own the power
to either facilitate or obstruct access to further outpatient and residential mental
healthcare services. A realistic systematic review has mentioned that general
practitioners were frequently mentioned by patients in their Joint Crisis Plan (JCP),
a type of Psychiatric Advance Directives® (PAD) (170). In addition, it has been noted
that one of the reasons individuals do not seek psychological help is the lack of
accessible support (158). Nevertheless, GPs can serve as the initial point of entry
into the healthcare system, providing a crucial first step for individuals in need
(171). Consequently, their actions can either reduce or reinforce ethnic inequalities
in access to mental healthcare (172). Indeed, GPs’ medical decisions may be biased
due to unconscious stereotyping beliefs (168, 173). Even well-intentioned GPs,
driven by an internal motivation to be unprejudiced and unbiased may apply
stereotypes when assessing patients, which in turn could lead to differences in
treatment and referral decisions.

Therefore, the integration of mental health services into GPs’ consultation becomes
imperative for a holistic approach to addressing mental health concerns in Belgium.
We believe that collaboration efforts between mental health providers and primary
care providers hold the potential for early identification and prompt intervention.
In addition, a previous study has recommended a greater focus on primary care
services for MEM groups, particularly those originating from non-Western contexts,
such as individuals of Moroccan descent, for example (144). The primary goal of
this recommendation is to alleviate the burden of common mental disorders among

3 psychiatric Advance Directives “are documents that allow users with severe and chronic
mental illnesses to notify their treatment preferences for future crisis relapses and to appoint
a surrogate decision-maker for a period d of incompetence.” (Nicaise et al., 2013).
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affected individuals while also reducing the strain on secondary mental health
services.

It is precisely for these reasons that this thesis seeks to explore and test our
hypotheses and research questions within the framework of GPs’ consultations,
with the aim of delving into the core of this complex issue. Figure 5 visually outlines
the various levels of potential intervention aimed at mitigating ethnic disparities in
healthcare. Within the context of this thesis, our primary focus will be directed
towards three levels: the individual, interpersonal and organisational dimensions.
The state and policy level will receive concise attention within Chapter 8, where we
will touch upon this aspect while presenting the recommendations that have
emerged from the conclusions drawn in this thesis.

Figure 5 A modified social ecological model of medical decision-making.
Abbreviation: SES, socioeconomic status (174)
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Overall, the literature presented in this second chapter does not provide a basis to
conclude that all MEM groups carry an increased risk of mental disorders. Similarly,
it does not suggest that they uniformly experience equivalent levels of ethnic
disparities in mental health than populations without a migration background. In
addition, we have realised that there was no recent study on the potential ethnic
disparities in mental health care either in Belgium or in Europe. However, previous
studies have already shed light on different risk and protective factors of MEM
patients’ mental health such as socioeconomic status, legal status, and
discrimination that will be further addressed in the next chapter. This chapter will
also delve into how ethnicity and migration status are part of the social
determinants that shape the unequal opportunities that MEM populations face.

= Migrants and ethnic minorities experience different risks in mental health
disorders and recent literature on their mental illness risk in Belgium and Europe
is unknown.

= GPs play a key role in diagnosing, treating, and referring patients with mental
health issues, acting as gatekeepers to further mental healthcare services.
However, there is a fragmentation of mental healthcare services into various
specialities, leading some patients, especially MEM to have unmet psychological
needs.

= Ethnic disparities in the diagnosis, treatment, and referral of individuals from
migrant and ethnic minority (MEM) backgrounds have been reported among GPs
and other healthcare providers. The issue is that GPs serve as the first step in
entering the healthcare system, potentially addressing the absence of nearby
help for those in need of psychological support.
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“We all live on the same planet,
but not in the same world.”
(Cabé & Lefebvre, 2023)
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Chapter 3 — Explaining and addressing ethnic
disparities

This third chapter outlines the diverse disparities and challenges that migrants and
ethnic minorities may encounter during their inclusion and integration processes in
their host countries. By addressing these challenges, the goal is to shed light on the
obstacles and difficulties faced by these individuals as they become part of their
new communities. Lastly, this chapter will emphasise several gaps identified in the
literature addressing different factors that could affect and/or influence the
strength or direction (whether positive or negative) of the relationship between an
independent variable (migrant status) and a dependent variable (migrant mental
health status or GPs’ decisions) (176). This section will focus on certain “factors”
contributing to ethnic inequities. These factors will be explored and tested within
the scope of this thesis in the following chapters.

3.1. Key determinants of ethnic disparities in mental
health(care)

Migrants and ethnic minorities face a range of disparities in accessing fundamental
opportunities across multiple domains (including politics, education, housing,
labour market, and healthcare), creating complex hurdles in their integration and
overall well-being and mental health (4, 177, 178). Ethnic disparities are differences
observed for ethnic (minority) groups that are not due to differences in clinical
appropriateness, clinical need, or patient preferences (179).

In the following sections, we will briefly explain how legal status, socioeconomic
status, and migration could affect the mental health status of people with a
migration background. Then we will present more in detail the mediating and
moderation determinants of GPs’ decisions as contributors to the persistence of
ethnic disparities in mental healthcare in Belgium.

3.1.1. Legal status

Legal status, as explained in Chapter 1, is an important aspect as it distinguishes
citizens and non-citizens and determines access to a wide range of social, political
and economic rights. Regarding the legal residence permit that asylum seekers
apply for, the research has revealed a significant correlation between lacking a legal
residence permit and a higher likelihood of not receiving timely treatment. This
observation underscores that the absence of a valid residence permit carries the
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potential to function as a risk factor for facing disparities in healthcare (180, 181).
Another systematic review highlighted a significant association between an
insecure legal status and mental health symptoms (182).

= At the systemic level, Belgium has made limited efforts to address the
ethnic inequalities faced by MEM (183). For instance, in the realm of
politics, voting rights for non-European citizens in Belgium are only
granted for local elections and only after five years of residency (184, 185).
In contrast, in regions such as Scotland, many immigrants from non-EU
countries attain their political rights more rapidly (17). The repercussions
of this political underrepresentation are that migrants are not viewed as
potential citizens, being perceived as primarily expected to contribute
through labour and production rather than political engagement (186).

In addition, the legal status of individuals can also have an impact on socioeconomic
status, as they cannot access the same employment opportunities, or access to

social and health services, among others.

3.1.2. Socioeconomic status

Socioeconomic status is defined as a measure of one’s combined economic and
social status and tends to be positively associated with better health. The three
common measures of socioeconomic status are education, income (e.g. the labour
market) and occupation (e.g. housing) (187). Existing literature has established that
socioeconomic status may have a significant influence (positive or negative) in
various domains such as MEM'’s education (188, 189), (mental) healthcare (97, 107,
190-192), housing (178, 193), and the labour market (178, 194).

v" Education

In the field of education, it has been shown that performance gaps between some
migrants and non-migrant students remained high (195). In addition, some MEM
may face challenges ranging from the limited recognition of foreign qualifications,
which hampers their ability to fully engage in educational pursuits (190, 196).
Additionally, the perception of foreign education being of lower quality could
diminish the economic returns on education for immigrants in Europe (190).
Migrants with highly educated parents might also experience diminished social
status in host countries, contributing to limited health resources for immigrant
families and disparate job and employment prospects that lead to varying levels of
wealth (190). Across all levels of education, MEM are more likely to find themselves
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in lower-paying jobs with less occupational prestige compared to the host-country
populations (197). Paradoxically, even highly educated migrants remain susceptible
to economic insecurity, stress and poverty (198, 199). Overall, the literature
underscores that MEM populations tend to have lower levels of education than the
majority groups (178).

= In Belgium, despite a decline observed in the proportion of people of
Moroccan or Turkish background without formal education, a substantial
number of individuals from these groups remain underrepresented in the
labour market, predominantly employed in less favourable segments (41,
107, 200).

v" Housing

Many people with a migration background also encounter difficulties concerning
housing. As they seek suitable housing and endeavour to access employment
opportunities fitting their qualifications and skills, they often face barriers (201,
202). It is worth noting that housing serves as a pivotal social determinant of health
and a crucial element in the integration of migrants into resettlement countries
(203). Inadequate housing consistently correlates with poorer mental health
outcomes and constitutes a significant source of post-migration stress for refugees
(98, 112).

= Studies conducted in Belgium have highlighted a higher occurrence of
discriminatory rental practices toward candidates with Moroccan-sounding
names compared to those with Belgian-sounding names (204-206).

v" Labour market

Certain MEM groups also may face difficulties in economic situations, such as the
labour market. Ethnic labour market discrimination characterised by differential
treatment based on ethnic characteristics, has been identified previously (207). In
Europe, labour conditions for foreign individuals who are non-EU born are notably
inferior to those for the native-born population, resulting in a significant
employment rate gap of -8.2% (208). In addition, the mean outcome gap stands at
-5.5% between non-EU born populations and native-born populations (208).

= In Belgium, this employment rate gap is even more pronounced, standing
at -18.1% between the non-EU born and the native-born populations (120).
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However, alongside the challenges MEM populations face in terms of
socioeconomic and legal status mentioned, it has been shown that the migration
process in itself could lead to ethnic disparities in mental health before, during and
even after the journey.

3.1.3. Migration

Multiple factors have been identified as contributors to various mental health
disorders, such as depression, anxiety and somatic disorders, including the
motivations driving migrants to leave their home country, the experiences during
the migration process itself (both before and during the process), as well as the
stressors encountered post-migration (80, 209). Certain traumatic events have
been associated with a higher risk of mental disorders among individuals with a
migration background, especially refugees and asylum seekers. Depending on the
level of hardship encountered during the migration process, it may negatively affect
migrants’ physical and mental health status (210, 211). A scoping literature review
conducted in Europe reported that a significant proportion of traumatic events,
around 60%, occur in the migrants’ home countries, before the migration process,
while 89% take place during the journey itself (100). Previous studies revealed that
post-migration conditions, stressors and traumatic events were also associated
with symptoms of depression, anxiety, and PTSD (182).

The potential trauma experienced by migrants before, during or after the migration
process includes a range of experiences, like environmental elements, such as
natural disasters (79, 112), experiences of loneliness and diminished social support
(212, 213), family separation or loss (214, 215), unstable legal status due to
prolonged bureaucratic processes and job insecurity (216), and duration of
residence (217). These stressors and traumatic events also involve financial
hardship, inadequate housing, insecurity, exposure to warfare, violence, trafficking,
sexual exploitation, and persecution for political, ethnic religious or other reasons
(210, 217, 218), along with stigmatisation and discrimination (further elaborated in
the subsequent section) (151, 219). Additionally, this may encompass limited
access to welfare services, diverse understanding of illness and treatment (220),
language skills (216, 221, 222), acculturation (223), and accumulation of
postmigration living difficulties (182, 224), among other challenges. These factors
can have deleterious consequences on the mental well-being of individuals (225).
While this impact is notably pronounced in refugees and asylum seekers (100),
stressful living conditions appear to exhibit a more significant statistical correlation
across all international migrants, extending beyond the refugee population (226).
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To illustrate the challenges faced by migrants, one can consider the dangerous
journeys that children are often compelled to undertake due to the absence of safe
and regular migration channels, as documented by Crépeau in the International
Organization for Migration report titled “Children on the Move” (227). These young
migrants are exceptionally vulnerable to falling victim to violence and abuse during
their journeys, particularly unaccompanied or separated children, who may be
subjected to human rights violations, such as sexual, economic exploitation and
human trafficking. These situations may naturally lead to a lower level of health,
both physical and mental. Moreover, many migrant children, often with irregular
legal status, lack access to public health services and are unable to afford private
medical care, which can have long-term implications (227).

Another example of an arduous journey is the one across the Darién Gap, a 66-mile
trek connecting South and Central America. This route exposes migrants to a range
of risks including perilous terrains, extreme weather conditions, lack of basic
necessities, threats from wildlife like lethal snakes, slippery rocks, and
unpredictable rivers. Additionally, there’s a potential for encountering criminal
elements, such as cartel members, masked robbers and rapists (228). This perilous
journey is particularly taken by migrants who originate from countries like
Venezuela or Haiti. In those places, gang violence, failed government, or
malnutrition crises make law and make daily life untenable (228). Given the
traumatic nature of this journey, we can, therefore, easily imagine that individuals
undertaking such pathways to migrate are at higher risk of developing mental
distress compared to both native populations and other economic migrants.

Nonetheless, a study concluded that “the association between some stressors or
resources of the postmigration living situation and mental health turns out to be
less homogeneous than expected” (182). This conclusion reminded us of the fact
that each group of MEM holds unique characteristics, and their individual resources
for coping with these stressful life events can vary significantly (112).

= Furthermore, this highlights the importance of considering the specific
Belgian context in this dissertation. The country’s unique experience with
migration, particularly with Moroccan and Turkish migration backgrounds
might differ from those observed in other European countries.

Figure 6 provides a visual representation of how various exposures across the life
course can influence migrants’ health, as outlined by Spallek et al. (229). This figure
also depicts how the life course of migrants’ parents significantly shapes the well-
being of their children, even when migration has not occurred.
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Figure 6 Different exposures during the life course on the health of migrants (229)
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Alongside the differences in social position and vulnerability MEM groups may
grapple with difficulties while adapting to a new cultural environment, involving a
re-evaluation of their personal identity, as they navigate the process of
acculturation into the host country’s culture (10, 230). Acculturation, already
defined in Chapter 1, as a multidimensional process involving the convergence of
heritage-cultural and receiving-cultural practices, values, customs, behaviours,
identifications, and other cultural aspects can pose difficulties (21, 223). Struggle in
acculturating to the host country has a direct negative impact on sociocultural and
psychological outcomes, such as well-being, and may contribute to the
development of stress and psychological symptoms (10, 81, 231, 232). Moreover,
migrants and ethnic minorities who lack a sense of belonging in the host country
may experience socioeconomic and educational disadvantages, making them
particularly vulnerable to mental distress (233). Upon arrival in a new country,
MEM may experience differences in customs, social norms, traditions and values,
leading to feelings of isolation and difficulties in forming connections with local
communities (234). Consequently, the likelihood of anxiety-related symptoms and
depression tends to increase among migrants and ethnic minorities (234).
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3.1.4. Discrimination, prejudices and stereotypes

Finally, MEM may encounter discrimination and prejudice based on their
nationality, ethnicity, or migration status. While stereotypes, prejudices and
discrimination are related, they hold conceptual distinctions within social
psychology. Indeed, prejudices or racism often drive ethnic discriminatory
behaviours. Nevertheless, despite members of a group potentially holding similar
stereotypes about another ethnic group, only a minority of them will actually
exhibit prejudices against that particular group (235). Conversely, it is recognised
that discriminatory behaviours can manifest even in the absence of explicit
prejudices (236).

Stereotypes represent the content of an individual’s beliefs about groups, while
stereotyping refers to the processes by which people use these stereotypes to
make sense of the world (237). Cultural stereotypes influence how information
about an individual is processed and lead to unintended biases in decision-making,
hereafter “implicit bias” (238). Everyone is susceptible to these biases, including
healthcare providers. Prejudices denote positive or negative attitudes or
evaluations towards a group, often rooted in stereotypes (239, 240).
Discrimination is defined as behaviours that systematically advantage or
disadvantage a group (241). Ethnic discrimination can manifest in various forms,
including exclusion, unequal treatment, denial of access to healthcare services, or
dismissive attitudes from staff, all of which have direct and indirect impacts on the
health status of the patients (131, 242).

Although this thesis will primarily focus on individual discrimination within the
therapeutic relationship between GPs and their patient with a migration
background, it is important to emphasise that GPs in Belgium practice in a context
where structural racism can also influence their medical practices and decisions.
For example, it is essential to mention that as depicted in Figure 7, addressing these
inequalities necessitates systemic and macro-level policies and interventions that
advocate for ethnic equality in all determinants of health (79, 243-246). Moreover,
while progress has been made in tackling ethnic disparities in various domains,
achieving substantial change requires a comprehensive “whole of government
approach”, which can be challenging to sustain in the context of conservative
viewpoints prevalent in many sectors of society (247, 248).
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Figure 7 Policy measures required to tackle social determinants of health for
migrants and ethnic minorities (249)
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Gender norms, roles and relations, which influence and are influenced
by the above intersecting factors, must be addressed.

Alongside the aforementioned determinants that influence ethnic disparities that
MEM populations may face in mental health status, it has been shown that they
also face disparities in mental healthcare (141, 250, 251).
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3.1.5. Mental healthcare

Limited access to social, healthcare services, health promotion facilities, and health
prevention is yet another challenge faced by MEM (252). Legal impediments
frequently act as barriers preventing MEM from accessing healthcare services (100,
148). Additionally, a negative correlation has been observed between income levels
and the probability of individuals having at least one psychiatric disorder or
receiving treatment for mental health conditions (253). As mentioned earlier,
certain MEM groups may experience lower socioeconomic status and face legal
barriers, which can heighten their susceptibility to mental health disorders and
affect their access to treatment. Nonetheless, the extent of this limited access
varies across countries, with different nations prioritising different health issues,
often failing to adequately address the needs and priorities of migrants (100, 254).
Unequal access to these essential services can contribute to the disintegration and
hindered socioeconomic progress of these populations.

= In Belgium, migrants can access healthcare via the compulsory health
insurance system or social assistance. Primary care centres are also
accessible to vulnerable populations, especially in metropolitan areas
(107). However, a literature review underscored that specific healthcare
services remained inaccessible and were significantly underutilised by
Moroccan and Turkish migrants (96, 110). In Belgium, a new psychological
care agreement is scheduled to be signed between INAMI and mental
health networks in January 2024, continuing the work initiated in 2019. The
primary goal of the agreement is to make psychological care more
accessible, both from a financial perspective and in terms of care
organisation. The mental healthcare system has known multiple reforms
over the last decades, with the recent one in 2010 which was initiated
through experimental projects, entitled “Projets 107", aiming at
transitioning from a hospital-based system to an outpatient and
community-oriented approach for individuals with mental ilinesses. (255).
However, this reform primarily targeted individuals with severe mental
health disorders, such as schizophrenia and severe depression, and less so
those experiencing common and moderate psychological issues.
In response to this gap, in 2016, the Belgian Federal Center for Expertise in
Healthcare (KCE) proposed an organizational and funding model for
addressing common and moderate psychological problems. Nonetheless,
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psychotherapy, which is recommended and proven to be as effective as
medication options like antidepressants and tranquilisers, is currently not
reimbursed, making it less accessible to the majority of the population,
including migrant and ethnic minority populations (256).

Alongside these key determinants contributing to ethnic inequalities in mental
health care, another hypothesis is that GPs may have different patterns in
treatment and referral to mental services across different racial and ethnic groups
that may impede access to these services (126). In that sense, a previous study
highlighted that racial and ethnic “differences emerged (...) with blacks considerably
less likely than whites to be offered an appointment” (150). Medical decisions in
diagnosis and reference, which are sometimes affected by racial and ethnic
disparities may be exacerbated under time pressure, in case of fatigue, or when
there is a lack of guidelines (168, 257). Biased medical decisions and physician
discrimination are another source of ethnic disparities in mental health care (166-
169). A European study reported that 7% of the respondents perceived
discrimination in primary healthcare (258), whereas this percentage was increased
in ethnic minority respondents. In Belgium, first-generation migrants reported a
higher perception of discrimination than natives with an OR of 5.1 (95% CI 2.99-
8.71) (258). It Is noteworthy that Belgium ranked among the countries in the lower
quartile of the perceived discrimination score, with only 2.7% of Belgian
respondents reporting such experiences, compared to 12.8% in Sweden, for
instance.

Chapter 2 pointed out that healthcare providers, such as General Practitioners
(GPs), may perpetuate these ethnic inequalities, by unintentionally discriminating
against patients with a migration background (259, 260). Some factors exacerbate
such unintentional discrimination, like time pressure and a lack of awareness (172),
while others, like training and building trust in the GP-patient relationship, can
mitigate these inequalities (261). This thesis will specifically centre its focus on
these explanatory factors, investigating them through the perspective of GPs.
Importantly, the existing body of research on this particular subject, especially in
the context of Europe and Belgium, remains limited, emphasising the significant
gap that needs to be addressed. Investigating the GP perspective holds the
potential to explore underlying mechanisms that contribute to discriminatory
practices within primary mental healthcare, thereby enhancing our understanding
of this complex issue.

The following sections will particularly focus on implicit and explicit biases, racial
and ethnic concordance, communication, trust and relationship, cultural
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competence, and humanization. For each of these moderating factors, the
following aspects will be covered:

¢+ The definition of the factor.

¢ A summary of the existing knowledge concerning the relevance of these
factors within the context of (mental) healthcare.

¢+ Identifying the gaps in the current literature that this thesis aims to address
within the context of GPs’ consultation with patients of migration
backgrounds.

¢+ Where applicable, a synthesis of the existing interventions to reduce ethnic
inequities in (mental) healthcare related to the moderating factors.

3.2. Moderating factors of ethnic disparities in
primary mental healthcare

Note that we are not implying any specific order or level of importance among

these five factors. We will outline that each of them has the potential to contribute

to ethnic disparities in primary mental healthcare, especially within interethnic
consultations with general practitioners.

3.2.1. Explicit and implicit bias

Definitions

Implicit ethnic (and racial) biases denote prejudiced attitudes, a tendency to favour
one ethnic group over another or stereotypical perceptions of a particular group
(the exogroup) and its members. This bias is also described as “an unconscious
response and behaviour that affects interpersonal interactions and clinical decision-
making” (262). Implicit bias is often automatically activated, leading to impaired
judgment and negative evaluation of the exogroup (263). However, Karpinski and
Steinman (264) introduced a contrasting perspective by suggesting that ethnic and
racial biases might be due to ingroup favouritism, involving positive associations
with a specific conceptual category (e.g. Native people), rather than being driven
by implicit negative feelings towards the outgroup (e.g. people with a Moroccan
migration background). In essence, their findings underscore that ethnic and racial
bias might emerge due to ingroup favouritism and can manifest even in the absence
of negative feelings towards members of the outgroup (264, 265).
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The origins of implicit biases can be elucidated through different hypotheses. In the
realm of social psychology, distinctions are made within the identity component
(ingroup vs. outgroup) (266), the functional component (cognitive information
processing limitations), the normative component (conformity within normative
context, peers influence, daily practices), the pursuit of material and symbolic
resources (intergroup conflicts) (236, 267).

The identity component revolves around how individuals categorise themselves
(endogroup) and others (exogroup) based on shared group attributes (such as age,
gender, ethnicity, nationality, religion, and more). Implicit bias can emerge within
this framework due to several psychological processes, such as ingroup favouritism,
where individuals develop positive attitudes and preferences towards their own
group. Through ingroup favouritism, individuals seek to reinforce their social
identity within their group (268). Outgroup discrimination, on the other hand,
occurs when ingroup members treat the outgroup less favourably, and while it's
less socially accepted, it tends to arise in situations of conflict between groups (269-
272). These conflicts can be tied to competition for material or symbolic resources
(prestige, money, goods, land, status), or arise in situations involving perceived
threats related to crime or power (268, 272, 273). Furthermore, the evolution of
ingroup favouritism may result from social pressure exerted by peers, valuing anti-
discrimination norms, and acknowledging the right to ethnic diversity in our
multicultural society (274).

The literature also presents the concept of “positive discrimination”, which involves
implementing practices or policies to provide preferential treatment to historically
disadvantaged or discriminated individuals, with the aim of reducing ethnic
disparities (275). On one hand, positive discrimination can work to promote social
equality, but on the other hand, it may potentially lead to reverse discrimination,
undermine the principle of meritocracy (a system in which people get success or
power because of their abilities), or perpetuate stereotypes (275). An example of
positive discrimination would be the implementation of quotas to enhance access
to education, the labour market, positions of responsibility, or within the realm of
healthcare professionals (275).

In addition to the aspect of social identity, due to the overwhelming volume of
information individuals encounter daily, there is a need to simplify it (267).
Nevertheless, this process of categorisation can unintentionally result in a broad
generalisation of characteristics across entire groups, thereby contributing to the
development of biases.
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Implicit biases in the patient-provider relationship can lead to discrimination, and
discrimination is known to increase the risk of mental illness (276). Moreover,
discrimination arises when biases translate into unequal treatment based on
physical characteristics or membership in specific social groups (277).

In contrast, explicit ethnic biases refer to openly expressed feelings communicated
verbally, in writing, or through symbols. Notably, “explicit” does not necessarily
imply obviousness; it encompasses subtler “coded” language or feelings that can
be inferred (278).

What is known

Implicit and explicit biases present a significant challenge as they have the potential
to impact anyone, including (mental) healthcare professionals (279). Consequently,
biases may sometimes lead to variations in medical decisions, disparities in
empathy, differential drug prescriptions, lower patient satisfaction, lower patient
interactions with their physicians, and even less eye contact (260, 280-283),
thereby contributing to ethnic inequalities and unintentional discrimination within
(mental) healthcare (276, 284).

In this vein, a review demonstrated a significant association between implicit racial
and ethnic bias among providers and suboptimal decision-making quality in terms
of treatment decisions, treatment adherence to medical prescriptions, and patient
health outcomes (263). Additionally, a study exposed a positive link between
implicit pro-White bias and a decrease in the prescription of pain narcotics for
African American patients, particularly following surgery, by paediatricians (285).
Another systematic review found an association between an implicit preference
for White individuals and a greater likelihood of administering thrombolysis
treatment for myocardial issues in White patients when compared to Black patients
(166).

However, it is important to acknowledge that several studies have not conclusively
demonstrated a notable connection between implicit ethnic and racial biases and
medical decisions. To elaborate, systematic reviews have unveiled that physicians
exhibit marginal to moderate levels of implicit bias against Black, Hispanic, and
dark-skinned individuals that mirror those observed in the general population (166,
286). Furthermore, systematic reviews and studies have failed to substantiate any
impact of providers’ implicit biases on their decision-making processes in
treatment and healthcare outcomes, spanning various healthcare domains such as
emergency medicine (166, 263), pain management, attention deficit hyperactivity
disorder (287, 288), primary care, internal medicine, and spinal cord injury (263).
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Notwithstanding, these results are contradicted by the findings from the systematic
review undertaken by FitzGerald and Hurst (259), which yielded two key outcomes.
Initially, the authors identified a significant positive relationship between the levels
of implicit bias and a decline in the quality of care provided. Subsequently, certain
clinical decisions, including diagnoses and treatments, exhibited a correlation with
implicit biases and care levels in certain circumstances. The authors argued that
further research was needed to investigate the specific circumstances under which
implicit biases influenced medical decision-making and emphasised the necessity
to address the role of implicit biases in healthcare disparities (259).

Indeed, implicit biases often emerge in ambiguous contexts, such as when practice
guidelines are lacking or evidence-based medicine is disregarded. They also come
into play when individuals are preoccupied, anxious, rushed, tired, or distracted.
Moreover, healthcare providers, including GPs, can unintentionally stereotype
patients and resort to cognitive shortcuts influenced by their training, work
environment, social context, and organisational setting (289). Nonetheless, Blair
(289) underscores that biases and stereotypes are not static mental states; they
are susceptible to social conditions.

Knowledge gap and how this thesis addresses it

Earlier American research highlighted significant implicit ethnic bias among
healthcare professionals against MEM groups, such as African Americans. However,
this research revealed low levels of explicit bias against this ethnic group (260, 287).
European empirical research on these issues remains limited.

A study comparing healthcare professionals’ racial and ethnic biases in the United
States (US) and France concluded that healthcare providers’ biases differed
between cultures and countries (290). This study revealed that clinicians’
expectations and perceptions of their patients are influenced by their patient’s race
inthe US, leading to negative perceptions about Black patients. The study’s authors
discovered that Black patients were perceived as less personally responsible for
their health compared to White patients. Consequently, they were considered less
likely to adhere to treatment and were met with lower expectations for
improvement when compared to White patients. However, this racial and ethnic
bias did not manifest in a similar way in France, where the French clinicians did not
significantly differentiate between Black and White patients in terms of
improvement or treatment adherence (290). As a result, the understanding of racial
and ethnic bias cannot be extrapolated beyond the US without implementing
measures, interventions, and policies tailored to the specific context of each
country. These approaches should be culturally adapted to effectively address
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racial and ethnic biases within the unique context of a given nation or organisation
(290). This conclusion aligns with earlier research findings, which suggest that the
racial and ethnic biases exhibited by American healthcare professionals are
consistent with societal racism. This influences clinicians’ viewpoints regarding
their patients, thereby influencing the perspective through which medical decisions
are made (290, 291). These findings underscore the need for further research to
delve into healthcare providers’ biases across various healthcare settings, diverse
environments, and different population groups. Such exploration is essential due
to the contextual dependency of the mechanisms that give rise to these biases.

= This thesis seeks to bridge this gap by addressing three research questions
related to biases in ethnic healthcare: i) To what extent do Belgian trainee
GPs exhibit implicit and explicit biases in interethnic consultations? This
question is addressed in Chapter 5, ii) is there a correlation between higher
implicit biases and increased expression of explicit biases among GPs, and
iii) what are the implications for medical decisions in the context of mental
healthcare?

= Therefore, this dissertation aims to measure the extent of implicit and
explicit biases among Belgian healthcare providers, particularly trainee
GPs, in interethnic consultations. Further details are provided in Chapter 5.

Empirical evidence on the effectiveness of strategies to tackle provider bias is
scarce. Addressing this gap requires discovering and empirically testing strategies
to effectively reduce these biases. One explored strategy involves “blurring the line
between ingroup and outgroup by focusing on common identities” (260). While
numerous studies have proposed interventions and recommendations to reduce
providers’ implicit biases during interethnic consultations, current interventions
have yet to demonstrate behavioural changes in clinical or learning environments
(292).

= In this thesis, an innovative empirical intervention is tested within GPs’
interethnic consultations to reduce ethnic disparities in mental healthcare.
This hypothesis is further explored in Section 3.2.5 and Chapter 7.

Synthesis of the existing interventions

Due to the relationship between healthcare professionals’ bias and patients’
perceptions of poorer communication, lower quality care (293), less satisfaction
with physicians holding high implicit ethnic biases (282), and discrimination (179,
294), providers’ implicit bias may affect the patient’s behaviour in terms of
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adherence, return for follow-up, or trust, thereby enhancing ethnic disparities in
healthcare. Therefore, an explosion of empirical efforts to reduce implicit biases
has been observed in the literature (141). Based upon theories explaining the
origins of implicit biases, literature has identified a number of strategies and
interventions aimed at addressing and mitigating biases among healthcare
providers, at least for a short time (172, 238, 261, 263, 291, 295-297). The following
sections outline significant interventions and recommendations.

v" Awareness and motivation

Given that implicit biases operate on an unconscious level, they are automatically
triggered and reinforced, especially under time pressure — an aspect frequently
encountered by general practitioners during their consultations. Therefore, raising
awareness among healthcare professionals about their biases is a fundamental
initial step. Researcher considered implicit bias as a “habit of mind” that needs to
be changed to reduce their activation in healthcare consultations (298). Indeed, to
activate a behaviour change, individuals need to be aware of their habitual
engagement and be provided with strategies to increase self-efficacy to engage in
a new desirable behaviour, according to Tabayon Nabavi and Bijandi (299).

In order to have successful interventions, Burgess and colleagues (261) suggested
that sufficient motivation, cognitive resources, and effort, were necessary to inhibit
prejudices and stereotypes on which implicit biases are constructed. Further,
people need to be aware of their biases in order to tackle their consequences on
the outgroup members (300).

Healthcare professionals need to recognise the potential consequences of their
biases and be motivated to actively work towards reducing them (260).

v" Individuation

As opposed to categorisation, encouraging cognitive strategies of individuation,
where healthcare professionals focus on individual attributes rather than
generalising group attributes (such as gender, ethnicity, or age) and making efforts
to make it more salient in decision-making (261). This intervention has been tested
previously among two groups of Caucasian individuals that were exposed to the
same African American faces in training, with either an individuation condition
(participants had to discriminate two African American faces), or a categorisation
condition (participants had to categorise faces as African American or not). During
the pre- and post-training, researchers measured the Other-Race Effect and they
discovered that within the “individuation condition” group, participants showed a
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reduction of socio-cognitive implicit racial and ethnic bias, highlighting that
implicit racial and ethnic bias were malleable perceptual skills that can be modified
with relatively little training (301), as it was seen elsewhere (260).

v Socialising

The “socialising” intervention, also referred to as “intergroup approaches”, or
“contact hypothesis”, is grounded in the theory that individuals tend to exhibit
preferences in perception and behaviour towards their own groups as opposed to
others. The contact hypothesis, formulated by Allport in 1954, suggests that
building positive relationships and facilitating social interactions with members of
the “outgroup” can effectively reduce implicit biases, particularly among individuals
who share equal status, common goals, cooperative attitudes, and sanction by
authority (302-307). Empirical testing of this intervention was conducted by Cook
(308) within the context of the labour market. In this study, a Black co-worker was
paired with a White student who had both been hired for part-time positions in
railroad company management. At both the conclusion of the study and several
months later, participants were required to complete a racial attitudes scale, which
they had initially filled out before the experiment. The results revealed consistent
evidence that participants held significantly more favourable opinions of their Black
co-workers in terms of attractiveness, likability, and competence under the optimal
conditions prescribed by the contact hypothesis (308).

These findings were corroborated by an additional study that explored the efficacy
of employing imagining intergroup contact as an alternative means of reducing
prejudice when actual contact between groups was not feasible (309). Similarly,
another study within the realm of mental healthcare, concluded that increasing
interactions with patients with mental health disorders was an effective
intervention anti-stigma (310).

Among healthcare professionals, a comparative exploration of 17 interventions
aimed at reducing implicit racial and ethnic preferences revealed that increasing
contact with outgroup members under favourable conditions can reduce implicit
biases (Allport, 1954 cited by Lai et al. (311)).

v Perspective taking

Another intervention is perspective taking which entails envisioning another
person’s viewpoint and consciously considering the perspectives of individuals
involved, all with the aim of reducing implicit bias in social interactions (312, 313).
This intervention was tested in a clinical setting (314), where nurses were shown
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either White or Black patients with genuine expressions of pain and asked how
much pain medication they recommended. The authors concluded that
participants exhibited significant pro-White pain treatment biases, while those
engaged in perspective-taking intervention, such as empathy inducing with an
additional instruction: “attempt to imagine how each of your patients feels while
you are examining them”, exhibited upwards of a 55% reduction in pain treatment
bias in comparison to controls.

v Stereotype replacement

Another intervention that was previously tested is based on stereotype
replacement. It consists of replacing stereotypical responses to bias with non-
stereotypical ones (292). This intervention aims to imagine an example of out-group
members who counter popularly held stereotypes, for instance, the outgroup
members can be famous or non-famous (e.g. a personal friend with a migration
background) (298). This approach accentuates positive examples and makes them
readily available when questioning the legitimacy of a stereotype. This intervention
was also shown as effective in the study of Devine and colleagues (298) explained
hereafter.

The challenge to reduce implicit bias in healthcare is that, according to the review
of Vela et al. (292), most of these interventions did not show sustainable changes
in the behaviour of healthcare professionals, except in one study, conducted by
Devine et al. (298) in 2012. This 12-week longitudinal study compared a group of
non-Black psychological students who completed a training on strategies to reduce
implicit bias (assessed by an IAT, Implicit Association Test), and a control group who
did not receive the intervention. The intervention consisted in a 45-minute
narrated and interactive presentation separated into education and training
sections. The training included a list of five strategies culled from the literature and
adapted for the intervention (stereotype replacement, counter-stereotype
imaging, individuation, perspective taking, increasing opportunities for contact),
with concrete examples of everyday situations and participants had to generate
situations themselves in order to apply the strategies learned. The results of this
study are the only one that provided evidence for the effectiveness of multifaced
intervention in promoting enduring reductions in implicit bias after 12 weeks (298).

However, certain studies yielded to ineffective outcomes when attempting to
reduce biases through training. In some cases, biases have even been observed to
potentially increase during the training (296). Chapman explained it as “physicians
training emphasises group level information, like population risk factors, and may
expose trainees to minorities in unfavourable circumstances of illness or addiction,
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reinforcing stereotypes” (238). This can also be explained by the fact that implicit
behaviours are developed early in life. Children as young as 3 years old throughout
the world begin forming these behaviours. They continue to reinforce over a long
period through repeated exposure. Various individual factors, including age,
ethnicity, and gender, as well as contextual and organisational factors like time
pressure, location, type of practice, media, lack of guidelines, and structural racism,
contribute to the persistence of implicit bias (315). As a result, changing cognitive
habits associated with implicit bias can be challenging.

Additionally, previous reviews have been conducted on the sustainability of
unconscious behaviour changes and they highlighted that the mind’s prejudices
remain hard to change despite efforts to alter them (316). In addition, there are no
robust data to support many interventions, although the perspective taking
strategy was more successful than the counter-stereotypic imaging strategy (259).
A review concluded that “the interactions between multiple patient characteristics
and between healthcare professional reveal the complexity of the phenomenon of
implicit bias and its influence on clinician-patient interaction” (259). Another
systematic review on implicit bias in healthcare underlines the complexity of the
concept and its interaction with healthcare decision-making (259).

The review suggests that combining Implicit Association Test (IAT) with real-world
treatment quality assessments yields convincing results (259). It also highlights the
need for methodological consistency in testing implicit bias in healthcare.

These interventions were predominantly tested in the context of the USA, with
limited exploration in the European context. Yet, the USA setting is coping with
different groups (racial groups, such as Hispanic and Latino, Black, Asian, and
multiple race groups) and counts with a health care system which is known to be
highly fragmented and unequal. Therefore, it is important to investigate different
healthcare systems, such as the Belgian one, as emphasised in this dissertation.

3.2.2. Racial and ethnic concordance

Definitions

An important aspect that moderates the (mental) health of migrants and ethnic
minorities is the racial and ethnic concordance, wherein patients and healthcare
professionals share the same racial or ethnic background. Racial concordance is
defined as “having a shared identity between a physician and a patient regarding
their race whereas racial discordance refers to patients and physicians having
different racial identities” (317).
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What is known

Several studies carried out in the US have investigated the impact of racial and
ethnic concordance on healthcare quality and ethnic disparities in healthcare (317-
323). A study analysing data from the Commonwealth Fund’s Minority Health
Survey discovered that noninstitutionalised adults in the US perceived lower
healthcare quality in racially discordant patient-provider relationships, in
comparison to concordant ones (321). To elaborate, Black patients who shared the
same racial background as their physicians gave higher ratings for healthcare
provision and communication aspects, such as respectful treatment, explaining
medical problems, listening to their concerns, and accessibility. For Hispanics with
Hispanic physicians, there was no significant difference in rating for the physicians
compared to those with non-Hispanic physicians, though they tended to express
higher overall satisfaction with their healthcare. Racial concordance among white
patients was no longer strongly correlated with excellent physician ratings for
aspects like respectful treatment or clear explanations (321). Notably, racial
concordance did not influence the delay in seeking care across racial groups (321).

Another study reinforced these results, revealing that patients who had the ability
to choose their physician were more inclined to select one of their own
race/ethnicity, particularly among white respondents (319). The study authors
noted greater satisfaction ratings for African American GPs and lower satisfaction
ratings for Asians/Pacific Islander GPs in comparison to White GPs. Asian Americans
also reported lower satisfaction compared to Whites. Additionally, the findings
indicated higher satisfaction among respondents with higher incomes (319).

A systematic review demonstrated that “Black patients consistently experienced
poorer communication quality, information-giving, patient participation, and
participatory decision-making than white patients” (317). Cooper et al. (318)
explored how racial and ethnic concordance between African-American patients
and physicians impacted patient-centred communication. The authors highlighted
that concordant consultations with African American patients were characterised
by longer duration, more positive affect, and improved continuity of care (318).
They further specified that “the association between race/ethnic concordance and
the higher patient ratings of care was independent of patient-centered
communication, suggesting that other factors, such as patients and physician
attitudes, may interfere in this relation” (318). Another study supported this finding,
also revealing that predominantly White physicians’ racial stereotyping of African-
American patients was influenced by their behaviour in delivering healthcare,
potentially explaining why some doctors spent less time with African-American
patients compared to White patients (324).
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However, a study conducted by Beach and colleagues (325), exploring potential
ethnic and racial differences in Black patient-provider communication did not
identify an association between race/ethnicity and measures of communication,
compared with White patient-provider communication (325). Additionally, this
study highlighted that physicians exhibit more verbal dominance with Black
patients, and no association between patient race/ethnicity and consultation
length was pointed out. Nevertheless, a study shed light on reduced discussions
about depression in GP consultations with Black patients, without any racial
differences in consultation duration (326).

Addressing these nuanced findings, a systematic review by Shen and Peterson (317)
showed that these differences in patient-reported communication quality,
satisfaction, partnership building, positive and negative talk, length of visit, and
talk-time ratio were somewhat more varied. The authors argued that the
inconsistency could be attributed to communication measurement variations
across studies (317).

While some previous research highlighted a positive association between racial
concordance, healthcare, communication, and satisfaction, a study showed that
this association vanished after controlling for other sociodemographic factors
(323). Therefore, it seems that further investigation into these factors is needed.

Knowledge gap and how this thesis addresses it

The exploration of racial and ethnic concordance within (mental) healthcare,
particularly in the context of Europe, necessitates further research to demonstrate
its implications and nuances within diverse societal landscapes. While existing
studies have primarily originated from other regions, such as the United States, the
dynamics of racial and ethnic concordance may differ substantially in Europe due
to distinct cultural, historical, and healthcare delivery contexts. Moreover, to the
best of our knowledge, little has been explored on the effect of racial and ethnic
concordance in mental healthcare. However, it is known that mental health
definition, well-being and symptom expression are linked to individuals’ cultural
norms, beliefs, and stigma (10, 327, 328), which can significantly influence how
individuals seek, perceive and respond to treatment in primary mental healthcare
(10). Consequently, mental health disorder diagnoses may be influenced by the
cultural concept of distress, which can vary among different cultural groups
experiences, understanding, communicate of suffering, behavioural problems, and
emotions in diverse ways (329). For instance, in Moroccan culture, experiences like
hearing voices, seeing things or deceased individuals may signify symptoms of
emotional distress or be part of what is culturally recognised as a “dissociative”
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possession state. Another crucial area for potential misinterpretation of symptoms
lies in assessing the presence or absence of depressive symptoms. In the Berber
language, which is widely spoken among Moroccan migrant populations in Belgium,
France, and the Netherlands, there is no direct equivalent for the term
"depression,” and addressing such emotions is considered culturally sensitive, as
documented in a study (330). Therefore, clinicians must approach the evaluation of
depressive symptoms with cultural sensitivity and consider alternative expressions
of emotional distress.

The challenge in a racial and ethnic discordant GP’s consultation may also lie in the
lack of knowledge about the cultural norms, values, and practices of different
cultural groups among healthcare providers. This leads to significant issues in
diagnosing, treating, and referring mental health problems (327). In addition, no
significant moderating effect of patient-centred communication was found in the
association between ethnic concordance and patient ratings of care (318). The
authors suggested that other factors such as healthcare professionals attitudes may
influence this relationship (318).

= Within the framework of this thesis, we aimed to address the racial and
ethnic concordance as a moderating factor in the GP’s decisions in the case
of mental health disorders.

Synthesis of the existing interventions

As highlighted in Section 3.2, previous research supported the significance of
interethnic contacts, particularly through friendship, in improving intergroup
attitudes in order to improve the relationship with members of the “outgroup”
(303). In addition, the report Unequal Treatment by the Institute of Medicine
recommended increasing the proportion of underrepresented MEM among
healthcare professionals in order to improve the healthcare experiences for these
populations (179). This recommendation was supported by another source, with
the consensus that adopting this approach would serve as the most effective
method enhancing healthcare interactions within ethnic and migrant background
populations (318). Another proposal entailed enhancing the ability of healthcare
providers to effectively interact with racial and ethnic discordant patients (319).

= In this thesis, in Chapter 5, we tested a hypothesis in which GPs with a
higher frequency of intercultural contact may have lower levels of implicit
preferences for their own group, while those with less frequency of
intercultural may exhibit more implicit and explicit preferences towards the
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outgroup. Additionally, within Chapter 6, we hypothesised that ethnic
concordant GPs had lower levels of implicit ethnic biases than ethnic
discordant GPs.

However, other authors did not evidence an effective effect of racial and ethnic
concordance in health care, especially when the health problem was grounded in
cultural norms or values, as mental disorders could be (192, 331).

Therefore, there are multiple factors that may interfere with the racial and ethnic
concordance of the provider-patient relationship, that may influence the medical
decisions. The following sections will address some of these factors.

3.2.3. Communication, trust and relationship

Definitions

Communication in healthcare refers to the exchange of information, ideas, and
emotions between healthcare professionals and patients, with the aim of
enhancing individual and population health (332). Effective communication
includes both verbal and nonverbal interactions, active listening, and clear
explanations of medical information regarding diagnosis and treatment
prescriptions (333). Within the context of the GP-patient relationship,
communication between a health provider, like a GP, and a patient plays a key role
in fostering trust and mutual comprehension (334).

Interpersonal trust, as outlined by Cook (334), denotes the willingness to exhibit
vulnerability to another individual. In the field of healthcare, for instance,
individuals with mental health problems entrust their GPs with the responsibility of
accurate diagnosis, effective treatment, and appropriate referrals to mental
healthcare professionals and services (335). However, a synthetic review titled
“Fifty Years of Trust Research in Health Care” underscores the absence of a
unanimous definition for trust, along with a lack of consensus on its key attributes
(336). This review points out that Cook’s definition (334) might not
comprehensively grasp the intricate trust relationship between clinicians and
patients, particularly concerning the vulnerability clinicians experience within this
relationship (336).

In an alternative vein, Thom introduced a definition of trust, characterising it as “an
expectation that the other person will behave in a way that is beneficial, or at least
not harmful, and allows for risks to be taken based on this expectation” (337).
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The healthcare professional-patient relationship intertwines with concepts like
therapeutic alliance, continuity of care, and patient-centred care, all contributing
to enhanced clinical outcomes (338).

What is known

A significant association between the physician-patient relationship and patients’
beliefs about the usefulness of treatment (r=0.63, p-value <0.001), and patient
adherence (r=0.53, p-value <0.001) has been established by a prior study (339). This
finding is consistent with other research stressing the importance of trust in
healthcare relationships and its impact on patient satisfaction and treatment
compliance (340, 341). Refugees, in a Danish study, emphasised the importance of
consistently available staff to foster the development of trusting relationships
(143).

Interestingly, a study on medical mistrust among MEM populations showed that
people with migration and ethnic backgrounds had significantly higher levels of
medical mistrust than the population without a MEM background (342). Among
African American and Latino populations, a lack of trust in healthcare professionals,
coupled with concerns about their competence, reduces their sense of comfort in
engaging with these professionals (126, 343). Further, individuals from MEM
backgrounds often express mistrust towards specialised mental healthcare services
due to their perceived lack of consideration for ethnic diversity (344). Similarly,
research with African American and Latino communities in the US also raised issues
of mistrust of clinicians as a product of historical persecution as well as current
issues of racism and discrimination (345).

In the context of low-trust relationships with healthcare professionals, patients are
likely to withhold information (346). Previous findings have indicated that
consultations marked by discrimination and reduced trust notably impact patients’
willingness to provide accurate data, which is vital for medical decisions and patient
well-being (346). Patients from migrant and ethnic groups, who have experienced
discrimination, may be disproportionally affected by systematic instances of
missing data in their medical records, according to a study (346).

Higher mean scores in self-reported physical and mental health were correlated
with improved healthcare experiences among MEM individuals, including
enhanced communication with healthcare professionals (323). A Danish study
delving into the experiences of GPs in caring for refugees with mental health issues
identified communication as a central theme, emphasising that “communication
entails more than sharing a common language” (347). Hence, fostering effective
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communication among healthcare professionals and cultivating a trustful
relationship with patients remains of paramount importance.

Two key components for a positive provider-patient relationship have been
highlighted in the literature: accessibility and communication (348). However, it
has been shown that language barriers can impede MEM access to education,
employment, social services and healthcare, thereby obstructing social interaction
and integration (112, 349-351). Previous studies highlighted that limited language
proficiency often leads to delayed access to necessary healthcare services, and
difficulties when ascertaining a diagnosis, and it hampers the development of a
therapeutic relationship between migrant patients and healthcare providers (221,
352). This language barrier also obstructs effective communication, resulting in
suboptimal care and dissatisfaction with the quality of healthcare received (221).
Moreover, language difficulties coupled with cultural differences, may contribute
to issues concerning the understanding and compliance of migrant and ethnic
minority patients (353). A systematic review of the impact of language barriers in
healthcare concluded that such barriers lead to miscommunication, reducing both
parties’ satisfaction and decreasing the quality of healthcare delivery and patient
safety (354). Additionally, as mentioned earlier, ethnic disparities might arise due
to divergent perceptions of mental illness between patients and healthcare
providers. This incongruence can impact symptom presentation and
communication, which implies more than sharing the same language (347).

In terms of mutual trust within the provider-patient relationship, a scoping review
reported that physicians may need to have confidence in their patients’ reliability
to accurately report their symptoms (355). Additionally, the review found that
prevalent themes regarding trust included patients withholding information about
stigmatised conditions, physician biases aligned with prejudices and racism, and
miscommunications due to cultural or linguistic differences between physicians and
patients (355).

Further, previous research has underlined the importance of providers’ trust in
their patients as it may have a positive impact on the patients’ trust itself (337, 356).
An investigation on physicians’ trust in socially marginalised patients when
prescribing opioid analgesics, reported that patients with African American
backgrounds were associated with lower scores of physician trust assessment, in
comparison with White patients (357).
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Knowledge gap and how this thesis addresses it

An important gap identified in the literature is the varied expression of mental
health symptoms, such as susto?, for instance (329, 358). These nuances can
complicate effective communication and trust-building between healthcare
providers and individuals. Consequently, MEM groups with mental health disorders
confront a threefold challenge in cultivating a trusting relationship with their GPs:
i) they encounter multiple obstacles hindering communication, such as language
barriers; ii) they face barriers to accessing healthcare due to providers’ biases,
among other multiple factors; and, iii) they bring their own cultural perspectives of
mental health into the host country, thereby increasing the potential for
misunderstandings with their healthcare professionals (359). Additionally,
language barriers coupled with cultural differences, may contribute to issues
concerning the understanding and compliance of MEM (360).

It is important to note that in (mental) healthcare management, the assessment of
symptom severity can be influenced by the effectiveness of communication with
the patient (361). Further, lower ratings of communication effectiveness are
associated with a higher likelihood of symptom exaggeration, which may result in
misunderstandings between physicians and patients (361).

= Therefore, in this thesis, we accounted for the GPs’ trustworthiness in their
MEM patients with mental health disorders, in the assessment of symptom
severity. This assessment is important in the diagnosis of such illness, as it
may influence the medical decisions on the levels of care (362). The
originality of this thesis is that the concept of trust is assessed on the
professionals’ side, rather than on the patient’s side, as it has been largely
studied before.

Synthesis of the existing interventions

Previous interventions to address miscommunication, mistrust and improvement
of provider-patient relationship have reported differential health outcomes and
levels of effectiveness.

Firstly, to address the language barriers leading to miscommunication, suboptimal
care and dissatisfaction with the quality of healthcare received (141), a systematic

4 “Susto” is a conceptualization of distress in Latin America, which encompasses a wide
variety of psychological and somatic symptoms (e.g. somatic disorder, depressive disorder,
and PTSD).
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review highlighted several interventions to reduce these barriers. Al Shamsi (354)
reported in his review on the implications of language barriers for healthcare, that
the implementation of online translation tools such as Google Translate may
increase the satisfaction of both medical providers and patients, and that “it
improved the quality of healthcare delivery and patient safety” (354).

Nonetheless, as previously mentioned, general practitioners have emphasised that
effective communication with refugees facing mental health challenges “entails
more than sharing a common language” (347). The use of significant translation
tools in such cases may encounter important limitations, particularly within the
context of interethnic mental healthcare. Furthermore, when relying on a clear
understanding of our intended message, we lack control over the accuracy of the
translation, potentially resulting in misunderstandings with patients.

For that reason, the utilisation of professional interpreters may appear to be the
solution to overcome these issues (363). Indeed, a positive association between the
use of an interpreter and health outcomes among MEM groups was evidenced.
These outcomes are related to higher satisfaction, an improvement in quality of
care, and the accuracy of treatment (364, 365), adherence to treatment, and timely
follow-up (363). An interpreter may also improve the continuity of care, the
healthcare professionals’ knowledge of other cultures (e.g. values, health practices,
body language), and personal quality (sensitivity, cultural humility, empathy) (366).
Obviously, an interpreter also improves the effectiveness of communication, by
reducing mistranslations and misunderstandings of symptoms that may result in
unmet needs, medical errors, and in the worst case, death (363).

However, the presence of an interpreter can also introduce several challenges,
including an increase in the time required for consultations, extended duration of
appointments, potential misunderstandings of health concepts, cultural values, and
patient symptoms. It may also be tricky when talking about psychological health
problems, traumatic experiences, somatisation, social difficulties and abuse, but
also when talking about physical health issues, for instance, communicable
diseases, injuries, and mutilation (364, 366). Fatahi (365) reported that the
presence of an interpreter in the GPs’ consultation transforms a dyadic interaction
into a triadic one, therefore complexifying the communication with the patients.
The authors added that “the choice of interpreter should be individualized,
minimizing the influence of differences in factors such as sex, ethnic background,
and native language between patient and interpreter” (365).

A Canadian study identified some key difficulties while using an interpreter with
immigrant workers (367). Among these difficulties, authors identified the varying
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styles of interpretation, the interruptions during conversation, the longer of the
interviews, and miscommunication with interpreters, among others. In addition,
this study shed light on difficulties encountered while using a family member as an
interpreter, and they found discomfort on the part of workers in disclosing certain
types of information such as mental health problems; and undue hardship for the
family interpreters who had to miss school to interpret during medical or case
manager consultation (367).

However, these interventions are closely intertwined with those aiming at

improving cultural competence among healthcare professionals, a topic that is
addressed in the subsequent section.

3.2.4. Cultural competence

Definitions

Despite the large body of knowledge on cultural competence literature, its
definition remains broad, and researchers still struggle to measure it. Even if
cultural competence has a different definition and approach than multicultural
competence, transcultural competence, cultural sensitivity, cultural relevance or
cultural responsiveness, these concepts all share a common concern which is to
develop “the ability to work and communicate effectively and appropriately with
people from culturally different background” (368). According to Kirmayer (369),
cultural competence refers to interpersonal skills and “the ability to effectively
refine and use one’s empathic capacity, an emphasis on professional competence
in the domain of culture risks reifying appropriating rather than respecting and
engaging the other’s lifeworld”.

What is known

In the field of mental healthcare for patients from migrant and ethnic minority
backgrounds, previous research underlined the growing importance of cultural
competence in improving various aspects of (mental) health treatment (4, 153, 370,
371). As an example, one study introduced a Turkish psychologist as a cultural
competence intervention, resulting in a significant decrease in hospitalisation
periods for Turkish non-schizophrenic in-patients and improved rehabilitation
outcomes for Turkish patients with schizophrenia (112). Another study on
immigrant women in Australia highlights their discomfort in discussing mental
health issues in a foreign language and the need for cultural competence
interventions, such as interpreters during consultations (372).
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In an earlier study, it was hypothesised that using a culturally adapted interview
tool would lead to Moroccan patients receiving lower ratings for psychiatric
symptoms and higher ratings for effective symptoms compared to native Dutch
patients (373). The results supported these hypotheses, suggesting that disparities
in symptom interpretation, especially considering culturally relevant information,
may influence outcomes. These findings raise concerns about the reliability of
higher schizophrenia prevalence rates observed in certain MEM populations within
studies that employed interviews and questionnaires not tailored or validated for
these specific populations of interest (330).

Overall, these findings denoted the importance of healthcare professionals
developing greater cultural competence in delivering mental healthcare to address
the specific needs of migrant and ethnic minority populations.

Knowledge gap and how this thesis addresses it

When cultural competence was initially developed, its primary goal was to reduce
disparities and enhance the quality of care for people from migration and ethnic
backgrounds (374). One study pointed out that primary care providers, such as GPs,
should be particularly responsive to patient diversity when compared to other
healthcare services (163).

= This thesis focuses on general practice where MEM populations can receive
enhanced and culturally sensitive healthcare, aligning with the core
principles of cultural competence. This emphasis on GPs is driven by the
recognition that GPs play a key role in addressing ethnic healthcare
disparities and promoting health equity for individuals with a migration
background.

An important finding from a study by Dauvrin and Lorant (375) is that the cultural
competence of healthcare staff is associated with the cultural competence of
leaders. However, this positive association diminishes after accounting for
contextual factors (e.g. type of service, exposure to migration) and
sociodemographic variables. Additionally, an American experimental study on the
impact of race on primary care physicians’ diagnosis and treatment of late-life
depression indicated that certain GP characteristics influence diagnosis and
treatment recommendations (376). However, the influence of these individual
factors has been underexplored in Europe.
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= One hypothesis of this manuscript is that the GPs’ individual, interpersonal
and organisational factors may affect their ethnic bias in decision-making.
Our methodology considers the cultural competence training of GPs, with
the hypothesis that more culturally competent GPs would make less
discriminatory decisions in interethnic mental healthcare.

Furthermore, Dauvrin and Lorant (377) highlighted a critical gap: “Most programs
of cultural competence assume that health professionals accept that they have a
responsibility to adapt to migrants”. This raises a fundamental question of whether
primary mental health care professionals genuinely perceive a responsibility to
tailor their care for migrant and ethnic minority patients. In this context, Bhui and
colleagues’ review (378) emphasised the crucial role of “showing respect for
patients' cultural beliefs and attitudes”, especially when they diverge from those of
healthcare professionals.

= This thesis will assess the GP’s willingness to adapt their care to migrant
patients using the Hudelson Scale, available in Appendix 2 (379). This scale
evaluates who bears the responsibility to adapt care to migrant patients
under several circumstances, such as when the patient does not speak the
host country’s language or when their health beliefs clash with medical
knowledge, among others.

A study on cultural competency training within European medical schools revealed
significant shortcomings in its implementation within educational programs and
highlighted the opportunities for substantial improvements in GPs’ cultural
competence training (380). Additionally, a study conducted within the “Migrant-
friendly Hospitals” project®, assessed ethnocultural competence experiences in
hospitals, indicating that cultural competence training was positively associated
with the healthcare professionals’ perception of knowledge, motivation, skills and
comfort levels in intercultural situations.

= This thesis also includes trainee GPs to evaluate potential ethnic biases and
assess their readiness to adapt care for diverse populations, a prerequisite
for developing cultural competence necessary for future practice in
interethnic contexts.

> The European “Migrant-friendly Hospitals” project (2002-2005) aimed to improve the
impact of hospitals on the health and health literacy of migrant and ethnic minorities
involving 12 member states of the European Union.
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Synthesis of the existing interventions

Prior research has emphasised the need for cultural competence and evidence-
based practices in mental health services, particularly in the psychological
treatment of MEM populations (30, 378, 381-384). Several cultural competency
techniques have emerged, including interpreter services, intercultural mediators,
ethnic/racial concordance between patients and health professionals, providing
multilingual materials, culturally sensitive care training, promoting culturally
competent health practices, and organisational accommodations, among others
(100, 144, 384-387).

These interventions were also supported by the WHO, which outlined language
services and culturally informed care delivery as migrant-sensitive health service
delivery (163).

v Professionals Interpreters

Language barriers faced by MEM individuals were discussed in Section 0. In
practice, despite evidence of improved provider-patient relationships with
interpreters (363), several studies outlined the underutilisation of interpreters in
healthcare (388-390). The main reasons include lack of time, interpreters’
availability, and awareness of their existence (389).

In the US, a study on resident physicians’ use of interpreters noted that the
providers “normalised the underuse of professional interpreters, despite
recognition that patients with limited English proficiency are not receiving equal
care” (389). The authors showed that interventions at both individual physicians
and the practice environment levels will be required to increase the interpreter’s
use. In Switzerland, barriers to interpreter use in primary healthcare included
cumbersome organisation, lack of financial coverage, and knowledge gaps (391).
The facilitators included adequate financing, interpreter services awareness,
training, and employment of in-house interpreters, among others (392).

In Denmark, patients who have been residents for more than three years are
required to pay a fee for interpreter assistance when they need linguistic
assistance in their healthcare treatment, whether it is in hospitals or during
consultations with GPs (393). A study reported that individuals with a higher self-
perceived need for interpreters were predominantly female, older, had a lower
socioeconomic status, and primarily originated from countries like Iraqg, Lebanon,
and Turkey (394).

In Belgium, the Universal Declaration of Human Rights plays a crucial role in
healthcare, with the law on Patient’s Rights, dated August 22, 2002, being a
reference document. This law addresses patients who lack proficiency in the
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national language and guarantees their rights to receive all necessary healthcare
information in a language they can understand. It also stipulates that
communication with patients should be in clear language, and patients have the
right to request written confirmation of the information provided (395).
Consequently, the country has established translation and social interpretation
services that provide social interpreters when healthcare facilities like hospitals and
medical facilities request such assistance. However, despite these services, their
utilisation remains marginal and may not always be optimal, as previously
discussed. In addition to professional interpreters, another cultural competence
intervention is the role of intercultural mediators, which will be discussed in the
following section.

v" Intercultural mediators

In the realm of culturally informed care delivery, the integration of intercultural
mediators into healthcare services, particularly in hospitals, has gained popularity.
This strategic approach began in the 1990s, aiming to enhance the accessibility and
quality of healthcare services for refugees, migrants and ethnic minorities (396,
397). Intercultural mediation is defined as “a set of activities that aim to reduce the
negative consequences of language barriers, socio-cultural differences and tensions
between ethnic groups in health care settings” (397).

In Belgium, intercultural mediators are funded by the Federal Government and
employed by hospitals to provide on-site or video remote interventions in
healthcare (398). This practice is also well-established in other countries, including
the USA, France, ltaly, Spain, and Switzerland (163). In Belgium, the Guide for
Intercultural Mediation in Health Care defines the roles of intercultural mediators,
including interpreting, facilitating, and advocating. It is designed to promote
increased utilization of intercultural mediators by both healthcare providers and
patients when facing linguistic or cultural barriers (397). A report on the TIME®
project identified ten practices in intercultural mediation across Europe, with three
of them being implemented in Belgium, including intercultural mediation in
hospitals, remote mediation services in healthcare, and training courses for
developmental agents and intercultural mediators (399).

However, it is worth noting that the TIME research project conducted in 11
countries (Austria, Belgium, France, Germany, Greece, ltaly, the Netherlands,
Poland, Portugal, Spain and Switzerland) revealed that employment for most
trained intercultural mediators employment is “short term and cannot be
considered a professional occupation” (399). Additionally, the fee-for-service

6 Train Intercultural Mediators for a Multicultural Europe
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healthcare model in Belgium does not strongly support the utilisation of
intercultural mediators, particularly for general practitioners in solo or group
practices, who are already constrained by time limitations. This issue was identified
as one of the main barriers to the utilisation of these professionals.

In a review by Verrept (398), several factors facilitating the performance of
intercultural mediators are highlighted. Notably, it is suggested that the status of
intercultural mediators should be elevated due to their often low status, as
observed in Belgian hospitals, where their complex tasks involve intervening and
protecting patients’ well-being and rights. Moreover, healthcare professionals
should receive training to effectively collaborate with intercultural mediators (398).

v Cultural competence training

A systematic review found that cultural competence training for mental health
providers has a positive impact on attitudes (371). The review also noted a
significant increase in providers’ cultural knowledge and skills. However, it
highlighted that discrimination and prejudice were often the least discussed topics
in curricula. Another review added that “addressing bias and discrimination in
standard workforce training aligns with policy and practice recommendations to
ameliorate structural racism in mental health service system” (400).

Various methods for teaching cultural competence in training have been identified,
including lectures, case study discussions, role-plays to uncover hidden attitudes
and challenging behaviours, as well as the use of video materials and feedback to
enhance the understanding of non-verbal communication and raise awareness
(378). Active strategies were the most effective in the training of mental health
professionals, such as role modelling, role playing, self-reflection, and receiving
corrective feedback (371). The advantage of these interventions is their
accessibility at the individual level and their ease of implementation in the
education and ongoing training of GPs, for example.

However, it is important to note that increasing knowledge on the topic alone is
insufficient. Different approaches and tools should be integrated, and diverse
training methods should be utilised to improve cultural competence. In addition, it
is crucial to raise awareness among general practitioners about the need for
cultural competence, especially in the context of mental health disorders (368).
Developing cultural competence among healthcare professionals encompasses
multiple levels of action, including providers’ biases, as seen in Section 3.2, as well
as enhancing effective communication and cultural knowledge, as seen in Sections
3.2.2,0,and 3.2.4. Finally, the ability to develop their empathy and their knowledge

85



of the patient history, as it will be presented in Section 3.2.5 with the humanization
concept.

3.2.5. Humanization

Definitions

Although Haslam defined the concept of "dehumanization of the patient" as a
psychological phenomenon where individuals, particularly healthcare
professionals, may unintentionally or deliberately perceive and treat patients as if
they were less than fully human (401), the concept of humanization of care has
remained somewhat nebulous and has received limited attention in clinical practice
research due to a lack of clear conceptual delineation of its dimensions (402-404).
Several studies showed the multidimensional nature of the humanization of care,
highlighting the inherent complexity and subjectivity of its definition (402, 403,
405).

Haslam proposed a theoretical approach in 2006 where the author proposed the
distinction between human uniqueness and human nature, the latter including
characteristics like warmth, curiosity, and emotional responsiveness. The denial of
human uniqueness (refinement, moral sensibility, maturity) leads to animalistic
dehumanization, while the denial of human nature leads to mechanistic
dehumanization in which people and groups are perceived as inanimate objects
(401). Dehumanization is arguably most often mentioned in relation to ethnicity
and race. It is in this paradigmatic context of intergroup conflict that some groups
are claimed to dehumanize others, and these dehumanizing images have been
widely investigated. This dehumanization can manifest in various ways, such as
through the use of clinical or impersonal language, reduced empathy, and a focus
on the patient's medical condition to the detriment of their emotional and personal
needs. It is a critical issue to address in healthcare settings, as it can result in
suboptimal patient care, poorer health outcomes, and reduced patient satisfaction
(401).

According to a systematic review by Busch and colleagues (403), the humanization
of care can be defined as the overlapping between the patient-centred care
approach and the person-focused care one. Table 1 illustrates the differences
between the two concepts (403).

86



Table 1 Differences between patient-centred care and person focused-care’

Patient-centred care

Person-focus care

Generally refers to interactions in visits

Refers to interrelationships over time

May be episode-oriented

Consider episodes as part of life-course
experiences with health

Generally centres around the management
of diseases

Views diseases as interrelated phenomena

Generally views comorbidity as number of
chronic diseases

Often considers morbidity as combination
of types of illnesses (multimorbidity)

Generally views body system as distinct

Views body systems as interrelated

Uses coding systems that reflect

professionally defined conditions

Uses coding systems that also allow for
specification of people’s health concerns

Is concerned primarily with the evolution of
patients’ diseases

Is concerned with the evolution of people’s
experienced health problems as well as with

their diseases

Within the patient-centred care model, healthcare professionals demonstrate
higher levels of empathy, attentiveness to patient needs and preferences,
consideration of their values, and active involvement in the decision-making
process (403). Essentially, the quality of interactions between patients and
healthcare providers is determined by patient-centredness, as suggested by other
authors (406).

In contrast, the person-focused care model places a strong emphasis on
considering the patient’s life story as a critical factor in understanding symptoms
and tailoring disease treatment (403). Additionally, some GPs, as highlighted by
Chew-Graham (407), perceive depression as a “normal” response to life events
within the person-focused care approach. In essence, this approach pays closer
attention to patient’s problems within the context of their lives (406).

Humanization goes beyond these approaches by considering the stakeholders
involved in the care process and their interactions. It also encompasses the
humanization of relational, organisational, and structural aspects. The
organisational aspect of humanization is defined by factors such as the quality of
facilities, access to services and the availability of medication and equipment, which
can either contribute to or detract from a humanized form of care (404). Moreover,
humanizing healthcare is closely intertwined with structural elements that exert a
significant influence on the healthcare system. These structural components
encompass a multitude of challenges. For instance, GPs often grapple with

7 Source: Starfield, 2011

87



overwhelming workloads, leading to considerable challenges in providing
comprehensive and patient-centred care (404). Additionally, the inadequacies in
healthcare remuneration, as exemplified by a fee-for-service system that fails to
promote continuity in mental healthcare, further exacerbate the situation. The
fragmentation of work processes can also hinder the professional roles and
responsibilities associated with referrals or problem-solving, all while working
within the constraints of available resources. An illustrative example of this is when
a GP must assume the responsibility of caring for a depressed patient due to the
saturation of mental health care services (404).

Lastly, humanizing relational aspects involves the improvement of various
dimensions within the provider-patient relationship, such as fostering respect,
active listening, and facilitating meaningful dialogue (404).

What is known

In the US, initiatives like the “Patient-Centred Medical Home” have been
implemented in the early 2000s. This approach “puts patients at the forefront of
care and builds better relationships between patients and their clinical care teams”
(408). Similarly, in Australia and New Zealand, the “Health Care Home” model has
gained popularity, emphasising care that “is continuous, comprehensive,
coordinated, compassionate, family-centred, and culturally and linguistically
appropriate” (409). These structural reforms have played a key role in shifting
healthcare services. They have moved to an approach that prioritizes patient-
centred and ongoing care (338, 409).

In the WHO Region, there has been a greater emphasis on safeguarding the rights
of migrants across several domains, including in healthcare to align with the vision
of the 2030 Agenda for Sustainable Development and towards leaving no one
behind (163, 410, 411). The WHO has published a report “Health of Migrant — the
Way Forward”, which highlighted the challenges faced by our healthcare system
“to deliver affordable, accessible, and migrant-sensitive services” (163). These
transformations in healthcare systems underscore the significance of establishing
enduring, and high-quality relationships between patients and their primary care
providers. These challenges are conducted to develop programs aiming at
improving the provider-patient communication, and trustful relationship based
upon respect, sensitivity, and empathy, which are key components of the
humanization of care (380, 381, 412-414).

A prior study pointed out that when healthcare professionals perceive patients as
having a lower “human status”, it tends to result in reduced levels of stress and
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burnout among the professionals. The dehumanization of the patient may serve as
a coping strategy for physicians, particularly under time pressure, reluctance to
provide care, lack of flexibility and focus on the technical part of care (359, 415).
The authors of the study called for further research to investigate how patient
dehumanization impacts the quality of care and the relationships between
healthcare professionals and their patients (415). Another study underscored the
importance of acknowledging the humanness and individuality of each patient as a
means to “preserve and promote human dignity in diverse cross-cultural settings”
(416). Similarly, the presence of humanity in healthcare has the potential to
triumph over cultural challenges arising from the conflict between two distinct
cultural contexts (359).

The process of dehumanization arises when we perceive members of an outgroup
as different from or even “inferior” to our ingroup (311, 417). This perception can
result in the exclusion of outgroup members and lead to discrimination against
them (417).

To ensure equality in healthcare access and the provision of high-quality care, it is
evident that prioritising the adoption of patient-centred and culturally competent
care practices is essential. This prioritisation is crucial for mitigating the occurrence
of unintentional discrimination among primary healthcare providers, affecting both
patients with a migration background and those without (374).

Knowledge gap and how this thesis addresses it

A study emphasised that the primary source of information for the physician is the
patient themselves (418). Therefore, this underscored the importance of the
patient story in the medical decisions of healthcare professionals, such as GPs.
Moreover, in an experimental study, the authors reported differences in treatment
based on race and ethnicity. However, they were unable to ascertain whether
“these differences were due to differences in the clinical presentation of the
patients” (419). In the same study, the authors chose to remove “the effects of
differences in the presentation of clinical symptoms by patients" from their
assessment (419).

Besides, a study concluded that the promotion of individuation is an effective
intervention to reduce health professionals’ biases (261). When interested in the
patient’s life story, the GP focus on “the individual attributes of a particular patient,
as opposed to categorization, in which the provider perceives the patient through
the filter of his or her group membership (e.g., race)” (261).
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= This dissertation hypothesised that a patient’s life story also called
storytelling in literature, can enable the GP to better address the mental
health of their patient with or without a migration background, thereby
contributing to the reduction of unintentional discrimination in GP
consultation.

A previous study emphasised the necessity for research aimed at identifying
factors, particularly those associated with healthcare provider characteristics,
responsible for the low rates of mental health issue detection among marginalised
communities. The authors underlined the importance of interventions designed to
mitigate disparities in depression care based on race, ethnicity, and gender (130).
Furthermore, a systematic review concluded that national policies on humanization
were an important benchmark in the development of health practices, in Latin
America (420), while in Europe, still little is known on the humanization of care in
GP consultation.

Synthesis of the existing interventions

Previous studies have highlighted interventions using empathy as a proxy of
humanization to improve intergroup attitudes and relations. Empathy in a provider-
patient relationship is defined as an emotional response to a circumstance or a
story (421) and may be efficient in reducing prejudicial attitudes towards members
of the outgroup (421). Empathy refers to an ambivalent feeling in care because GPs
should neither lack empathy nor be overly empathetic. Otherwise, it may create
“biases in the relationship between professionals and patients, and consequently
not contribute to dignified and respectful care, but actually damage it” (405).
Calegari et al. (405) concluded that “to be caring requires professionals to be in an
emotional condition of being open to being touched by the patients’ stories, (...) in
order to (...) awakening the desire to solve problems and refer them on to others
when necessary”. To be in an emotional condition, the active listening is essential.
Indeed, listening has been described as being central to the GP role (422).

To assess active listening and emotional involvement, Davidsen and Fosgerau (423)
studied the GPs’ and psychiatrists’ responses to emotional disclosures in patients
with depression. The authors found that “GPs’ responses were often non-specific
acknowledgments without any actual exploration of the patient’s emotions”. This
highlights that it is not sufficient to simply treat the disease or the symptoms but
there is a need to investigate the emotions and the story of the patients with
depression (403, 422, 424). Furthermore, testimonials from GPs themselves
suggested that “half of the treatment isn’t necessarily just the tablets, it’s the

90



interaction with the patient, the fact that you listen to their story, you give them
time” and also “(..) a lot of people that do come actually don’t need
antidepressants, they need an ear and time, and so on » (422). Evaluating the time
spent with a patient is also related to the humanization of care: the study of Gask
(424) highlighted a significant problem in GPs’ consultation which is “the lack of
time available to give to people presenting with complex psychosocial problems”
and also that GPs failed to listen to their patients according to a qualitative study
about depression management in primary care (422).

= In our design, we analysed the difference in time GPs spent between a
patient with a migration background and a patient without in order to
assess who is taking more time to listen to the patient, especially when
there is additional information about the life story of this patient.

A practice has proven to be effective in increasing the level of empathy in
healthcare, which is the life story. Life story is defined as “a set of practices focusing
on the search for and construction of meaning from personal and/or collective
temporal facts" (425). Through the life history practice, it has been shown that the
representation of the patient in the eyes of the caregivers was better, in the sense
of humanizing the patient. By using the life story, "the perception of the caregivers
goes beyond the medico-social information and symptoms" (426). Then, from a
“narrative perspective which focuses on the life story of a patient provides a better
understanding, not only of the patient’s actual mental state but also the
significance, meaning, and processes contributing to the onset and maintenance of
clinical symptoms” (427). It is why discussing the patient’s life story allows us to
(re)place the patient at the centre of the health care system and not their
symptoms (426). Moreover, enhancing the person-focus approach is a component
of the cultural competence (374). The latter is also another quality that general
practitioners have to develop to decrease discrimination towards patients with a
migration background in their decision-making about treatment and referral in our
mental health care system.

Another similar intervention is storytelling which is considered key to empathy
creation, it provides opportunities for individuals to understand another’s
perspective (428, 429). For example, face-to-face storytelling activities have been
shown to combat biased attitudes and preconceptions about ageing and older
adults (430).

Another important intervention to provide humanized care is the consideration of
the needs and preferences of the patient to enhance the quality of care (431, 432).
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It is necessary for GPs to consider the patient's history and life context in the
management of depression. One of the frequent causes of depression is difficulty
in a couple, in the family (433-435).

As a result of the literature review, we concluded that there were several ways to
humanize patients in primary health care. Hence, we envisaged many different
humanizing scenarios of life stories staged in the interventional group of GPs. In
other words, we developed four scenarios that will all be staged in the experimental
group of GPs ‘With Life story’ in a randomizing way. This will also increase the
external validity of our intervention. Indeed, in their daily practice, the GPs receive
different patients with different life stories explaining or not their symptoms of
depression. In practice, we will aim to randomise each scenario within the
interventional group ‘Life story’. Table 2 presents the scenarios we will use in our
humanization intervention.
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Table 2 Humanization intervention: life story scenarios

Scenario

Theoretical background

Life Story intervention

Busch et al. (403) highlighted a key
element in their systematic review
which is the respect for patient’s
dignity, uniqueness, individuality
and humanity. In this intervention,
the patient is considered as a

Introduce the patient by his name,
mentioning several details on his family
composition, the place he lives and his
background in the labour market.

1 L “Mr PEETERS/DUBOIS/ALAOUI &, grew up
person with his own values. o ]
with his family made up of a brother and a
sister. Currently, he lives in the inner city with
his wife and their 2 children aged 1 and 3
years old. He used to work as an office
worker °. He plays football”.
To provide better quality-care, and Provide information on the patient’s needs
more patient-centred care, the and preferences for treatment.
patient's needs and preferences
2 should be taken into consideration . .
. . The patient also tells you that he is reluctant
(403, 423) and the medical decision to take antidepressants, he is very afraid of
should be shared (431, 432). : aep / y
side effects
Depression is conceptualized by Information about the loss of employment of
some GPs as a reaction to external the patient.
factors rather than as an objective
diagnostic category (407). The more
%6 I. & y'( ) “Six or seven months ago, the patient was
3 stressed life events involved,
) . under a lot of pressure at work. He and many
among others, financial . . .

. . . of his colleagues were laid off from their jobs
readjustment and change in habits as a result of a company restructuring for
both of which can be found in job fi . 7 ” pany ueturing
loss (436). inancial reasons.

It is necessary for GPs to consider ~ The patient talks about what he is
the patient's history and life context experiencing as a conflictual period at home.
4 in the management of depression.

One of the frequent causes of
depression is difficulty in a couple,
in the family (433-435)

“You notice in the patient's file that he has
been separated for 7 months”.

& Family names Dutch, Walloon and Moroccan more common.
% Job more common in Belgium (Les professions en Belgique — StatBel, 2020).

93



KNOWLEDGE GAP AND RESEARCH QUESTIONS

Following the literature review presented in the first three chapters, several
knowledge gaps have been identified. This thesis tried to fill some of these gaps. To
the best of our knowledge, still little is known about the longitudinal evolution of
mental distress among different ethnic groups in Belgium. Therefore, Chapter 4
aims to describe the prevalence evolution of psychological distress among five
important ethnic groups in Belgium.

As emphasised in Chapter 3, implicit and explicit biases are likely to influence
healthcare for individuals with a migration background. However, there remain few
studies conducted on this topic within the Belgian context. Within Chapter 5, our
purpose was to depict the extent to which implicit and explicit biases manifested
among trainee GPs dealing with MEM. Simultaneously, we sought to collect their
insights on their results, to better understand how we could reduce those ethnic
biases that could affect their medical decisions.

Chapter 6 tested the hypothesis that individual, interpersonal and organisational
GPs’ factors might have an impact on their ethnic discriminatory decisions.

Chapter 7 aimed to assess the effectiveness of an empirical intervention known as
"humanization of the patient" during General Practitioner (GP) consultations
involving a migrant and a non-migrant patient. The goal was to determine whether
this intervention could potentially mitigate ethnic discrimination in the context of
primary mental health care.

Lastly, in Chapter 8, a comprehensive overview of the thesis outcomes is presented.
We present the implications and the recommendations derived from this thesis.

Figure 8 illustrates our conceptual framework to explain ethnic disparities through
various dimensions of (social) determinants of health and mental health influenced
by unintentional discrimination. This figure is largely inspired by the conceptual
framework initially developed by Lee and colleagues (437) in the context of
racial/ethnic disparities in COVID-19 infection. The primary objective of this
dissertation is to assess the impact of specific determinants (depicted in white) on
the emergence of ethnic disparities in GPs’ decisions within primary mental health
care. While additional determinants also contribute to influencing ethnic disparities
(depicted in grey), these are not specifically addressed in this dissertation. It is
important to note that GPs decisions are contextual and linked to the environment,
but these determinants are also less emphasised in this dissertation.
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More specifically, we postulate that unintentional discrimination (in conjunction
with the structural racism and discrimination, which is not represented in the
figure) plays a substantial role in shaping the risk of developing mental health
disorders, within the context of individuals with a Muslim background, specifically
those of Moroccan and Turkish background, residing in Belgium. this influence is
channelled through factors like legal status and socioeconomic status, and their
subsequent effects on employment, economic resources, housing, and health-
related behaviours. Furthermore, we hypothesise that certain factors related to
GPs, including implicit and explicit biases, racial and ethnic concordance,
communication, trust, cultural competence and humanization serve as moderators
in the impact of unintentional discrimination within the domain of primary mental
healthcare.

Figure 8 Conceptual framework displaying key determinants of mental health
pathways through which inequitable practices (unintentional discrimination)
contribute to ethnic disparities

GPs decisions
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A simplified version of the previous model is illustrated in Figure 9, which also
presents the general structure of the thesis.

Figure 9 General structure of the thesis

Chapter 7

Humanization

Chapters 1 — 4 1
Migrants and

ethnic minorities GPs’ decisions
mental health

Chapter 5 Chapter 6
Implicit and Individual, int_erp_ersonal
. and organizational
explicit biases factors

96






METHODS

The methodology of this thesis is mainly composed of quantitative studies using
different databases and methodologies. Each chapter develops its methodology in
detail but here is an overview of the dissertation.

Within the three first chapters, we review the literature on definitions of the
concepts used throughout this thesis, in order to clarify and establish a shared
theoretical framework. This literature review also aimed to identify inequalities of
opportunities that migrants and ethnic minorities faced in their lives, as well as
identify knowledge gaps that could be filled thanks to this thesis.

Within Chapter 4, we used a cross-sectional study from the Belgian Health
Interview Survey (BHIS), which gave us an overview of the evolution of the
prevalence of mental health problems encountered by different ethnic groups, in
Belgium. To analyse these secondary data collections, we used a quantitative
methodology. This approach provided descriptive results across the different waves
of the survey and among different ethnic groups in the Belgian population since
1997. The BHIS provided information about the assessment of (mental) health
status, country of birth and nationality of respondents and their parents, and other
variables such as sex, age and level of education.

In Chapter 5, we quantitatively assessed the implicit biases existence, one of the
moderating factors of ethnic inequities in mental health highlighted in Chapter 3.
To do so, we collected primary data from 207 trainee GPs through an Implicit
Association Test (IAT), specially designed for this study. The IAT, a validated tool,
was used to ascertain whether implicit biases are associated with healthcare
outcomes and explicit ethnic biases. We also used a Hudelson scale in order to
assess explicit biases of the trainee respondents, by asking them who have to bear
the responsibility to adapt care to migrants in different situations, when the patient
does not speak the host country language, for instance. Next, it was raised that we
should test whether these biases may have an impact on GPs’ decisions with
migrant patients.

Therefore, the experimental video vignette design, developed as part of the
REMEDI ¥ project, provided a valuable framework for our research in Chapter 6 and
Chapter 7. This primary data collection design enabled us to (1) empirically
operationalise an innovative strategy aimed at reducing unintentional

10 REcommendations to patients with MEntal health problems and Diverse migration
backgrounds, Belspo project (Belgian Science Policy Office)
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discrimination, which we had hypothesised, and (2) standardise various contextual
variables that influence medical decisions, such as gender, age, and the patient’s
social determinants. By using this approach, we could effectively measure the
impact of factors related to GPs on medical decisions, including the effects of the
experimental intervention during interethnic consultations. This allowed us to gain
valuable insights into the magnitude of these influences and the effectiveness of
the intervention in these specific scenarios.

Taking these results together, Chapter 8 discusses and provides some
recommendations for research, practice and policy in the context of Belgium to
improve the quality of care for migrants with mental health disorders, and to
reduce ethnic inequalities in mental healthcare.

Table 3 summarises knowledge gaps and research questions that arise from the
current literature about unintentional discrimination in primary mental health care
in interethnic medical consultation. It also presents an overview of the databases
and the methodology we used for each chapter. We used different databases and
tools to collect data for this thesis, such as the Belgian Health Interview Survey, the
IAT (Implicit Association Test), the Hudelson scale, and the REMEDI database.
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Table 3 Overview of the general structure of the thesis, chapters, knowledge gaps, and methodology used

Chapter  Knowledge gap Research questions Database Methods:

design

Chapter 1, There are multidimensional definitions of What do the concepts of Scientific articles, Literature review

Chapter 2  the key concepts used in this thesis, migration, migrants, ethnic systematic

& including migrants, ethnic minorities, and minorities and cultural identity reviews,

Chapter 3  cultural identity. Moreover, thereis a mean? What are the challenges government
paucity of recent studies in Belgium encountered by migrants and reports, books
examining the persisting ethnic disparities  ethnic minorities in 215 century etc.
faced by migrant and ethnic minority in Belgium? How does the role of
populations with mental health problems.  GPs influence the potential
Insufficient attention has been directed reduction of ethnic disparities in
towards healthcare professionals, such as mental healthcare?

GPs, and the mediating and moderating
factors that may contribute to the

perpetuation of these ethnic disparities
within the domain of mental healthcare.

Chapter 4  The evolution of mental health prevalence  How mental iliness has evolved Belgian Health Observational,
in different ethnic groups in Belgium are among MEM across time in Interview Survey  Quantitative
unknown. Belgium? (1997-2018) analyses of

population
surveys

Chapter 5 There is a knowledge gap concerning Do the implicit biases remain Implicit Observational,

implicit and explicit biases of general
practitioners that might impede access to

associated with explicit ethnic
biases among trainee GPs in

Association test
and Hudelson

Quantitative
analyses and
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mental health care for migrants and ethnic  Belgium? If so, what factors are scale among feedback
minorities in Belgium. There is a need to linked to with their potential trainee GPs reactions
explore to what extent trainee GPs in implicit and explicit ethnic

Belgium have implicit ethnic biases and biases? To what extent are they

whether they are aware of them. aware of these cognitive biases?

Chapter 6 There is a lack of knowledge on the factors  Which individual, interpersonal REMEDI online 2x2 experimental
that may influence the unintentional and organisational factors might  questionnaire study
discriminatory decisions of GPs in their influence GPs’ decision-making
interethnic consultations with patients with concerning patients with mental
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Abstract
Background

Poor mental health is highly stigmatised and stereotyped, even more, when it
comes to migrant and ethnic minority groups (MEM). Belgium, which has a long
history of immigration, is a good case study for analysing how the prevalence of
mental illness (Ml) has evolved and how such evolution has differed between MEM.
This paper seeks to explore the prevalence of Ml and potential inequalities among
MEM compared to native Belgians between 1997 and 2018, shedding light on this
important issue.

Methods

The data set is composed of the six cross-sectional waves of the Belgian Health
Interview Survey from 1997 to 2018. The 12-item General Health Questionnaire
was used to assess the average level of mental health and the prevalence of Ml
(score24) among five major MEM groups in Belgium (Belgian, Moroccan, Turkish,
European migrants, and non-European migrants). Multivariate logistic and linear
regression models were used to assess the likelihood of having a Ml in the different
MEM groups and survey years. The minimal clinically important difference (MID)
was also calculated for the severity of M.

Results

After controlling for socioeconomic status, the average marginal effect indicated a
decrease in mental health among Moroccans and Turks in Belgium between 1997
and 2018, compared to Belgians. This result was confirmed by the Chi?-test, which
showed that Turkish (x?=17.75, p<0.001) and Moroccan respondents (x*=4.19,
p<0.04) had a higher overall level of mental distress than Belgians. Furthermore, in
2018, even after adjusting for age, sex, and education level, having a mother born
in a non-EU country increased the risk of mental illness.

Conclusions

Mental health inequalities between migrant and ethnic groups are on the rise in
Belgium. To address this issue, particular attention should be given to the Moroccan
and Turkish background populations. Specific interventions and policies must be
implemented to prevent the increase of psychological distress among migrants and
ethnic minorities, on the one hand, and ensure that high-quality mental health care
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is accessible to all, regardless of ethnicity, on the other hand. Additionally, we
recommend that future research on ethnic mental healthcare includes better data
collection on the country of birth of respondents and their parents.

Keywords

Mental health, migrants, ethnic minorities, depression, psychological distress

Contributions to the literature

¢ What is known

Migrants and ethnic minorities frequently experience a higher incidence of mental
health disorders, including depression, compared to the host country populations
across numerous European countries, especially in Belgium.

¢ What does the study add

This research contributes to a comprehensive understanding of the evolution of
mental health vulnerabilities within migrant and ethnic minority (MEM)
communities, contrasting these patterns with the Belgian populations.

e What the implications are for clinical practice, public health and/or
research

Informed by the findings of this study, we can provide the trajectory of mental
health risks among five significant MEM groups in Belgium, spanning the time frame
from 1997 to 2018. This insight holds valuable implications for clinical practitioners,
public health initiatives, and ongoing research endeavours.

Background

People who were born abroad and people with parents born abroad, often referred
to as migrants and ethnic minority groups (MEM), are a vulnerable group to
psychological distress (96, 109). Yet, there is little literature addressing the
longitudinal evolution of their psychological distress in Belgium. One issue is that
previous studies have shown that MEM were at a higher risk of mental health
disorders, particularly MEM from the second generation (76, 96). However, it
remains unclear whether and how this risk has evolved over time. In Belgium, MEM
may have faced additional risk factors related to lower socioeconomic status, social
exclusion, traumatic experiences, discriminatory practices, and cultural adaptation
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which could increase their risk of mental illness (Ml) (167, 276, 438-440).
Additionally, MEM encounter various challenges such as language barriers,
unemployment, and social isolation that negatively impact their integration into
the host country (441). Despite these challenges, MEM are not receiving equal
mental health care or are unable to access quality mental health care is not
acceptable, as it is an essential human right (139, 255, 442).

Turkish and Moroccan immigrants form one of the largest established groups in
Belgium, and migrants make up 20% of the Belgian population and up to 40% in
Brussels, the capital (443). In 2007, Levecque and colleagues found that persons of
Turkish or Moroccan origin had a higher prevalence of depressive symptoms than
Belgian or EU citizens (109). Missinne and Bracke also confirmed the higher
depression scores among first and second-generation immigrants in the early 2000s
but the authors did not study the evolution of this risk over time (97). Another study
indicated differential access to substance use treatment services for migrants and
ethnic minorities in Belgium, consequently amplifying the disparities in mental
health (444).

Mental health remains an important public health issue in Belgium. The Belgian
Health Interview Survey (BHIS) of 2018 reported that 18.3% of the general
population experienced psychological distress. However, there is still little research
on mental health prevalence among those from different migration and ethnic
backgrounds due to inadequate system of population-based study registration
(112, 445). A prior study utilised the BHIS to investigate positive mental health
based on migration background discovered that individuals without a migration
background exhibited higher scores of positive mental health, compared to those
with a migration background. The authors also noted that the association between
mental health and migration background disappeared when controlling for
sociodemographic factors. However, this study did not address the temporal
evolution of these findings (446).

Considering the results of previous studies and the lack of information on the long-
term evolution of the mental health status among MEM in Belgium, there is a need
to pay more attention to the mental health of MEM populations and, to describe
their mental health status over time. Despite the growing diversity of the Belgian
population, research on mental health status and its evolution across the years is
lacking. Conducting research in this area can help fill this gap and provide much-
needed insights into the mental health of these important growing population
groups.
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Therefore, this study aims to understand the evolution of mental illness prevalence
among different MEM groups and to determine whether MEM status remains an
important factor in mental health status when other risk factors, such as
socioeconomic status and parents’ country of birth are controlled for. In summary,
this study aims to address the following research questions: How has the
prevalence of Ml changed over time among different migrant and ethnic minority
populations compared to the host country population, and which determinants
influence this prevalence?

Methods
Data

We pooled data from the six waves of the Belgian Health Interview Survey (BHIS)
which is a repeated cross-sectional epidemiological survey conducted throughout
Belgium from 1997 to 2018 (1997, 2001, 2004, 2008, 2013, and 2018). The survey’s
purpose is to provide information on the physical and mental health status of the
general population and the use of healthcare and services. The target population
included all people residing in Belgium, including people with a migration
background, regardless of their country of birth or their nationality. The BHIS is
representative of the population in private and collective households. People who
stayed in psychiatric care or any institutional housing during the time of the
interview were not surveyed. All questionnaires were available in French, Dutch,
German (the three national languages), and English (for foreigners). When
necessary, a translator, who was generally a member of the household who speaks
both languages, was used. The response rate to the different surveys was around
60% with a total sample of approximately 10,000 respondents in each wave. Full
details of the methodology have been described elsewhere (447, 448).

We included data on mental health for adults aged between 15 and 65 years old
because of the small sample of elderly immigrants. We did not include people with
missing data for mental health status, who represented less than 5% in each wave.
The final sample ranged from 4363 to 6362 subjects in each wave, stratified into
five major and minor ethnic groups.

Migration and ethnic background

The main independent variable in this study was the migration and ethnic
background of the respondents, hereafter called ethnicity. In the 1970s, Belgium
experienced a significant wave of labour immigration. Later, in the 1990s, the
country changed its legislation on naturalisation, and nationality became a less
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reliable indicator of migration and ethnic background. Additionally, migrant
descendants automatically acquired Belgian nationality at birth, although their
migration and ethnic background may not differ from that of their migrant parents.
To capture the maximum amount of information about the respondents’ migration
and ethnic background, we decided to calculate a variable called “ethnicity” based
on their country of birth or nationality. Administrative registration of ethnicity is
not mandatory, and gathering such data remains a sensitive issue in Belgium (449).
Furthermore, the Law on the protection of privacy governs the collection of
personal data, allowing it only when is well-defined, clear and, legitimate (450).
Since the primary aim of the BHIS does not revolve around investigating ethnic
health disparities, our analyses are grounded in the country of birth or nationality
instead of ethnicity. For instance, a Belgian born abroad was considered to have a
foreign ethnic background, and a foreigner born in Belgium was also considered to
have a foreign ethnic background. Having Belgian nationality does not necessarily
mean that individuals were not exposed to a higher risk of discrimination, social
exclusion, or even racism in their mental health care. Starting in 2013, the health
survey included questions about the mother’s and father’s country of birth.
Respondents were given three options to choose from 1) Belgium, 2) European
country, or 3) non-European country. We included this independent variable in the
analyses of the data collected in 2013 and 2018.

Based on previous studies that have highlighted people with a Moroccan or Turkish
background as having a higher mental health risk than the Belgian population and
being considered the groups most at risk of poor health (96, 451), we decided to
divide the sample into five major ethnic groups as follows: Belgian, Moroccan,
Turkish, European migrants and Non-European migrants (109). We also based our
classification on the availability of the data in the BHIS.

Mental health status

Mental health status was the dependent variable and was assessed using the 12-
item General Health Questionnaire (GHQ-12), which is a widely used screening
instrument for psychological distress (452). The GHQ-12 measures four subscales:
somatic symptoms, anxiety and insomnia, social dysfunction, and depression,
based on the respondent’s experience in the last four weeks compared to their
usual state, using categories such as better, worse, and much worse. The GHQ-12
has good psychometric properties, widely used in health surveys, with a Cronbach’s
o = 0.90 (452), and the final score ranges from 0 (no psychological distress) to 12
(severe psychological distress). We reported the GHQ-12 score both as a mean to
estimate psychological distress severity and as a dichotomous variable using a
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validated cut-off point of GHQ-score >=4 to estimate the prevalence of non-
psychotic mental illness (Ml) (452).

Other determinants

Other socioeconomic determinants were collected, including sex (man or woman),
age (divided into three groups: 15-24, 25-44, and 45-65 years old), ethnicity
(classified as Belgian, Moroccan, Turkish, European migrants, and non-European
migrants), and level of education (classified as 1=No diploma or primary education,
2=Lower or higher secondary, and 3=Higher or tertiary education). For 2013 and
2018, as mentioned previously, we included the mother’s country of birth and the
father’s country of birth variables in the model as questions about these were
added to the survey.

Statistical analysis

Descriptive statistics were computed for socio-demographic characteristics such as
sex, age, and ethnicity of respondents and their parents throughout the different
survey years. We also presented the GHQ-12 scores (means and SD) and the
prevalence of Ml (GHQ > 4) for each survey year. To describe the ethnic
discrepancies in M| and its evolution across time, a Chi? test and an analysis of
variance (ANOVA) were performed using the GHQ-12 score. As a statistically
significant difference does not mean that the difference is clinically observable, the
minimum clinically important difference (MID) was computed for the GHQ-12 as

0, * /1 — 1, where “r” is the reliability of the measure. We used the Cronbach’s a
of 0.90 (452).

To compare mental health risk between ethnic groups and over time, we used a
linear regression model to estimate the average marginal effect of ethnicity on
GHQ-12 scores, while controlling for age, sex, and level of education. The
independent variable was ethnicity, which we classified into five groups. Years of
the survey were included as a covariate to account for any changes in the GHQ-12
scores over time. We reported the average marginal GHQ-12 scores (CI95%), for
each survey year and ethnic group.

Next, we conducted four linear regression analyses to determine the factors that
contribute to mental illness among participants across time. The dependent
variable was the GHQ-12 score, which we used as a continuous measure of
psychological distress. The independent variables in both models included age, sex,
ethnicity, education level, and year. For data from 2013 and 2018, parents’ country
of birth was also included as a variable. While the first two models used 1997 as the
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reference year, the third and fourth models used 2013 as the reference year
because they compared psychological distress including parents’ country of birth.
The objective of the first and second models was to determine whether ethnicity
remained a significant factor in psychological distress when controlling for other
socioeconomic factors. The objective of the third and fourth models was to
investigate whether second-generation immigrants were more at risk for
psychological distress than first-generation immigrants.

Statistical significance was set at p-value <0.05. All the statistical analyses were
performed in SAS® 9.4,

Results

Table 4 displays the sociodemographic characteristics of the respondents from
1997 to 2018. As mentioned in the methods section above, we only included data
on mental health for adults aged between 15 and 65 years old, given the fact that
elderly immigrants constituted a small sample among the participants. Therefore,
we ended up with a total sample ranging from 4363 to 6362 subjects in each year.
Additionally, we know that MEM groups are often underrepresented in national
health surveys (440) and, this should be considered when interpreting results. The
sample’s distribution was similar over time in terms of age, sex, ethnicity, level of
education, and mental health status. However, we observed changes in the ethnic
composition of the sample over time. In 1997, 82.0% of the sample was Belgian,
while in 2018, this percentage decreased to 74.9%, which is consistent with the
change in population composition (44). Descriptive statistics showed that the
proportion of respondents with a Moroccan background increased from 1.9% in
2001 to 3.2% in 2018, and that of those with a Turkish background increased from
0.9% to 1.1%, respectively. The table also examined the parents’ country of birth of
respondents, and the results indicated that the proportion of individuals with one
or two parents born abroad increased between 2013 and 2018. For example, the
percentage of respondents with a mother born outside the European Union was
11.1% in 2013 but rose to 15.3% in 2018.

It is noticeable that the proportion of Ml (GHQ score of 4 or higher) has changed
over time, increasing from 13.8% in 2001 to 19.8% in 2018.
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Table 4 Characteristics of the sample over the years, Belgian Health Interview Survey from 1997 to 2018

Year
1997 2001 2004 2008 2013 2018
(n=5771) (n=6362) (n=5943) (n=4845) (n=4363) (n=5334)
N (%) N (%) N (%) N (%) N (%) N (%)
Sex
Man 2869 (49.7) 3129 (49.2)  2845(47.9)  2332(48.1) 2081 (47.7) 2540 (47.6)
Woman 2902 (50.3)  3233(50.8)  3098(52.1)  2513(51.9)  2282(52.3) 2794 (52.4)
Age
15-24 414 (7.2) 401 (6.3) 400 (6.7) 352 (7.3) 188 (4.3) 200 (3.7)
25-44 3020(52.3)  3192(50.2) 2790 (46.9) 2173 (44.9) 1912 (43.8) 2229 (41.8)
45-65 2337(40.5) 2769 (43.5) 2753 (46.3)  2320(47.9)  2263(51.9) 2905 (54.5)
Ethnicity
Belgium 4734 (82.0) 5436 (85.4) 4982 (83.8) 3903 (80.6) 3475 (79.6) 3995 (74.9)
Morocco 191 (3.3) 121 (1.9) 130 (2.2) 136 (2.8) 142 (3.3) 171 (3.2)
Turkey 54 (0.9) 60 (0.9) 50 (0.8) 44 (0.9) 39 (0.9) 61 (1.1)
EU country 621 (10.8) 570 (9.0) 582 (9.8) 545 (11.2) 478 (11.0) 703 (13.2)
Non-EU country 171 (3.0) 175 (2.8) 199 (3.3) 217 (4.5) 229 (5.2) 404 (7.6)
Education
No diploma or primary education 900 (15.6) 895 (14.1) 691 (11.6) 439 (9.1) 334 (7.7) 249 (4.7)
Lower or higher secondary 3063 (53.1) 3421 (53.8) 3141 (52.9) 2506 (51.7) 2233 (51.2) 2560 (48.0)
Higher or tertiary education 1808 (31.3) 2046 (32.2) 2111 (35.5) 1900 (39.2) 1796 (41.2) 2525 (47.3)
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Year

1997 2001 2004 2008 2013 2018
(n=5771) (n=6362) (n=5943) (n=4845) (n=4363) (n=5334)
N (%) N (%) N (%) N (%) N (%) N (%)
Mother’s country of birth
Belgium NA NA NA NA 3306 (75.9) 3737 (70.3)
EU country 565 (13.0) 765 (14.4)
Non-EU country 485 (11.1) 815 (15.3)
Father’s country of birth
Belgium NA NA NA NA 3270 (75.1) 3728 (70.1)
EU country 584 (13.4) 766 (14.4)
Non-EU country 502 (11.5) 823 (15.5)
Score GHQ-12
mean (SD) 1.7 (2.7) 1.4 (2.5) 1.4 (2.5) 1.5 (2.6) 1.9 (2.9) 1.9 (2.9)
Proportion with Ml (GHQ>=4) 1043 (18.1)  877(13.8) 825 (13.9) 741 (15.3) 875 (20.1) 1057 (19.8)
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Figure 10 showed that the proportion of people with Ml was not significantly
different among ethnic groups in 1997, 2001, 2004, and 2008. However, there was
a significant difference observed in 2013 and 2018. Specifically, in 2013, there was
a steady increase in the proportion of Ml among Belgian respondents and an even
greater increase among respondents with a Moroccan or Turkish background. In
2018, the proportion of Ml slightly decreased among all ethnic groups, but the
crude prevalence of Ml remained higher among respondents with a Moroccan or
Turkish background.

Figure 10 Prevalence of mental iliness (GHQ 24) by ethnic group and by year
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Table 5 presents the average marginal mean of psychological distress (GHQ-score)
from the linear regression, for each of the five ethnic groups, for each year, as well
as the Minimal Important Difference (MID). The scores were adjusted for age, sex,
and education level of participants. The findings indicated that, on average, the
score of mental distress has increased between 1997 and 2018 for all ethnic groups
compared to Belgians, except for non-EU migrants. More specifically, there was a
significant increase in the score for respondents with a Moroccan or Turkish
background between 2008 and 2018, while the score remained stable for the other
groups. In other words, the mental health of Moroccans and Turks did not differ
from that of Belgians in each survey wave. However, over time, the mental health
of Moroccans and Turks deteriorated in comparison to that of Belgians.
The results of the MID also indicate that respondents with a Turkish background
had clinically higher scores of mental distress than Belgians in three years out of
the six (2001, 2013, and 2018). Similarly, people with a Moroccan background had
a clinically higher score in 2013 and 2018.
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Table 5 Evolution of psychological distress (GHQ-12 score) in five ethnic groups in Belgium from 1997 to 2018, with average
marginal effect controlled for age, sex, and education

GHQ-12 score

Average marginal mean (C195%)? Chi’-test®
(p-value)
1997 2001 2004 2008 2013 2018
Belgium 1.65(1.58;1.72) 1.35(1.29;1.41) 1.34(1.28:1.40) 1.49 (1.42;1.56) 1.81(1.74;1.81) 1.87 (1.77;1.97) REF
Morocco 1.61(1.25;1.97) 1.44(0.99;1.89) 1.41(0.97:1.84) 1.42(0.99;1.86) 3.19(2.78;3.61) 2.50(2.10;2.91) 17.75 (<0.001)
Turkey 1.39 (1.69;2.09) 1.86 (1.21;2.51) 1.50(1.20;2.20) 1.11(0.37;1.85) 2.93(2.12;3.74) 2.49(1.81;3.17)  4.19 (0.04)
EU migrants 170 (1.51;1.88) 1.23(1.04;1.42) 1.50(1.02;1.69) 1.51(1.32;1.71) 1.62(1.41;1.84) 1.80(1.60;1.99)  1.06 (0.30)
Non-EU migrants  1.85 (1.46;2.23) 1.42 (1.05;1.79) 1.52(1.08;1.87) 1.64(1.30;1.98) 2.38(2.06:2.71) 1.75(1.48;2.02)  0.06 (0.80)

MID¢

0.85

0.77

0.77

0.81

0.90

0.89

Each year estimates are computed from the same model. ? Average marginal mean computed from the linear regression model controlled
for age, sex, and education. ® Wald Chi? from the linear regression model, with variable “year” was considered as a continuous variable.

¢ The Minimal Important Difference (MID) is calculated as g, * \/1 — 1.
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Table 6 displays the estimates (B, CI95%) obtained from linear regression analyses
assessing the determinants of psychological distress severity among the study
participants. All the models were controlled for the survey year. The first model
presents the estimates for the main effect of ethnicity. The second model is
controlled for the socioeconomic status (SES) of respondents. The third model
presents the main effect of the parent’s country of birth on psychological distress
while SES was not included. The last model includes the parents’ country of birth
while controlling for SES. In the first two models, we found that ethnicity had no
significant impact on psychological distress severity, even when not accounting for
socioeconomic factors such as age, sex, and education. Models 3 and 4 indicated
that after adjusting for socioeconomic status, non-EU migrants were less vulnerable
to psychological distress than Belgians in 2018 (B=-0.55, ClI95%=-0.90; -0.19).
Another noteworthy finding was that having a mother born outside the EU initially
acted as a protective factor against psychological distress, but became a risk factor
after controlling for socioeconomic factors, in 2018. This suggests that second-
generation migrants faced a higher risk of mental illness compared to Belgians.
However, the country of birth of the father did not appear to affect psychological
distress levels.
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Table 6 Linear regression estimates* (3, CI95%) for factors influencing psychological distress (GHQ-12 score) among adults

aged 15-65 since 1997

Model 1 Model 2 Model 3 Model 4
(Data from 2013 to (Data from 2013 to
2018) 2018)

Ethnicity Yes Yes Yes Yes
SES (age, sex, education) No Yes No Yes
Parents’ country of birth No No Yes Yes
Ethnicity (Ref=Belgian)
Morocco 0.10  (-0.24;0.44) -0.06  (-0.45;0.33) 0.50 (0.12;0.88) 0.06 (-0.39; 0.51)
Turkey -0.26  (-0.91; 0.39) -0.26 (-0.97;0.46) 0.39 (-0.18;0.97) -0.14 (-0.79; 0.51)
EU country 0.10  (-0.09;0.29)  0.05 (-0.17;0.27) -0.20 (-0.44;0.03) -0.28  (-0.57;0.01)
Non-Eu country 021  (-0.13;0.55) 0.13 (-0.28;0.53) -0.31 (-0.60;-0.01) -0.55  (-0.90;-0.19)
Mother’s country of birth
(Ref=Belgium) for 2018 (Ref=2013)
EU country 0.02 (-0.30;0.34) -0.01  (-0.40;0.37)
Non-EU country 0.84 (0.30;1.37) 1.38 (0.71; 2.05)
Father’s country of birth (Ref=Belgium)
EU country 0.07 (-0.25;0.39) 0.12 (-0.26; 0.50)
Non-EU country -0.12 (-0.65;0.41) -0.31 (-0.96; 0.34)
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Discussion
Main results

The purpose of this study was to investigate ethnic differences in mental health and
its determinants among adult populations in Belgium from 1997 to 2018, with a
focus on ethnic differences. Results showed that the prevalence of Ml changed over
time. Overall, the prevalence of Ml increased between 1997 and 2018 among all
migrant and ethnic groups, except for the non-EU migrants, for whom the
prevalence slightly decreased in 2018. Between 2013 and 2018, the prevalence of
Ml slightly decreased but remained higher among respondents with a Moroccan or
Turkish background, compared to Belgians. Linear regression analysis highlighted
the main effect of ethnicity on mental illness was not significant, even when
socioeconomic factors were controlled. However, in 2018, being of non-EU country
descent was associated with a decreased risk of psychological distress when the
parent’s country of birth was accounted for. Interestingly, in the same year, it was
found that having a mother born outside the EU constituted a higher risk of
psychological distress.

Overall, the result suggested that there were ethnic disparities in the prevalence of
mental illness in the population surveyed in Belgium. Specifically, the proportion of
individuals with Ml was not significantly different among MEM groups in earlier
years, from 1997 to 2008, but became significantly different in more recent years,
with a greater increase observed among respondents with a Moroccan or Turkish
background. This result was in line with national and international epidemiology for
psychopathology in Moroccan and Turkish descent (99, 109). However, it was found
that socioeconomic differences explained the major ethnic differences in Ml
prevalence over the years. This result was also concordant with a previous study
based on the third European Social Survey (97).

It is worth noting that MEM currently account for around 20% of Belgium’s
population, with the largest groups hailing from Morocco, Turkey, and lItaly (44).
Despite this, immigration remains a politically sensitive issue in Belgium, and
debates surrounding integration, social cohesion, and the economic impact of
immigration continue to dominate public discourse. Looking back to the 1960s,
Belgium experienced a significant wave of migration following the signing of
bilateral agreements with countries like Turkey, Morocco, and Tunisia to recruit
labour workers. Many of these immigrants ended up staying in Belgium and
brought over their families, leading to an increase in the immigrant population.
In the 2000s, there was a rise in the ratio of Moroccan citizens entering the country
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compared to other foreigners, increasing from 4.5% to 10.7% after the 1999
regularisation campaign. However, since 2004, this percentage has decreased, with
Moroccan immigration accounting for only 5% of foreign entries in 2012.

In 2008, Belgium experienced an economic recession which intensified the
economic exclusion and unemployment of people with MI, such as ethnic
minorities, compared to the general population (453). Moreover, negative
attitudes towards migrant and ethnic minority groups could have been exacerbated
during economic hardship, potentially impacting their mental health status (453).
Previous research has indicated that individuals facing stigma related to their
mental health tend to have worse life chances than those without mental illness
(151). During a crisis, individuals may also experience a lack of belonging to Belgian
society, further impacting their mental health. Studies have shown a correlation
between acculturation and mental health in other contexts (232), and these results
might help explain the significant increase in M| prevalence among respondents
with a Moroccan or Turkish migration background in 2013.

A previous study highlighted that second-generation migrants had a higher Ml risk
than first-generation (97), which is consistent with our findings in 2018, showing
that having a mother born outside European countries increased the risk of MI. The
mental health of parents may also play a role in influencing their children’s (mental)
health, as demonstrated in other contexts (454). Another potential explanation for
this increased risk among people with a second-generation migration background
is that they often experience an identity conflict, as they attempt to navigate
between the culture of their parents and the culture of the society they grew up in
(230). This struggle can lead to anxiety and depression, which may increase the
likelihood of mental health problems (230). Additionally, people with a second-
generation migration background may face discrimination and prejudice due to
their migration or ethnic background in various domains of life, including education,
labour markets, housing, and health care, which can also contribute to poorer
mental health outcomes (96).

However, there is not enough data to assess the evolution of Ml prevalence among
second-generation MEM since 1997. Therefore, it is recommended that future
population health surveys collect data on the country of birth of the father and
mother more precisely to describe the evolution of the mental health status of
people with a second-generation migration background. Further, this
recommendation is in line with a previous article that recommended “to add
additional purposive sampling strategies to the National Health Surveys to routinely
collect data in representative MEM samples” in the European context (455). This
could help to adapt healthcare to specific ethnic groups, including second-
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generation migrants, which represent an important migrant and ethnic group in
Belgium.

Researcher has noted the underrepresentation of ethnic minority groups in
national health surveys (440). In our study, the ethnic minority groups ranged from
0.7% of the sample, represented by the EU migrants in 2004, to 13.4% of non-EU
migrants in 2018, which was not comparable to the 30.2% of the Belgian population
with a foreign country of birth (44). This underrepresentation leads to
underpowered samples and non-statistically significant conclusions in research on
health ethnic inequalities (123). The underrepresentation could be due to language
barriers or the lack of instruments available in the respondent’s language (97, 440).
Although the study’s language was available in the three national languages and
English for foreigners, we could not determine whether non-language speakers
were adequately assisted in translating the survey. Another possible explanation is
a cultural bias in their GHQ-12-items answers, which may not reflect their actual
mental health status. This underrepresentation of migrants and ethnic minorities
in mental health surveys has led to rare and patchy mental health disorder
prevalence studies among them, according to several studies (96, 97, 440). We
would recommend translating large health interview surveys into other languages
for future research to obtain better samples of migrant and ethnic minority
populations.

Strengths and limitations

One strength of this study is that it provides the first nationwide community-based
results on the evolution of mental health risk prevalence and its determinants in
important ethnic groups in Belgium. Another strength main is the use of six cross-
sectional data-collection waves. These data allowed us both to assess the evolution
over the past 20 years and to compare different ethnic groups with native Belgians.

One limitation of this study is that ethnicity was not self-reported as it is commonly
the case in other countries, but instead computed variable based on respondents’
country of birth and nationality. To obtain more sensitive and accurate information
regarding respondents’ ethnicity, we recommend that future research include a
self-reported ethnicity question in health interview surveys. This approach is
recommended by guidelines such as those provided by the National Institutes of
Health in the United States (456) and by the National Health Service in the United
Kingdom (457). Indeed, as shown in our results, ethnicity can be an important factor
in determining mental health outcomes and access to healthcare services. By
collecting these data on self-reported ethnicity, researchers and policymakers
could better identify and address health ethnic disparities among different ethnic
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groups in Belgium. Further, self-reported ethnicity can provide insight into cultural
factors such as language, religion, and customs that might impact mental health.
Therefore, including self-reported ethnicity questions in the health survey can be
used to inform public health policy ensuring that health care is distributed equitably
among different MEM groups. Indeed, it is unacceptable that different ethnic
groups continue to receive unequal care nowadays.

Another limitation is the composition of our sample, as previously mentioned. The
subgroup of ethnic minorities and migrants included in the study may be not
representative of the immigrant populations in Belgium. The Belgian Health
Interview Survey does not allow us to measure ethnic inequalities in mental health.
To remedy this, we could oversample certain migrant and ethnic groups in health
interview surveys to ensure that enough representative data is collected regarding
their mental health.

Another limitation could be the decision to group people from non-European
countries into one common ethnic group, as their ethnic background and
socioeconomic status may vary and influence their mental health status. However,
this decision was made to ensure sufficient statistical power for our analyses. To
address this limitation, we recommend collecting more precise data on
participants’ country of birth to enable analysis of each ethnic subgroup separately.
Nonetheless, this study is the first to describe the evolution of MI prevalence
among different ethnic groups in Belgium and provides insights into ethnic
disparities in mental health over time.

Conclusion

In conclusion, people with a Moroccan or Turkish migration background in Belgium
face significant persisting mental health disparities compared to Belgians. This
study has also shown that these groups have a higher risk of Ml compared to
Belgians and that these disparities have increased since 2013. It is imperative to
collect more accurate data on ethnic origin in large health interview surveys and
develop targeted interventions and policies to support the mental health of ethnic
minorities and migrants in Belgium. By doing so, we can work towards reducing
these ethnic disparities and promoting better overall (mental) health outcomes for
all ethnic groups in the country.
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Abstract
Background

General Practitioners (GPs) are the first point of contact for people from ethnic and
migrant groups who have health problems. Discrimination can occur in this health
care sector. Few studies, however, have investigated implicit and explicit biases in
general practice against ethnic and migrant groups. This study, therefore,
investigated the extent of implicit ethnic biases and willingness to adapt care to
migrant patients among trainee GPs, and the factors involved therein, in order to
measure explicit bias and explore a dimension of cultural competence.

Methods

In 2021, data were collected from 207 trainee GPs in the French-speaking part of
Belgium. The respondents passed an Implicit Association Test (IAT), a validated tool
used to measure implicit biases against ethnic groups. An explicit attitude of
willingness to adapt care to diversity, one of the dimensions of cultural
competence, was measured using the Hudelson scale.

Results

The overwhelming majority of trainee GPs (82.6%, 95% Cl: 0.77 — 0.88) had implicit
preferences for their ingroup to the detriment of ethnic and migrant groups.
Overall, the majority of respondents considered it the responsibility of GPs to adapt
their attitudes and practices to migrants’ needs. More than 50% of trainee GPs,
however, considered it the responsibility of migrant patients to adapt to the values
and habits of the host country.

Conclusions

This study found that the trainee GPs had high to very high levels of implicit ethnic
bias and that they were not always willing to adapt care to the values of migrants.
We therefore recommend that they are made aware of this bias and we
recommend using the IAT and Hudelson scales as educational tools to address
ethnic biases in primary care.

Keywords: General Practitioner, discrimination, ingroup relationship, migrant
health, racial bias, cultural competence, implicit association test
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Introduction

As aspiring health care professionals, trainee General Practitioners (GPs) care for a
diverse and multicultural population in their practice (458) and are usually the first
point of contact for ethnic and migrant patients within the health care system. They
are, therefore, key to the equity of the health care system. Nevertheless, even GPs
who are well-intentioned may be vulnerable, like anyone else, to implicit biases and
may lack willingness to adapt care to migrants, a willingness that is a prerequisite
of cultural competence (379). This could lead GPs to discriminate unintentionally
against their ethnic and migrant patients (258, 459) especially if they are under time
pressure, lack solid knowledge/information needed to make a decision, or are
affected by cognitive overload or fatigue (166), or due to inappropriate intercultural
contact (306) less concordant physician-patient ethnicity, which is associated with
less favourable patient ratings care (318), stereotyping, prejudice, political
attitudes (460), or organisational and institutional factors (461). Implicit ethnic
biases among health care professionals and cultural competence are important
factors that contribute to health care disparities (260, 368).

In social psychology, a “bias” is defined as a prejudicial attitude towards a group
(hereafter, the exogroup) and its members, of which the holder may or may not be
aware. Implicit bias is often automatically activated and can lead to impaired
judgement and to negative evaluation of the exogroup (263). Implicit ethnic bias
has been shown to play a role in differential recommendations by physicians for
managing disease (260), disparities in empathy (281) and differential drug
prescriptions, interaction with patients, and treatment decisions (260).

To address these differences in care for ethnic/migrant groups, the report Unequal
Treatment by the Institute of Medicine recommended exploring healthcare
providers’ conscious (explicit bias) and unconscious perceptions (179). This report
also recommended developing and enhancing cultural competence training for
health care professionals. Over the past decade, many cultural competence
programmes have been initiated in health care systems to improve the
relationships between health care professionals and patients with diverse cultural
backgrounds, and to enable them to work and interact more effectively with those
patients (368). These programmes, however, are based on the assumption that
health professionals are motivated and accept responsibility for adapting to ethnic
diversity (380), an assumption that may need to be verified. This study aims to add
to the literature by measuring implicit and explicit biases against ethnic/migrant
groups.
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A large body of research has investigated unconscious biases and levels of cultural
competence among health care professionals. This research found significant
evidence of implicit bias among care professionals against African Americans,
ranging from slight bias to high levels of bias, but found low levels of explicit bias
against this ethnic group. The research also found a weak association between self-
perceived cultural competence and levels of implicit bias (260, 287). Little is known,
however, about these issues within the European context and a recent study
comparing clinicians’ racial biases in The United States and France concluded that
health providers’ biases differed between cultures and countries (290).

So far, most health care studies have been carried out in the United States and have
compared African American patients with White patients. There is a lack of data on
unintentional ethnic and racial discrimination among general practitioners in
Europe and too little attention has been paid to the North African population. This
applies particularly to people of Moroccan descent, who constitute the largest and
fastest-growing minority group in countries in the European Union (EU), including
Belgium, where the Moroccan population doubled between 1991 and 20143, This
ethnic group is also disproportionately at risk of poor health outcomes, such as
more depressive symptoms (96) and higher mortality caused by diabetes and
infectious diseases (462).

To the best of our knowledge, few studies have investigated the extent of bias
among general practitioners against racial/ethnic groups in relation to GPs’
willingness to adapt to diversity. A recent study highlighted the need to increase
recognition and awareness of ethnic disparities in health and health care among
health care professionals (463). This paper aims to expand this area of research by
investigating (a) the level of implicit ethnic bias among trainee GPs and (b) whether
this level of bias varies as a function of a GP’s willingness to adapt care to migrants
or as a function of openness to cultural diversity which, in this paper, includes
intercultural contact, political opinions, and workload (time pressure).

Methods
Design & participants

This prospective quantitative study used an observational design. The design
measures implicit ethnic biases and the specific explicit attitude of willingness to
adapt to diversity, a prerequisite of cultural competence. To encourage trainee
general practitioners to respond to the online survey, we offered to present the

13 Cf. Myriatics. (2015, décembre). Myria. https://www.myria.be/fr/chiffres/myriatics
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overall results to them anonymously and give them an opportunity to comment on
and discuss the results in small groups.

Between February and March 2021, we contacted 220 French-speaking Belgian
GPs, who were in the second year of their three-year internship by email in one of
the important French-speaking universities in Belgium. Of those trainees, 207
completed the online survey (a participation rate of 94%) (Male = 68 (33.0%);
Female = 139 (67.0%); Mean age = 26.7 years (£ 2.1); See Table 7).

Measures

Implicit Association Test

The Implicit Association Test (IAT) is a validated tool in that is used, in social
psychology, to assess implicit biases, which can be associated with a wide range of
behaviours and attitudes (464). As bias is often activated by situational cues such
as a first name (459), respondents took an IAT with French-language and North
African first names'*. The IAT was desighed to measure implicit ethnic bias. The IAT
with North African first names uses reaction times to assess the strength of
automatic associations between target pairs, each consisting of an ethnicity (e.g.
French-language or Belgo-Moroccan first names), and a category (e.g. positive or
negative). This test provides a D-score ranging from -2 (respondent has implicit
associations of positive words with North African first names) to +2 (respondent
has implicit associations of positive words with French-language first names). We
used standard cut-offs to classify the D-scores according to the strength of the
implicit associations: “neutral” (< 0.15), “slight” (< 0.35), “moderate” (< 0.65), and
“strong” (2 0.65), and the reverse for scores with a negative value (233).

Hudelson Scale2

The trainee GPs completed the validated Hudelson scale, which assesses one
dimension of cultural competence: the perception of relative responsibility for
adapting care to migrant patients (379). This was assessed using descriptions of five
potential situations: (1) when migrants' values and habits differ from those of the
host country, (2) when the patient does not speak the language of the host country,
(3) when the patient expresses the wish to be treated by a male/female health
professional, (4) when the patient cannot read the language of the host country,
and (5) when the patient's health beliefs contradict the knowledge of the health

14 See Appendix 1
15 See Appendix 2

127



professionals. The trainee GPs had to state their opinion about whose responsibility
it is to adapt in those situations by ticking a score between 1 (it is the professional’s
responsibility) and 7 (it is the migrant’s responsibility), with 4 meaning that the
responsibility is shared between the patient and the professional.

Regarding openness to cultural diversity, we expected left-wing political opinions,
the proportion of migrants among the patients GP cared for, more social
interactions with people of North-African origin and a lighter workload to be
associated with less unintentional discrimination (296). To compute the frequency
of intercultural contact, we created a score composed of four variables: (1)
presence of North-African people in their neighbourhood, (2) daily interaction with
North-African people, (3) having North-African friend(s), and (4) having North-
African colleague(s). We obtained a score out of 4 points (where 0 means that the
respondent has no contact with North Africans and 4 means that the respondent
frequently interacts with North Africans). Control variables were added to the
models, such as age, sex, ethnicity, and type of practice (e.g. solo, group, or mixed),
to avoid potential selection bias.

Reactions and feedback sharing

The trainee GPs were presented with feedback on the aggregate results and then
asked to comment on the results. We collected 204 trainee GPs’ anonymised open-
ended reactions to their IAT and Hudelson scale scores. We then divided them into
small groups of 4-5 to discuss the experience and explore possible solutions.

Statistical analysis

Quantitative analysis

First, we computed descriptive statistics of variables. We computed correlations
between the level of implicit bias and the Hudelson score to check whether they
overlapped. Then, linear regression was performed to relate the two outcomes
(implicit and explicit attitudes) with the following variables: political opinions,
practice area, frequency of intercultural contact, workload, and proportion of
patients of foreign origin, controlling for variables such as sex, type of practice, and
ethnicity. We ran one model for each of the following explanatory variables:
political opinion, frequency of intercultural contact with North Africans, frequency
of patients of foreign origin in consultations. Statistical analysis was performed
using SAS 9.4.
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Reactions and feedback sharing

With the aid of NVIVO, we grouped similar quotes from the written reactions into
main themes in order to explore the general reactions to the results and the
possible solutions that trainee GPs highlighted within the small groups.

Results
Participants

Two hundred and seven General Practitioners in the second year of a three-year
specialisation in general medicine responded to the online questionnaire. Of those
respondents, two hundred and four took part in the discussion about the
presentation of their results from the IAT and the Hudelson scale. Most of the
participants were of Belgian nationality (89.0%). Participants self-reported as White
(78.5%), Arab (8.3%), or of mixed/other ethnicity (9.3%). A third of the respondents
self-reported as Catholic (39.1%). Nearly 70% of the respondents were not very
religious or not religious at all. In terms of political opinion, the majority selected
Centre (31.9%) and 29.5% of the sample identified as right-wing.

Most worked in suburban areas (33.1%). A quarter of the respondents worked in
rural areas. A minority (7.8%) worked in the seven largest cities in the Wallonia-
Brussels Federation (Brussels, Lieége, Verviers, Namur, Charleroi, Mons, and
Tournai). The area was computed based on their medical practice’s postcode.

The average score for frequency of contact with North Africans was 2.5/4 (+ 1.2),
meaning that the respondent sometimes interacts with North African friends,
colleagues, or neighbours. In their practice, they visit 10.2 patients per day on
average, 33% (+ 30.4) of whom are foreign patients.
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Table 7 Demographic characteristics, implicit bias, and cultural competence score
of participants (n = 207)

Characteristics % or mean (std)
Age (years) 26.7 (2.1)
Sex (female) 67.0
Type of practice
Solo 27.7
Group 69.4
Mixed 2.9
Ethnicity
White 78.5
Arab 8.3
African 3.9
Mixed or other 9.3
Religion
Don’t want to reply 4.4
Catholic 39.1
Muslim 10.1
Atheist 31.9
Other 14.5

Political opinion

Don’t want to reply 10.6
Right-wing liberal 29.5
Centre 31.9
Left-wing (e.g. socialist) 28.0
Practice area
Urban 7.8
Suburban 33.1
Rural 25.3
Missing values 33.8
Frequency of contact with North Africans (/4) 2.5(1.2)
Workload (no. of patients/day) 10.2 (5.6)
Proportion of patients of foreign origin (/100) 33.0(30.4)
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Characteristics % or mean (std)

Implicit Association Test score (-2, 2) 0.53 (0.44)

Hudelson score (5, 35) 18.9 (5.1)

Implicit Association Test (IAT)

Figure 11 presents the distribution of implicit associations of positive/negative
words with French-language first names compared with North African first names.
The IAT mean score (D-score) was 0.53 (+ 0.44), indicating a moderate association
of positive words with French-language first names over North African first names.
The majority of respondents (82.6%, Cl 95% 0.77-0.88) had a positive D-score,
i.e.an implicit association of positive words with French-language first names.
Several of the scores for implicit associations stand out.

Around 7% of the scores were negative, meaning that the trainees had an implicit
association of positive words with North-African first names. Of the respondents
with negative scores, 4.3% were Arab, 3.4% were White, and 1.9% were of
mixed/other ethnic origin. The scores varied significantly according to ethnicity
(x2=88.6, p <.0001). In contrast, about 12% had a slight implicit association of
French-language names with positive words, while 45.4% had a strong implicit
association of French-language names with positive words.

Itis also worth noting that approximately 10% of the respondents showed no group
preference.
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Figure 11 Distribution of implicit associations for first names associated with
different ethnic groups
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Table 8 presents the perception of the relative responsibility to adapt to migrant
patients in health care among trainee general practitioners. The five items of the
Hudelson scale were moderately correlated (Pearson coefficients 0.09-0.46) and
the internal consistency coefficient (Cronbach’s a) was 0.62. The average score for
Hudelson scale was 18.9/35 (+ 5.1), which means that adapting was considered to
be mainly the responsibility of health care professionals. The majority of trainee
GPs considered it to be mainly the health professionals’ responsibility to adapt
when the patient expresses the wish to choose the sex of the health care
professional, when he/she cannot read the language of the host country, and when
his/her health beliefs contradict medical knowledge. Two items, however, differed
from this trend. Roughly 38% of respondents considered it the responsibility of
health care professionals to adapt to migrants when the patient does not speak the
language of the host country. Approximately 35% considered it the responsibility
of the patient to adapt and 27.5% considered it the responsibility of both the
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professional and the patient to adapt. This result is quite surprising because, when
it comes to providing written information in the patient's language, respondents
placed the responsibility on the health care professional (50.7%). When the
migrant’s values and habits differ from those of the host country, however, GPs
considered it to be the patient’s responsibility to adapt (58.5%).

There was a significant small positive correlation between implicit ethnic bias and
cultural competence (r = 0.172, p < 0.05), suggesting that respondents for whom
French-language names had more implicit positive associations were also more
likely to consider it the migrants’ responsibility to adapt. Appendix 3 presents a
graphical representation of the correlation between the IAT score and the Hudelson
scale.

Table 9 provides the betas from the linear regressions for the factors associated
with the IAT and with the Hudelson score. Respondents’ ethnic origins influenced
the level of implicit ethnic bias. Being of Arab ethnicity or of other or mixed ethnic
origin reduced the strength of implicit negative ethnic associations with North
African first names (B = -0.54, p < 0.001, B =-0.29, p < 0.05 respectively). Having
left-wing political opinions also had a negative correlation with the IAT score (B = -
0.16, p < 0.05). Nevertheless, other individual and contextual variables such as age,
sex, type of practice, practice area, frequency of contact with North Africans, and
workload were not associated with the level of implicit bias.

Concerning the Hudelson score, being a woman (p =-2.02, p = 0.01) was associated
with considering it to be mainly the health professional’s responsibility to adapt to
migrants. Respondents with left-wing political opinions also had a significant
tendency to place the responsibility on health care professionals (B = -3.07, p <
0.01). Age, type of practice, having liberal political opinions, practice area,
frequency of contact with North Africans, workload, and frequency of patients of
foreign origin were not associated with considering it the health care professional’s
responsibility to adapt to migrants.

The R? ranged between (0.16-0.24) and (0.09-0.17) for the IAT score and the
Hudelson score, respectively. Appendix 4 presents the details of the R? for each
factor.
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Table 8 Relative responsibility to adapt of migrants and health professionals, as perceived by trainee GPs (2021): % per
item (n = 207)

The responsibility

The responsibility - . b both health

The responsibility

lies with the health . lies with the Total
. professionals and .
professionals . patients
patients

When migrants' values and habits differ from those 106 30.9 535 100
of the host country (%)
When the patient does not speak the language of 377 275 348 100
the host country (%)
When the patient expresses the wish to be treated 60.4 15.0 4.6 100
by a male or female doctor (%)
When the patient cannot read the language of the 50.7 1.3 28.0 100
host country (%)
When the patient's health beliefs contradict 16.4 26.1 275 100

medical knowledge (%)
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Table 9 Factors associated with Implicit Association Test and with the Hudelson
score: betas from the linear regression models

Implicit Association Test Hudelson score
(-2,2) (5-35)®
Covariates: Be Clos% P- B Closy% b
value value

Age (years) 0.00 (-0.03,0.04) 093  0.03 (-0.09,0.68) 0.13
Sex (ref = male)

Female -0.05 (-0.18,0.08) 0.49 -2.02 (-3.46,-0.57) <0.01
Type of practice (ref = Solo)

Group practice 0.07 (-0.07,0.21) 0.32 -1.24 (-2.75,0.28) 0.11

Mixed practice 0.01 (-0.34,0.37) 0.94 -2.68 (-6.61,1.25) 0.18
Ethnicity (ref = White)

Arab -0.54 (-0.76,-0.31) <.0001 -0.41 (-2.90,2.08) 0.75

African -0.08 (-0.40,0.23) 0.60 1.57 (-1.96,5.09) 0.38

Other or mixed -0.29 (-0.51,-0.07) 0.01 -1.51 (-3.96,0.94) 0.23
Political opinion (ref = Right-wing)

Centre 0.03 (-0.17,0.12) 0.72 -0.36  (-1.97,1.24) 0.66

Left (e.g. Socialist) -0.16 (-0.32,-0.01) 0.03 -3.07 (-4.74,-1.40) <.001
Practice area (ref = Urban)

Suburban -0.04 (-0.25,0.16) 0.67 -1.92 (-4.30,0.46) 0.11

Rural -0.05 (-0.26,0.17) 0.65 -0.42 (-2.94,2.09) 0.74
eauency of contact withNorth 405 (-0.10,0.01) 007 013 (049,074) 0.69
Workload (no. of patients/day) -0.00 (-0.01,0.01) 0.95 0.06 (-0.06,0.19) 0.30
z:iogr;:rtion of patients of foreign  -0.04 (-0.26,0.17) 0.70 -0.37 (-3.00, 2.26) 0.78
R2-range (0.16-0.24) (0.09-0.17)

2: B are adjusted for age, sex, ethnicity and type of practice; bold coefficients have p-value
<0.05. °: Low scores indicate that the responsibility to adapt is considered to lie with the
health care professionals, whereas high scores indicate that it is considered to lie with the
migrants. c: Table with all R-squared is in Appendix 4.
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Reactions and feedback sharing

From the comments, it appears that some of the GPs were a bit sceptical about
their implicit ethnic association scores and questioned the method and the
existence of their own biases. A number of trainee GPs also highlighted the need
for them to be aware of biases: “Very impactful. It reveals that even unconscious
biases can exist. This test confirms how important it is to know that these biases
exist in order to be able to fight them consciously in our practice...” (Participant 165).

We found few individual or contextual explanations in the regression analysis of
implicit biases, aside from ethnicity. The influence of their ethnicity is also
demonstrated in the comments: “our culture played an unconscious bias in this
test.” (Participant 36).

Unlike the quantitative results, the association between political opinions and
propensity to place the responsibility for adapting to migrants on health
professionals was not addressed in the comments. Only one comment referred to
political opinions: “Surprised by the 60% (who said that the migrant should adapt
to the values of the host country) ... we are GPs not politicians... the main thing is
the patient’s health.” (Participant 132)

They also shared solutions with one another to implement in their practice as GPs.
They suggested keeping the Hudelson scale in mind in their everyday practice. It
will help them to remember that in most situations they bear responsibility for
adapting to migrant patients. GPs also emphasised the importance of being
conscious of one’s own biases in order to fight against them.

Finally, several trainees proposed “cultural openness” as a way to reduce the
effects of these biases and improve the quality of care, such as working in an
intercultural team, learning several languages and learning about different
cultures.
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Discussion
Main findings

This study set out to assess the trainee GPs’ implicit biases and their willingness to
adapt care to diversity. Our results indicate that the majority of our trainees had a
moderate to strong level of implicit bias favouring French-language first names over
North African ones. This result applied to all sociodemographic characteristics,
except ethnicity and political opinion. On the whole, trainees were willing to adapt
care to migrants in most care situations, with two exceptions: when a patient did
not speak the language of the host country and when the immigrants’ values and
habits differed from those of the host country. This result applied to almost all
sociodemographic groups.

Implicit Association Test

The literature has often reported implicit associations with ingroups (and biases
against exogroups) that are stronger than those found in this research (287). Our
study, however, does not support Allport’s finding that reduced implicit bias is
associated with higher frequency of positive contact with the outgroup (296). One
possible explanation for this is the fact that we only assessed the frequency of
contact with North Africans, not quality of that contact. Furthermore, the p-value
for the variable “frequency of contact with North Africans” in the regression (Table
9) was 0.07, which suggests that either this measure needs to be assessed more
accurately, for example, by including an assessment of the quality of trainee GPs’
relationships with members of the outgroup, or interaction with outgroup
members does not reduce implicit bias among trainee GPs.

One important finding was that biases affect everyone and few protective factors
exist in GPs” working environments, apart from their own ethnicity and political
opinions. This result has been demonstrated previously by Nosek et al. (465), who
found a relationship between right-wing ideology and stronger implicit bias. They
also concluded that bias could vary according to “the constraints that culture
imposes on individual attitudes”, which could explain the influence of ethnicity on
the IAT score. We found similar results in several studies, which showed that Black
providers also had significantly weaker ethnic implicit associations for both White
and Black people than White respondents (287, 466). The authors, however, also
found lower levels of ethnic bias among women, which was not the case with our
results.
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Our results suggest that completing an IAT and discussing the results could help to
reduce the negative impact of bias on health professionals’ attitudes. Indeed, it
could reduce both implicit and explicit bias among health providers with higher
levels of implicit bias and thereby improve clinical interaction and verbal
communication and make practice more patient-centred (259).

Hudelson score

For three out of five situations, the majority of trainee GPs were willing to bear the
responsibility to adapt care to migrants. They were more reluctant, however, to
adapt to migrants’ values and habits. These findings are in line with those of
Hudelson et al. (379). In the respondents’ feedback, we noticed that some were
surprised by this result. One of the respondents pointed out that they were GPs
and not politicians. Our statistical analysis provides some explanations: adaptation
is related to political orientation and the topic of values/habits is certainly a political
issue, also from the GPs’ perspective. In a less competitive market, health care
professionals may also feel less responsible for adapting to the values and habits of
their patients as patients are free to move to another GP if they are not satisfied.
One might thus speculate that the decrease in the percentage of GPs among all
doctors in Belgium over the last decade has enhanced the market power of GPs
(467).

Paradoxically, although more than half of the respondents see it as the health
professional’s responsibility to adapt when the patient cannot read the language of
the host country, opinion was spread evenly across the board when the patient
cannot speak it. While Dauvrin et al. found that physicians took responsibility for
providing interpreters (377), our respondents disagreed with that. One explanation
could be the extra time and resources needed to provide an interpreter during an
everyday consultation when GPs are often already under time pressure. Moreover,
access to intercultural mediators remains limited in primary care.

A greater willingness to adapt was found among female GPs and those with left-
wing political opinions. This is in line with previous research which found that
female providers were more engaged in patient-centred communication and that
African-American patients were more likely to be seen by female GPs (379).
Another explanation could also be that women tend to be more altruistic than men,
when altruism requires more resources. We could therefore speculate that
diversity might be considered as a form of altruism which demands more
equalitarian behaviours, behaviours more likely to be found among women too
(468).
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The combination of the findings from the IAT and the Hudelson scale provides some
support for the suggestion that there is a need to increase recognition and
awareness of implicit ethnic bias and willingness to adapt to diversity in order to
become more culturally competent. The weak correlation between the two
concepts suggests that these are two different issues, requiring different
interventions. The R? was also weak for both the IAT scores and the Hudelson
scores, meaning that our model did not fully explain the variation of these scores.
Despite increased interest in providers’ biases in the literature and in medical
education, there is still a lack of effective training methods. In a narrative review of
the reduction of implicit bias in health care, Zestcott et al. (295) suggested that
public and professional awareness is a crucial starting point for efforts at reduction.

Limitations

This study has some limitations, however, and the data must be interpreted with
caution because they cannot be extrapolated to all trainee GPs. We recruited
trainee GPs in their second year of internship from one important French-speaking
university in Belgium, accounting for roughly a fifth of all trainee GPs in the country.
In order to compare the data internationally, therefore, it would be useful for this
study to be replicated in other Belgian medical schools and in other European
countries. This study should be replicated among qualified GPs so that the results
can be compared with those of trainees to see whether the extent of bias and
willingness of trainee GPs to adapt to migrants’ changes over time. Further
gualitative research is also required, such as in-depth interviews with respondents
to gain a better understanding of their reactions.

We found several criticisms of the IAT regarding its construct validity and
questioning the biases that it actually measures (469). Finally, we considered it to
be a reasonable research tool for assessing the level and distribution of implicit bias
in a group (470). Although the IAT has been criticized, most medical school
programmes lack formal methods for assessing and reducing bias among medical
students (471). Moreover, completing an IAT also helps to reduce explicit biases via
less direct mechanisms such as patient interaction and non-verbal behaviour (293).
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Conclusion

In conclusion, we believe that it is feasible to use the IAT to encourage trainees to
engage with the topics of diversity and discrimination. The Hudelson scale was used
to confront trainees with their levels of cultural competence. The debriefing on the
results helped to raise awareness and sensitize the trainee GPs to the potential
impact of their implicit and explicit biases in multicultural consultation. They also
became aware that these biases could have an impact on their relationships and
the way they care for patients.

One implication of this research is that it should be possible to use the results as a
basis for reflection and discussion that could motivate health care professionals to
tackle their ethnic biases. Another implication is the possibility of using the
Hudelson scale as a tool to debate the extent of cultural competence among future
GP. This debate could lead them to recognise and confront their own biases and to
consider their responsibility as GP and how they could improve their intercultural
interactions. The ethical approach to care, whereby a balance must be struck
between patient autonomy, not doing harm, and helping could contribute to
ensuring equitable healthcare in a diverse society (472). According to Razai et al.
(463), diversifying health care “workforces improves the performance of the entire
healthcare system” and could improve the relationship between GPs and patients
with different ethnic backgrounds.

Future research could be carried out among people with more diverse cultural
backgrounds to compare the results at the level of implicit biases. We could also
interview respondents after a year of practice, to see whether being aware and
sensitized influenced their practice and reduced unintentional discrimination.
Further research should be carried out to investigate the relationship between GPs’
implicit/explicit biases and attitudes towards migrant patients and the actual
perceived discrimination reported by patients in Europe (258).

Another idea would be to give the IAT score and the Hudelson score to each
respondent individually in order to investigate personal feedback in relation to the
group’s average scores in more depth.

We hope that this research will provide a promising starting point for working
towards a more ethnically equitable health care system.
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Abstract
Objectives

Although people with a migration background (MB) have more unmet mental
health needs than the general population, patients with a MB are still
underrepresented in mental health care services. Provider bias towards these
patients has been evidenced repeatedly but its driving factors remain elusive.

We assessed the moderating effect of the individual (e.g. age and ethnicity),
interpersonal (e.g. healthcare provider trust), and organisational (e.g. perceived
workload) factors on general practitioners (GPs) differential decision-making
regarding diagnosis, treatment, and referral for a depressed patient with or without
a MB.

Design

An experimental study was carried out in which GPs were shown one of two video
vignettes featuring adult male depressed patients, one with a MB and the other
without. Belgian GPs (n=797, response rate was 13%) had to decide on their
diagnosis, treatment, and referral. Analysis of variance and logistic regression were
used to analyse the effect of a MB, adding interaction terms for the explanatory
variables.

Results

Overall, we found that there were ethnic differences in GPs’ decisions regarding
diagnosis and treatment recommendations. GPs perceived the symptoms of the
patient with a MB as less severe (F=7.68, p <0.01) and demonstrated a reduced
likelihood to prescribe a combination of medical and non-medical treatments
(F=11.55, p <0.001). Those differences increased in accordance with the GP’s age
and perceived workload; at an interpersonal level, we found that differences
increased when the GP thought the patient was exaggerating his distress.

Conclusion

This paper showed that lower levels of trust among GPs’ towards their migrant
patients and high GP workloads contribute to an increased ethnic bias in medical
decision-making. This may perpetuate ethnic inequalities in mental health care.
Future researchers should develop an intervention to decrease the ethnic
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inequities in mental health care by addressing GPs’ trust in their migrant and ethnic
minority patients.

Keywords

Migrant; depression; ethnic; minority; mental health; discrimination; bias;
determinants; experimental design; experiment

Introduction

Socioeconomic status partly explains why some migrant and ethnic minority (MEM)
groups are at greater risk of mental iliness. Ethnic disparities remain, however, even
after adjusting for socio-economic factors (85, 154). Racial and ethnic disparities in
health care can be explained in several ways, including by the fact that health care
professionals themselves contribute to racial and ethnic disparities. Previous
studies have shown that general practitioners (GPs) often have an implicitly or
explicitly unfavourable attitude toward MEM patients (180, 291, 473). Although
GPs’ biases are part of the causal mechanism of unintentional discrimination in
mental health care, few studies to date have investigated how such biases arise and
how they influence GPs’ decision-making (180, 474). Moreover, there is still little
research focusing on healthcare providers’ perspectives and their biases’ impact on
medical decisions in the field of mental health (174, 207). As “gatekeepers” who
refer patients to mental health care, GPs play an important role in the identification
and treatment of mental health problems and referral recommendations (475-
477). Even unprejudiced GPs may face individual, interpersonal, or organisational
conditions that result in discriminatory (e.g. unfair or unequal) decisions (478).

The literature also shows that mental health problems are often accompanied by
stigma and discrimination, i.e. “unfair inequalities in power, resources, capacities,
and opportunities across racial or ethnic groups” (219). Stigmatisation and
discrimination in turn have consequences associated with mental illness, such as
decreasing a person’s likelihood of seeking treatment when necessary, which
creates a vicious circle (438, 479, 480). Furthermore, people with a migration
background (MB) are in double jeopardy because their prevalence of mental health
problems such as depression, anxiety, and posttraumatic stress disorder (PTSD) is
higher compared with people without a MB (97, 106). In the context of this
research, individuals with a migration background are defined as those who
currently reside in a country different from their country of birth, or who have
undergone a change in nationality to align with their present country of residence.
Additionally, individuals with a MB encompasses those whose at least one parent
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entered the current country of residence as a migrant, as outlined by the United
Nations (3).

Individual, interpersonal, and organisational factors

Spencer and Grace (174) identified different factors that contribute to
discriminatory medical decisions: at (i) the patient’s level (e.g. age, gender, and
ethnicity), (ii) the physician’s level (e.g. gender, ethnicity, experience, specialty, and
implicit and explicit bias), (iii) the interpersonal level (e.g. ethnic discordance, i.e. a
Moroccan patient who visits a Belgian GP, and interpersonal trust (318, 357, 481)),
and (iv) the organisational level (e.g. location and type of organisation, time
pressure and workload, practice culture and frequency of contact with people with
other cultural backgrounds (257)). The relationship between those factors and
ethnic disparities in GPs’ decisions has been demonstrated frequently in the United
States (US) but very rarely elsewhere. In Europe, evidence of the factors associated
with ethnic disparities in GP’s medical decisions remains scarce despite the huge
ethnic diversity of GPs’ waiting rooms. Belgium, a European country, is a good case
study because the prevalence of depression among those with a migration
background, e.g. people with Moroccan or Turkish roots, is especially higher, as
compared to other European countries (96, 97, 446). It has been shown that
discriminatory practices regarding the mental health of patients with a migration
background are more prevalent in Belgium than in other European countries (97).
Even compared to other European countries (like France or Germany), Belgium has
a long history of immigration and has experienced significant migratory flow. A first
wave of migration from Morocco took place during the 1960s, at a time of shortage
in the labour market. Subsequently, during the 1970s and 1980s, labour migrants
gradually transitioned into more long-term residents, with their families opting to
establish roots in the host country they had initially migrated to (40). Today,
Moroccan communities constitute one of the most significant ethnic groups in
Belgium. Morocco remains one of the primary countries of origin for people
naturalized in Belgium, along with Romania, Poland, the UK, and Italy. However, in
2022, out of the 36,871 asylum seekers who arrived in the country, Moroccan
populations were less represented, with a larger number of individuals originating
from countries such as Afghanistan, Syria, Palestine, Burundi, and Eritrea. In 2023,
nearly one-fifth of Belgium’s population (19,7%) holds foreign nationalities as their
first registered nationality, and up to 40% of the population of Brussels, the
country’s capital. (44, 482). Migration is still an important issue today.

There is a need, therefore, to better understand which factors are associated with

those discriminatory decisions (483). For instance, in the US, racial disparities based
on the colour of people’s skin have dominated the research agenda, whereas in
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Europe, the term “race” has been superseded by “ethnicity” (484). In Europe,
ethnicity is mainly defined by a person’s country of birth or ancestry and cultural
differences such as language (484).

Aims

This paper assessed the association between GPs’ individual, interpersonal, and
organisational factors and the differences between medical decisions affecting a
depressed patient with or without a MB.

At the individual level, we hypothesised that the medical decisions of older male
ethnically discordant GPs who more often placed the responsibility to adapt care
on the person with a migration background would be more affected by the patients’
migration background (473, 485). At the interpersonal level, we hypothesised that
GPs who were less trusting of the patient with a migration background would also
make less favourable decisions (357, 486). Finally, for the organisational factors, we
hypothesised that decisions made by GPs with a heavier workload would be more
affected by the patient’s migration background because heavy workloads lead to
shortcuts in the decision-making process (168).

Methods
Study design

A study with an experimental design, accompanied by an online survey, was carried
out in Belgium. The online experiment, facilitated through Qualtrics®, featured a
selection between two distinct staged video vignettes, allocated at random to
participating GP respondents. The videos both showed a staged consultation with
a GP and either a Belgian male patient or a male patient with a Moroccan migration
background (Figure 12), both with symptoms of major depression (according to
DSM-V criteria). The actor’s Moroccan migration background was not explicitly
specified; instead, we relied on visual cues to infer this information. Despite being
fluent in the languages spoken in Belgium (French or Dutch), the actor exhibited a
subtle foreign accent, indicative of a diverse migration background. The actor’s
appearance alone led GPs to infer that he likely had an ethnic background,
potentially originating from Morocco. We chose to only have male actors in the
videos because it has been shown that the sex of the patient may play a role in GPs’
decision-making, especially with male patients (487, 488) and, secondly, because it
would have doubled the total number of videos in the experiment and, given that
GPs are a hard-to-reach population sample, we did not consider that to be feasible.
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The two videos and their written introductions were comparable in every way and
can be accessed in Appendix 5. The script of the video was approved by an academic
expert in experimental psychology and an advisory committee composed of two
psychiatrists, two GPs, a psychiatric nurse, a psychologist, and an expert in
culturally sensitive care. The video simulated a conversation between a GP and a
patient who had come for a second consultation due to a persistent headache for
which no physical cause had been identified. Full details of the design of the video
vignette are provided elsewhere (474). This study was carried out within the
framework of the “REMEDI” research project, which aimed to test empirically
whether GPs unintentionally discriminate against patients with a migration
background and with mental health problems. More details of the project
methodology are provided elsewhere (489).

Figure 12 Patients played by actors in the video vignettes in the survey

GP respondents were invited to take part in an online survey on medical decisions
involving mental health problems in primary care, but they were not aware that the
principal purpose of the study was to assess the effect of the patients’ migration
background on the diagnosis and treatment of depression and referral to mental
healthcare services.

The online survey collected participants’ demographic characteristics and several
individual and organisational factors.

Individual and interpersonal factors

At the individual level, we collected the GPs’ age, sex (man or woman), and
concordance of ethnic and migration backgrounds. The combination of the GP’s
birth country and that of their parents into a single variable enabled the
classification of GPs into two distinct groups: those without a migration background
(comprising GPs born in Belgium to parents of Belgian origin) and those with a
migration background (including GPs born abroad themselves and/or having at
least one parent born outside Belgium). The composite variable will be referred to
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as the “GP’s ethnicity”. We also collected GPs’ explicit bias, which was assessed by
measuring an explicit attitude of willingness to adapt care to diversity using the
Hudelson scale (GPs were given a score ranging from 5, indicating that they placed
the responsibility to adapt care on themselves, to 35, meaning that they placed the
responsibility on the patient with a migration background) (379).

At the interpersonal level, we also wanted to test Allport’s theory that the more
contacts we have with outgroup members, the more they will trust them and the
less prejudiced they will be towards them (302). We asked the GPs how frequently
they had contact with migration-background patients with mental health problems.
This was assessed using a scale ranging from 1 (never) to 5 (every day).

Regarding the interpersonal factors, we computed an indicator of interpersonal
trust by asking GPs to what extent they believed that the patient in the video
exaggerated his pain/distress (490), made unreasonable demands (357), and
manipulated the visit to the GP for other purposes (490), using a 5-point Likert scale
ranging from 1 (very unlikely) to 5 (very likely). We then calculated the average of
those three scores.

Organisational factors

We hypothesize that overwhelmed GPs in solo practices would have less time and
thus take more cognitive shortcuts, i.e. simplify decision-making in complex
situations, and that their medical decisions would be more affected by the patient's
migration background (168, 257). We collected the type of practice (solo or group)
in which the GPs spent more than 50% of their working time. We asked them
whether their actual working hours matched their preferred working hours to
assess their perceived workload, based on a validated scale (491). The score for
perceived workload ranged from -1 to +1 with -1 meaning that they had a light or
normal workload and +1 meaning that they considered their workload to be high.

Outcome measures

After the GPs watched one of the randomly allocated videos, we asked them
several questions regarding the patient’s diagnosis, the treatment they would have
prescribed, and referral recommendations. These questions can be accessed in
Appendix 6. Regarding the diagnosis, GPs had to choose up to three diagnoses from
among the following: schizophrenia, bipolar disorder, depression, anxiety, post-
traumatic stress disorder (PTSD), obsessive-compulsive disorder, symptomatic and
related disorders, and sleep disorders. In this study, we have only presented the
results for diagnosis of depression, anxiety, and PTSD, because the literature
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demonstrates that the prevalence of these three disorders is higher among patients
with a migration background. We also asked GPs to assess the severity of the actor
in the video’s symptoms on a scale from zero (very minor) to 10 (very severe).
Treatment and referral variables were assessed on a 4-point Likert scale ranging
from 1 to 4, with 1= not at all likely; 2= unlikely; 3= likely, and, 4= very likely. We
asked them how likely they would be to prescribe a medical treatment, a non-
medical treatment, and a combination of both for the patient in the video. We
asked them how likely they would be to refer him to mental health care services.

Study population

GP participants were recruited by telephone in French-speaking Belgium between
April 2021 and July 2021 (n=6112); we reached 2288 GPs, out of which we obtained
informed consent to participate from 964. We only kept complete questionnaires
with no scored-out answers, leaving us with 797 GP participants. Those who filled
out the online survey to the end had a chance to win a €500 gift card. The survey’s
response rate was 13% (see Figure 13, which presents a flow chart of the GP
participants in the survey).

The participating GPs were mainly women (63.5% of those who watched the video-
vignette with the patient without a migration background and 64.5% of those who
watched the video-vignette with the patient from a migration background), more
than 70% were without a migration background, and roughly 45% were trainee GPs
from Belgium’s Dutch- and French-speaking communities. The average age of
respondents was about 38 years (+ 15). About half of the participants estimated
their workload to be high and about 70% of participants worked in a group practice.
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Figure 13 Flow chart showing participation in the sample process

8588 GPs and GPs in training in
Brussels and Wallonia in 2020

6112 GPs and GPs in training were contacted by phone in
Brussels and Wallonia

I 3824 did notrespond |

| 823 not concerned |

>|| 501 nefused to take part ‘

964 agreed to take part

167 incompleted surveys and surveys
excluded because answers were score out

797 GPs and GPs in training
completed the survey

Statistical analyses

Descriptive statistics were conducted to examine the distribution of our sample.
Then, several chi-square tests were computed to ascertain that the 50-50 allocation
of vignettes remained unaffected by GP characteristics. Additionally, these tests
aimed to verify that the allocation process of video vignettes, facilitated by
Qualtrics®, adhered to a random distribution of the GP respondents regardless of
their characteristics. We then assessed the effect of the patients’ migration
background on the GPs’ decisions using logistic regression for categorical variables,
such as diagnosis, and an analysis of variance (ANOVA) for the continuous variables,
such as the symptom severity and the likelihood to prescribe a treatment. Then, for
medical decisions on which the patient’s migration background was found to have
a significant effect (p-Value <0.05), a moderated multiple regression was run to test
two-way interactions statistically by regressing a dependent variable Y (medical
decisions) on the independent variable X (migration background), the moderator
variable Z (individual / interpersonal / organisational factors) and the product
(interaction) term of X and Z (XZ; “migration background” x “factors”). To do so, we
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tested the interaction effect, between migration background/ethnicity and each
factor, on each medical decision. The results of the logistic regression provided
estimates for PTSD diagnosis, while ANOVA analyses yielded estimates for both
symptom severity and the likelihood of prescribing medical and non-medical
treatments. We also conducted a sensitivity analysis for the “frequency of contact
with patients with a migration background” variable.

Finally, we calculated the effect size of the actor’s ethnic background on medical
decisions, using Cohen’s d. A Cohen’s d of 0.2 is considered as a small effect, 0.5 is
a medium effect, and 0.8 is a large one. SAS 9.4 was used to perform all the
statistical analyses.

Ethics consideration and consent statement

On 24 February 2020, the study and its methodology were approved by the Hospital
University Ethics Committee of the Université catholiqgue de Louvain
(2020/06FEV/070) and by the Ethical Committee of the Faculty of Political and
Social Sciences of Ghent University (2020-07: REMEDI (GPs’ “REcommendations to
patients with MEntal health problems and Dlverse migration backgrounds”).
Written informed consent was obtained from all participants.

Results

Table 10 presents the GPs’ characteristics according to the ethnicity of the patient
in the video (means, standard deviation, and the statistical test on the allocation of
the video). The allocation of the video to GPs was not biased towards any GP
characteristics, except for the frequency of contact with patients with a migration
background (F=9.36, p<0.05).

Interestingly, GPs who watched the vignette with the patient with a migration
background reported more frequent contact with patients with a migration
background. We believe that this was due to the salience of the ethnicity of the
actor in the vignette, which worked as a trigger and brought his migration
background to the fore.
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Table 10 Sociodemographic description of the GP respondents according to the
patient ethnicity in the video vignette and statistical test on the random
allocation of the video vignette according to the patient ethnicity, Belgium, n=797

Vignette of the Vignette of the  Statistical
patient without a patient with a test
Respondents’ characteristic migration migration
background background
Mean (SD?) or % Mean (SD) or % F-test or x2
(p-value)
GPs, n (%) 400.0 (50.2) 397.0 (49.8)
Age (range = 24 - 79), years 38.5(14.9) 38.0 (14.7) 0.21 (0.665)
Sex 0.08 (0.77)
Men 36.5 35.5
Women 63.5 64.5
Language 0.02 (0.88)
French-speaker 70.0 69.5
Dutch-speaker 30.0 30.5
GP’s ethnicity 0.10 (0.75)
Without a MB (i.e. Belgian) 73.0 74.8
With a MB (i.e. first or second- 10.8 11.8
generation)
Licence status 2.04 (0.15)
Licensed GPs 52.8 57.4
GPs in training 47.2 42.6
Experience (years) 12.3 (14.2) 11.9 (13.8) 0.15 (0.70)
Working schedule 2.07 (0.56)
Full time 88.3 84.9
Half of normal working hours 3.7 5.3
< Half of normal working hours 0.8 1.0
Other 7.2 8.8
Perceived workload 0.78 (0.38)
Light or normal 48.5 51.6
High 51.5 48.4
Type of practice 2.23(0.13)
(>50% of their working schedule)
Solo 32.5 27.6
Group 67.5 72.4
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Vignette of the Vignette of the  Statistical

patient without a patient with a test
Respondents’ characteristic migration migration
background background
Mean (SD?) or % Mean (SD) or % F-test or x2
(p-value)
0.95 (0.62)
Type of area
Unknown . 0.7
Urban 11.2 12.3
Sub-urban 26.0 28.0
Rural 62.8 59.0
Frequency of contact with patients
with migration background 9.36 (0.002)
(1: never to 5: everyday) 3.4(1.4) 3.7 (1.3)
Hudelson score (5, 35) 21.3(5.1) 20.9 (5.0) 1.02 (0.31)
Cultural competence training 0.10 (0.74)
No 79.8 80.7
Yes 20.2 19.3
The patient exaggerates his distress 23(0.6) 2.2 (0.6) 0.97 (0.32)

(1: not likely at all to 5: very likely)
aSD: Standard deviation.

Table 11 presents the results of medical decisions according to the ethnicity of the
patient in the video vignette. Overall, we found that several medical decisions
differed depending on the ethnicity of the patient in the vignette. We found no
difference in depression diagnosis between the two vignettes (x2=1.05, p=0.31).
We did, however, find that the prevalence of PTSD diagnosis was significantly
higher for patients with a migration background (16% vs. 11% for patients without
a MB, x2=4.46, p<0.05), alongside the diagnosis of depression, even though the two
videos were similar in every way. The effect size of the patient’s ethnicity on the
diagnosis of PTSD was measured at 23.9%, indicating a small effect.

The symptoms severity assessment was quite high in both video vignettes.
However, GPs systematically estimated the symptoms of patients with a migration
background to be less severe than those without a migration background with a
score of 7.79/10 and 7.53/10, respectively (F=7.68, p<0.01), corresponding to an
effect size of 23%.

GP respondents were overall in favour of prescribing a treatment to both patients

in the vignette. However, GPs were more likely to prescribe medical treatment and
to prescribe a combination of medical and non-medical treatment to the patient
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without a migration background (F=4.09, p<0.05 and F=11.55, p<0.01,
respectively). The effect size attributed to the actor’s ethnicity stood at 26%,
suggesting again a small effect of the patient’s ethnicity on these medical decisions.

Table 11 GPs’ diagnostic decisions, treatment, referral recommendations, and
time spent on the vignette

Vignette of the Vignette of the Statistical
patient without a patient with a test
migration migration
background background F-test or x?
Mean (SD?) or % Mean (SD) or % (p-value)
Diagnosis
Depression, % 98.5 97.5 1.05 (0.31)
Anxiety, % 42.3 36.5 2.74 (0.10)
Post-traumatic Stress 11.0 16.1 4.46 (0.04)
Disorder (PTSD), %
Severity of symptoms, /10 7.79 (1.03) 7.53 (1.18) 7.68 (0.006)
Treatment (/4)
Medical 2.95 (0.66) 2.85(0.75) 4.09 (0.04)
Non-medical 3.65 (0.61) 3.71(0.58) 2.29 (0.13)
A combination of both 3.60 (0.60) 3.44 (0.65) 11.55 (<0.001)
Referral (/4)
Likelihood of referral 3.26 (0.69) 3.31(0.68) 0.95 (0.33)

2SD: Standard deviation

Table 12 indicates the results of the multivariate logistic/linear regression analyses
with the effect of individual, interpersonal, and organisational factors on medical
decisions and the effect of those factors on ethnic differences in medical decisions.
We present three medical decisions in Table 12: the diagnosis of PTSD, the
assessment of symptom severity, and the combination of medical and non-medical
treatments.

Regarding the main effect of the individual factors, we found that being older
decreased the likelihood to diagnose PTSD as a comorbidity of depression, but
increased the likelihood to prescribe a combination of medical and non-medical
treatment. Being a woman GP and having followed cultural competence training
decreased the likelihood of being diagnosed with PTSD. At the organisational level,
we found that the heavy perceived workload of GPs decreased the prevalence of
PTSD, while a high workload increased the symptoms severity assessment and of
prescribing a combination of treatments. The results also showed that working in a
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group practice increased the prevalence of PTSD while working in solo practice
increased the likelihood to prescribe a combination of treatments.

At the interpersonal level, GPs who were distrustful of the patient were less likely
to give a diagnosis of PTSD for the patient with a migration background and found
the patient’s symptoms to be less severe.

Regarding the interaction effects of these factors and ethnic background on
medical decisions, we found that older and busy GPs and GPs with lower trust
towards patients were more likely to give a diagnosis of PTSD for the patient with
a migration background than for the patient without a migration background. Older
GPs and ethnically discordant GPs were keener to prescribe a combination of
medical and non-medical treatments to patient with a migration background. No
significant moderation effect was found on the assessment of symptom severity
according to the ethnicity of the patient.

The models were not controlled for the “frequency of contact with migrant
patients” variable because we attributed the significant association with the
vignette to a methodology bias and the salience of the actor ethnicity. When,
however, models were controlled for this variable (results not presented) in a
sensitivity analysis (alternative model specification), we observed that the main
effect of the “type of practice” variable became non-significant in the diagnosis of
PTSD. We also observed that the main effect of heavy perceived workload had
become non-significant in treatment prescription.

Table 12 The effect of GPs’ individual, interpersonal, and organisational factors
on ethnic differences in mental health diagnosis, treatment, and referral
recommendations, estimated coefficient from an ANOVA

A combination of

Diagnosis of PTSD Severity of
both treatments
(%Yes)® symptoms (/10) b
(/4)
Covariates B¢ Closs B Clos% B Closs

Main effect

Age (10 years)d -0.05** (-0.09,-0.02)  0.09 (-0.03,0.21)  0.04***  (-0.00, 0.08)
Women (ref=Men) 0.74*  (0.01,1.48) -0.13  (-0.39,0.14) 0.02 (-0.12, 0.15)
GP’s ethnicity -0.63  (-1.60,0.35)  0.21 (-0.19,0.62)  -0.04 (-0.24, 0.17)
(ref=Without a MB)

Perceived heavy -0.81* (-1.46,-0.14) 0.12*  (-0.45,0.39)  0.12** (-0.01, 0.24)

workload (ref=Light)
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A combination of

Diagnosis of PTSD Severity of
both treatments
(%Yes)® symptoms (/10)
(/4)°
Covariates B¢ Closy B Closy B Clos%

Group practice 0.99*  (0.16, 1.84) -0.08  (-0.34,0.19) -0.13* (-0.26, 0.01)
(ref=Solo)
Frequency of contact 0.24 (-0.12, 0.60) 0.02 (-0.12, 0.16) -0.07***  (-0.14, -0.00)
with patients with a
MBe
Hudelson score (5-35) 0.01 (-0.05,0.07)  0.01 (-0.02,0.03)  -0.00 (-0.02, 0.01)
Cultural competence 0.95** (0.27, 1.62) -0.43 (-0.86,-0.00) -0.38***  (-0.55,-0.20)
training (ref=No)
The patient -0.83** (-1.43,-0.24) -0.19** (-0.40,0.03) 0.10 (-0.02, 0.22)
exaggerates his
distressf
Interaction between
patient with a MB
(ref=without a MB)
and:
Age (10 years)d 0.04*  (0.00,0.08)  0.09 (-0.03,0.21)  0.06* (-0.00, 0.12)
Women (ref=Men) -0.43  (-1.37,051) 0.11 (-0.27,0.49)  0.02 (-0.17,0.21)
GP’s ethnicity -0.53  (-2.28,1.23) -0.26  (-0.08,0.28)  0.38* (0.08, 0.66)
(ref=Without a MB)
Perceived heavy 0.88* (0.04, 1.73) 0.22 (-0.16, 0.59) 0.04 (-0.14, 0.22)
workload (ref=Light)
Group practice -028 (-1.39,0.82) 0.046 (-0.34,0.43) -0.01 (-0.21, 0.19)
(ref=Solo)
Frequency of contact 0.06 (-0.43, 0.56) -0.09 (-0.29, 0.11) -0.05 (-0.15, 0.08)
with patients with a
MBe
Hudelson score -0.03  (-0.11,0.05) -0.03  (-0.06,0.001) 0.01 (-0.01, 0.03)
Cultural competence 0.07 (-0.83, 0.97) 0.38 (-0.27, 1.04) -0.00 (-0.26, 0.25)
training (ref=No)
The patient 4.15** (0.40,1.90)  -0.11  (-0.42,0.20)  -0.09 (-0.27, 0.09)

exaggerates his
distressf

2: These estimated coefficients come from a logistic regression, while the other come from
an ANOVA. ®: 4-point Likert scale from 1: not at all likely to 4: very likely. ©: bold
coefficients have a significant p Value; * means p Value < 0.05; ** means p Value < 0.01;
*** means p Value < 0.001. ¢: Odds ratio associated with a 10-year increase in age. ©:
1=less than monthly to 3=at least every week. f: 1=not likely at all to 5=extremely likely.
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Discussion
Key findings

This research aimed to identify individual, interpersonal, and organisational factors
that moderate ethnic differences in GPs’ diagnosis, treatment, and referral
regarding of patients with mental health problems. We hypothesised that less
trusting GPs with a heavier workload who more frequently placed the responsibility
to adapt care to diversity on the patient with a migration background would make
more unfavourable medical decisions affecting patients with a migration
background. We also hypothesised that ethnically concordant GPs would make
more favourable medical decisions affecting patients with a migration background.

This experimental study found evidence of ethnic differences in mental health care.
The results showed that the patient with a migration background was more often
diagnosed with PTSD, that GPs found that patient’s mental iliness to be less severe
and that GPs prescribed a combination of psychotherapy and medication less often
for the patient with a migration background. Overall, we found a few variables that
were associated with differences in medical decisions affecting a patient from a
different ethnic background.

Older GPs were keener to diagnose the patient with a migration background with
PTSD (as a comorbidity of depression) and were also more likely to prescribe a
combination of medical and non-medical treatment to that patient. GPs who had a
migration background were more likely to prescribe medical and non-medical
treatment for patient with a migration background. Another interesting finding was
that a high perceived workload and lower trust in the patient significantly increased
the likelihood of GPs diagnosing the migration-background patient with PTSD. The
results of this study did not, however, reveal any moderating factors associated
with the symptom severity assessment for the patient with a migration
background.

Despite the small effects size, the main findings corroborate those of previous
studies, showing that there is a clear effect between ethnicity and medical decisions
in mental health (80, 123, 489, 492, 493). Most of these studies have evidenced
provider bias in mental health care but few of them have explained why and how
that bias arises. Our study attempted to explain that bias and found that the
provider’s perceived workload and trust in the patient had a strong effect,
especially on PTSD diagnosis for the patient with a migration background.
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Individual, interpersonal, and organisational factors

This paper investigated three groups of factors: who the GP is, their dyadic
relationship with the patient, and how they are organized. Among the individual
factors, we found that age and ethnic concordance had a significant effect on ethnic
differences in medical decisions. As shown elsewhere, GPs’ age and their
experience have an impact on their beliefs and therefore on their decisions (493).

In our study, older GPs were slightly more likely to be influenced by their cognitive
shortcuts and to associate the patient's migration background with a diagnosis of
PTSD as a comorbidity of depression. Younger GPs may be more sensitive to
diversity and aware of their cognitive shortcuts; they are less likely to associate
PTSD with a migration background (263). It is also possible that older GPs encounter
more patients with a migration background with PTSD in their consultations. They
might, therefore, automatically associate such patients with a higher prevalence of
PTSD, as has been shown in a previous systematic review and meta-analysis (55).
This mirrors other research that examined the impact of the provider’s unconscious
ethnic biases on the formulation of a differential diagnosis (494). Taken together,
these findings resonate with the broader concept of discrimination in mental
healthcare. The automatic linkage between migration background and specific
diagnoses, such as PTSD in this study, aligns with the larger body of research that
highlights how preconceived notions, whether conscious or unconscious, can
significantly shape medical interactions and outcomes (168, 180, 291). The
potential influence of these biases underscores the imperative for continued efforts
to address disparities in healthcare and tackle discriminatory practices
perpetuating unequal treatment (151, 174).

Regarding the interpersonal factors, the level of trust expressed by GP respondents
towards the patient did not exhibit variations based on the patient’s ethnicity.
However, this trust factor did play a role in elucidating the ethnic disparities in
medical decision-making. This result was in line with those of Moskowitz et al.
(357), who underscored the significance of interpersonal trust between primary
care providers and patients in clinical consultations and subsequent medical
decisions (357).

The evident ethnic variation in diagnoses might be related to the disease prestige
hierarchy that GPs associate with mental illnesses. This phenomenon, discussed by
Album and colleagues (495), underscores how the perceived prestige of various
diseases can shape healthcare providers’ attitudes. Depressive disorders, in
particular, tend to occupy a lower position on the scale of disease prestige. This
ranking places depressive disorders among the four-lowest-rated conditions,
alongside fibromyalgia, anxiety disorders, and hepatocirrhosis (495). Furthermore,
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people with mental health problems often encounter stigmatisation from
healthcare professionals, leading to double jeopardy for those with a migration
background, as noted by previous studies (438, 479, 480).

In light of these cumulative insights, it becomes apparent that concerted efforts
and interventions are required to cultivate trust between GPs and patients with a
migration background having a mental health disorder. We believe that delving into
the qualitative aspect could yield a deeper understanding of GPs’ discourse and
relationship with patients, particularly those dealing with depression and who are
from diverse migration backgrounds. Factors such as culture, language, and non-
verbal cues and attitudes, not captured within the scope of our experimental
survey, may significantly influence the GP-patient relationship (496).

At the organisational level, GPs with a heavier workload were less likely to diagnose
the patient with a migration background with PTSD than the other patients. It can
therefore be assumed that a heavier workload is partly responsible for the
unintentional bias. Implicit bias may cause subtle changes in healthcare providers’
behaviour, such as less frequent eye contact, shortened consultation times, or a
lower likelihood of referral (283). Furthermore, it has been shown that some
conscious strategies designed to reduce implicit bias activation are less effective in
situations of high cognitive load (283). This is consistent with a systematic review
which concluded that a balanced workload for GPs is an important prerequisite for
establishing a beneficial relationship with patients, and thus making less
discriminatory decisions (403). Finally, we believe that ethnically discriminatory
practice is a dysfunctional way of coping with stress and that organisational
measures should be taken to reduce GP workloads.

Strengths and limitations

The strength of this study is that it analyses differences in medical decisions using
an experimental design that suppresses the confounding factors involving
differences in patients' health status. That experimental design standardises
symptom presentation differing socioeconomic status, and insurance, to focus on
GP decision-making (376). We were able to control for differences in GPs’
perceptions of PTSD diagnosis, in their assessment of symptom severity, and the
prescribed treatment, according to the ethnicity of the patient.

One limitation of this study is the sample composition as it was mainly composed
of young women working in group practices in rural areas. As a result, the
magnitude of ethnic differences may have been underestimated as older male GPs
are more prone to discriminatory practices. Further data collection might be
required to include more “average 53-year-old GP” respondents working in a solo
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practice, who make up the majority of general practitioners in Belgium (497). This
selection bias, previously identified in a meta-analysis, underscores the tendency
of trainees (e.g. younger GPs) to exhibit higher response rates compared to their
non-trainee counterparts (e.g. older GPs), probably due to the greater accessibility
of the internet for engaging online surveys (498). Consequently, our study has
exhibited an inclination towards younger GPs, potentially leading to an
underrepresentation of the broader demographic of older GPs constituting
Belgium’s medical landscape.

Our modest response rates (13%) align with the results of a prior study on
physicians which ranged from 10 to 13% (499). The higher proportion of female
respondents within our sample may have contributed to an underestimation of the
observed ethnic disparities. A study has shown that male trainee GPs tend to exhibit
more explicit ethnic biases towards individuals with a migration background
compared to their female counterparts (473). Throughout the phase of data
collection, certain GPs declined participation in the survey, citing reasons such as
perceived irrelevance of the mental health topic or time constraints. This mirrors
findings documented elsewhere (499) and offers valuable insights into its non-
response to the survey. Theory suggests that older male GPs might harbour latent
ethnic biases to a greater extent than their younger female counterparts towards
patients with a migration background. However, our study does not allow
conclusive determination in this regard. GPs who agreed to participate in our study
potentially held predispositions towards these issues and might have displayed a
heightened inclination towards mental health care compared to those who did not
respond. This consideration underscores the necessity for replication of our study.

Another limitation is that we used staged video vignettes and an online survey to
assess the GPs’ management of migrant patients. The experimental design
removed, or at least neutralised, the patient’s context: his/her life story, frequency
of eye contact with the GP, physical proximity, etc., as well as the GP-patient
relationship, which constitutes a key element of mental health care in GPs’
everyday practice (259). Previous studies have demonstrated, however, that the
use of video vignettes rather than written vignettes may increase the accuracy of
the probability estimates made by GPs (500).
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Conclusion

This study expands our knowledge of the individual, interpersonal, and
organisational factors that moderate ethnic differences in GPs' medical decisions
relating to mental health disorders. This experiment identified explanatory factors
of ethnic inequalities in mental health care: the GP’s workload and their level of
trust in patients with a migration background. While previous studies have focused
on patients’ trust in GPs, this research can serve as a foundation for future
interventions and studies aimed at improving GPs’ trust in their patients with a
migration background. Further research is also needed to identify which factors
influence ethnic differences in GPs’ assessment of symptom severity and treatment
prescription.

Finally, we believe that this work contributes to a more complete understanding of
the effect of GPs’ trust in their patients and of heavy workloads on medical
decisions, especially regarding PTSD diagnosis. Future research should investigate
the role of GPs’ trust and workload in more depth in order to develop an
intervention to improve the quality of care for patients with a migration
background and reduce ethnic disparities in mental health care.
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Abstract
Purpose

Populations with migration background have a higher prevalence of mental health
problems compared to their native counterparts. They are also more likely to have
unmet medical needs and are less frequently referred to mental health services.
One potential explanation is that physicians, such as general practitioners (GPs),
may unintentionally discriminate against migrant patients, particularly when they
lack of humanization. To date, no experimental study has investigated this
hypothesis. This paper assesses the influence of humanization on GPs’
discriminatory decisions regarding migrant patients with depression.

Methods

A balanced 2X2 factorial experiment was carried out with Belgian GPs (N = 797) who
received video vignettes depicting either a native patient or a migrant patient with
depression. Half of the respondents were exposed to an intervention humanizing
the patient by providing more details about the patient’s life story. Decision related
to diagnosis, treatment and referral decisions were collected, as well the time spent
on each vignette, and were analysed with ANOVA.

Results Migrant patients’ symptoms were judged less severe than those of the
native patients (F = 7.71, p < 0.05). For almost all treatments, the decision was less
favourable for the migrant patient. Nevertheless, humanization had little effect on
these medical decisions. We observed that GPs spent significantly more time on the
vignette with the humanization intervention, especially for the migrant patient.

Conclusions
The results indicate that ethnic difference in the management of depression persist
in primary care. Humanization, however does not mitigate those differences in

medical decisions.

Keywords

Migrant, mental health, depression, general practitioners, humanization,
experimental design
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Introduction

In Europe, populations with a migration background are at greater risk of mental
health problems than native populations, especially depression, post-traumatic
stress disorder (PTSD), and anxiety (97, 106, 501). Access to appropriate treatment
and referral to relevant mental health services have been shown to be limited for
migrants (154, 439, 502).

Migrant populations experience discrimination more frequently, which constitutes
an additional mental health risk factor (96, 97). Although mental health problems
are often identified by primary healthcare services, some studies, however, have
shown that general practitioners’ (GPs’) therapeutic decisions regarding patients
with a migration background are suboptimal: breakdowns in communication and in
the relationship between a migrant patient and a GP can be a frequent source of
misunderstanding, the time devoted to a consultation is often shorter for migrants,
and GPs’ diagnostic, treatment and referral decisions are sometimes biased by their
behaviours and beliefs of migrant patients (168, 348, 503).

GPs’ beliefs can lead to unintentional discrimination (i.e. unjustifiable differential
treatment) against migrant patients with mental health problems. GPs’ decisions
are sometimes based on situational context, level of prejudice, cognitive busyness,
training, time pressure, implicit/explicit ethnic biases, and their experience of
intercultural contact (168, 478, 504). Poor humanization in care may strengthen
these biases. Humanization of care combines the patient-centred care approach
and the person-focused care approach (403). Humanization includes consideration
for the patient’s life story and a holistic approach (more related to the person-
focused care approach), as well as empathy, patience, fair-mindedness, equity,
active listening, respect for patient’s dignity, uniqueness, and humanity (more
related to the patient-centred care approach) (403).

To date, humanization in healthcare has received little attention in clinical practice
and research. Recently, however, several authors have concluded that more
research is needed on the humanization of care by health providers such as GPs
and on its impact on their medical decisions (402, 403). This paper hypothesizes
that humanization of care could reduce the risk of unfavourable decisions and
reduce unintentional discrimination towards migrant patients with depression.
More specifically, by looking at the role of “humanization”, this paper examines a
potential explanation for the existence of differences in mental healthcare between
patients with a migration background and those without.
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To the best of our knowledge, no experimental studies have investigated the effect
of humanization on inequalities in the diagnosis and treatment of depression
between patients with a migration background and those without. We carried out
an experimental study using two staged videos showing a simulation of a GP
consulting either a depressed native European patient or a depressed migrant
patient. By surveying respondent GPs, we intended to investigate whether GPs
treat depressed migrant patients differently to their native counterparts. To do so,
we assessed two dimensions of humanization. First, by supplementing videos with
life-story text for some GPs, we were able to determine, whether GPs’ decisions
reflected attentiveness to their patients’ needs, preferences and life context.
Secondly, based on the time respondents devoted to the video and text, we were
able to determine, as a proxy of patience, whether, the GPs in the experimental
group considered the life story and whether this time differed according to the
ethnicity of the patient in the video.

Methods
Design

A balanced 2X2 factorial experiment combining migration background and
humanization was carried out. Belgian GP respondents were randomly assigned
one of the two videos, one of which depicted either a depressed (based on DSM-5
criteria) native patient and one of which depicted a depressed migrant patient.
Within those two groups (native patient vs migrant patient), half of the GP
respondents received a written text with information about the patient’s life story
in order to trigger humanization (see Figure 14). Hereafter the term “video-
vignette” will be used to refer to the video and the text together. The videos and
the written introduction are available in Appendix 5. The migration background of
the patient was not mentioned, but the actors were typecast for their “Belgian” and
“Moroccan” roots, respectively, to elicit implicit ethnic and racial bias and
unconscious beliefs.

We created four different life-story texts to be presented to the GPs randomly
selected for humanization intervention (see Appendix 7). Each GP in the
humanization-intervention, “life-story”, group was presented with one of these
four texts. The first life-story text introduced the patient by name and included
several details about the patient’s family composition, where he lived, and his
employment status. The second text provided information about the patient’s
needs and treatment preferences. The third text included details of the patient’s
job loss. Finally, the fourth consisted of information about the patient’s marital
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separation. We used four different life-story information in order to avoid the
attribution of a changing in medical decisions to one specific information but we
wanted to test the effect of life-story information on the whole on medical
decisions.

Figure 14 Balanced 2X2 factorial experimental design and dependent variables

—_—

Without life story Dependent variables:

Native patient N=199
video-vignette ﬁ
ith life sto - Di i
N=400 1 sl ;V Diagnosis
frext1, 2 3ord) - Assessment of symptom severity
N=201

GP respondents
N=797

— - Treatment

Without life story Referral

- - N=207
M_lgrant_pat\tt_%tnt - Time devoted to the vignette
video-vignette With life story
N=397 (text1,2,30r4)
N=190

The video-vignettes were similar in every respect, except for the patient’s migration
status and the humanization intervention in the written introduction accompanying
the video. Within the written introduction, some information about the patient was
provided for all vignettes. It was stated that the video simulated a conversation
between a GP and a patient who had come for a second consultation due to a
persistent headache. Practical details of the methodology are provided in
Appendix 8.

Population

We chose to recruit Belgian GPs. Belgium is an interesting case study because firstly,
it is a country with a long history of immigration and secondly, there is a higher
prevalence of depression among migrants, especially those from Morocco, and this
difference is more significant in Belgium than in other European countries (96, 97).
The study was carried out with licensed and trainee GPs practising in two of the
three Belgian regions: Brussels and Wallonia. Between April and July 2021, we
contacted 6,112 of the 8,588 registered GPs in Wallonia and Brussels by phone. Out
of these, we were able to reach 2,288 GPs. Among them, 823 GPs were considered
as “Not concerned” because they were no longer practising general medicine; we
obtained informed consent from 964 GPs, a response rate of 13%. Incomplete
questionnaires and questionnaires with scored-out answers were deleted, leaving
a final sample of 797 completed questionnaires (Dutch-speaking trainee GPs are
included in the final sample). Figure 15 shows a flow chart of the participants in the
study.
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We also shared the link to the survey in general medicine newsletters and by email
with the help of several general medicine associations and other Belgian
authorities'®, and with Dutch-speaking trainee GPs from Flanders.

Figure 15 Flow chart showing participation in the sample process

8588 GPs and GPs in training
in Brussels and Wallonia in 2020
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Independent variables

This paper focuses on two dimensions of humanization: the GP’s consideration for
the patient’s life story and the time that the GP devoted to watching and reading

'8 FAMGB (Fédération des Associations des Médecins Généralistes de Bruxelles), Fedasil,
SSMG (Société Scientifique de Médecine Générale), FMM (Fédération des Maisons
Médicales), ABSyM/BVAs (Association Belge des Syndicats Médicaux/Belgische vereniging
van Artsensyndicaten), BHAK (Brusselse Huisartsen Kring), Huis voor Gezondheid Brussel,
ICHO (Interuniversitair Samenwerkingsverband HuisartsenOpleiding ), HOP (HAIO Overleg
Platform), groups for GPs in training on social media, and several medical universities in all
three Belgian regions.
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the video-vignette, as a proxy of patience. Those two variables constituted our
independent variables. We also surveyed GPs’ sociodemographic characteristics,
practice, work schedule, and workload, among other factors.

Dependent variables

To assess the effect of the humanization and any subsequent difference in GPs’
management of depression in migrant patients, we used four main dependent
variables as outcomes: diagnosis, assessment of symptom severity, treatment, and
referral.

Diagnosis, assessment of symptom severity, treatment, and referral

After watching one of the four randomly assigned video-vignettes, respondents
filled out an online questionnaire (hosted in Qualtrics®) about potential diagnoses,
assessment of symptom severity, treatments, and referrals for their patient. For the
diagnosis, respondents had to choose from a list of seven diagnoses of mental
health disorders and could tick up to three different diagnoses. We analysed the
diagnosis of depression, anxiety, and PTSD. The GPs then scored, on a scale from
zero to ten, the severity of the symptoms staged in the video.

For the treatments, we employed a 4-point Likert scale ranging from very unlikely
to very likely. First, we asked them what type of treatment they would prescribe,
providing three different options: non-medical treatment, medical treatment, or a
combination of both. Then, we asked those who had prescribed medical treatment
or a combination of both if they would prescribe benzodiazepines (i.e. hypnotics,
sedatives, and anxiolytics), because literature shows that GPs prescribe drugs more
often to ethnic minority patients (168). Finally, we surveyed how likely the GP
respondents were to refer the patient, also using the 4-point Likert scale.

Time devoted to the vignette

We measured the time GPs spent reading the introduction and watching the video,
using metadata recorded by Qualtrics. The aim of this assessment was to see how
the time GPs devoted to the patient differed depending on the ethnicity of the
patient in the video and on whether the life-story intervention had been provided
or not.
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Data analyses

Characteristics of the study population

First, we calculated descriptive statistics. We looked at the sociodemographic
distribution of our GP respondents according to sex, age, language, license status,
experience, work schedule, workload, type of practice, and the type of area where
they practise. Then, we ran several chi-square tests and carried out an analysis of
variance using those sociodemographic characteristics to make sure that the
allocation of the experimental conditions (migration status and life story) was not
affected by selection bias. Table 13 in the results section presents a description of
our final sample and the results of the chi-square tests and the analysis of variance.

Diagnosis, assessment of symptom severity, treatment, and referral

Secondly, we performed a two-way analysis of variance (ANOVA), which allowed us
to gain an understanding of the effects that the two independent variables
(migration status and life-story intervention) had on the dependent variables
(diagnosis, assessment of symptom severity, treatment, and referral of the patient).
We also assessed the interaction effect of the two independent variables on the
dependent variables. Then, we computed a multivariate analysis of variance
(MANOVA) including all dependent variables at once.

Time devoted to the video-vignette

To assess a proxy of GPs’ patience, we analysed whether the time spent on the
video-vignettes differed according to the life-story intervention and migration
status, using an ANOVA. To do so, we used the difference between the actual
average time GPs spent on a video-vignette and the average time expected to be
spent on it. This difference was tested with an F-test for each experimental
condition. A negative difference meant that GPs spent less time than was, on
average, necessary. A positive difference meant the opposite.

All the statistical analyses were performed using SAS 9.4.
Ethical statement

The study and its methodology were approved by the Ethics Committee of the
Université Catholique de Louvain (2020/06FEV/070) and by the Ethical Committee
of the Faculty of Political and Social Sciences of Ghent University (2020-07: REMEDI
(GPs" “REcommendations to patients with MEntal health problems and Dlverse
migration backgrounds”). At the beginning of the online survey, each GP was
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informed about the general objective of the research, including the funding of the
research project, and informed consent to participate was requested.

Results
Characteristics of the study population

Table 13 presents the descriptive results of our GP respondents. Women
represented 63% of our sample, and the mean age of respondents was 38.2 years
(£ 14.8). Almost 70% of the GP respondents were French-speakers. More than 86%
of the respondents worked full-time and half of the sample perceived their
workload to be heavy. Among the respondents 66.5% worked in a group practice,
while 29.5% worked mainly in a solo practice. Only 11.8% of our sample worked in
an urban area, defined as having more than 75,000 inhabitants; the majority of the
GP respondents worked in a rural area (<10,000 inhabitants). According to the chi-
square and the F-tests performed on the sociodemographic variables regarding the
random allocation of the vignette, we did not find any selection bias in the
randomization of our independent variables (migration status and life-story
intervention).

Table 13 Sociodemographic distribution of general practitioner respondents, Belgium
2021 (n=797) and statistical tests on the allocation of one of the four video vignettes

Test statistic®

Covariates: % or mean (SD?) (pvalue)
Sex 0.48* (0.92)
Male 37.0
Female 63.0
Age (years) 38.2 (14.8) 0.35** (0.56)
Language 0.22* (0.98)
French-speaking 69.8
Dutch-speaking 30.2
License status 4.45%* (0.22)
Licensed GP 55.1
GP in training 44.9
Experience (years) 12.1 (14.0) 0.11** (0.74)
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Covariates:

% or mean (SD?)

Test statistic®
(pvalue)

Working schedule

Full-time

Half of normal working hours
< Half of normal working hours
Other

Workload

Light
Normal
High

Type of practice
(>50% of their working schedule)

Unknown
Solo
Group
Other

Type of area

Unknown
Urban
Sub-urban

Rural

Vignette

Native patient without life story

Migrant patient without life story

Native patient with life story

Migrant patient with life story

86.6
4.5
0.9
8.0

9.9
40.1
50.0

2.5
29.5
66.5

1.5

0.2
11.8
27.0
61.0

25.0
26.0
25.2
23.8

15.19* (0.09)

9.21* (0.16)

9.93* (0.13)

1.43* (0.96)

NA®

2SD: Standard Deviation. ? Statistical test was performed on the GPs’ characteristics to check
their distribution in the allocation of one of four video vignettes: " indicates the results of a
chi-square test and *"indicates the results of an analysis of variance. °NA: Not Applicable.



Diagnosis, assessment of symptom severity, treatment, and referral

The results of the two-way ANOVA and the MANOVA for diagnosis, assessment of
symptom severity, treatment, and referral are presented in Table 14. No significant
differences by migration background or life-story intervention were found for the
diagnosis of depression. By contrast, for the native patient, anxiety was more often
diagnosed by GPs who had not been exposed to the life story than by those who
had been exposed to it (OR = 1.63 ICss% 1.10;2.40, result not presented in the table).
GPs diagnosed Post-traumatic Stress Disorder (PTSD) more often in the migrant
patient and more so in the non-life story group. The assessment of symptom
severity was lower for the migrant patient (F = 7.71, p < 0.05), with or without the
life story.

For almost all treatments, the decision was less favourable for the migrant patient
than the native patient. The prescription of medication was more likely with the
native patient than with the migrant patient (F = 4.46 p < 0.05). This result is in line
with the observation that GPs were more likely to prescribe benzodiazepines to the
native patient than to the migrant patient. This result persisted when controlling
for the assessed severity of the symptoms (F =9.94, p < 0.001, result not presented
in the table). We did not find significant differences in the prescription of non-
medical treatments (F = 2.32, p = 0.13).

GPs from the life-story group referred the migrant patient less frequently than GPs
from the non-life-story group. We found the opposite for the native patient: there
were more referrals from the life-story group than from the non-life-story group (F
=4.78, p =0.03).

Multivariate analysis of variance (MANOVA) indicates that migration status had a
significant effect on all dependent variables together (F = 4.26, p < 0.01) but that
the life story did not (F =0.45, p = 0.91).

The interaction effect was not significant (p = 0.16). The effect of the life story on
the medical decision did not, therefore, differ according to the migration status of
the patient.
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Table 14 Results of the two-way ANOVA and MANOVA for diagnosis, treatment, and referral

Without life Story

With life Story

Chi-square Chi-square Chi-square
Native Migrant Native Migrant o(rpfl-avlil:)e o(;fl-avlzl:)e or F-I\\l;il;;:z)\:,alue)
Mean? (SE) Mean (SE) Mean (SE)  Mean (SE) Migration Life story  background*Life story
background
Diagnosis®
Depression (%) 99 (0.01) 98(0.01) 98 (0.01) 98 (0.01) 1.06 (0.30) 1.24(0.27) 0.80 (0.37)
Anxiety (%) 48(0.03) 37(0.03) 35(0.03)  33(0.03) 2.88(0.09)  5.20(0.02) 1.59 (0.21)
Post-Traumatic Stress Disorder (%) 9(0.02) 19(0.02) 13(0.02)  14(0.02) 4.55(0.03)  0.13(0.72) 3.97 (0.05)
Assessment of symptom severity (/10)  7.68 (0.10) 7.45(0.10) 7.81(0.10) 7.49(0.10) 7.71(0.01) 1.16 (0.28) 0.33(0.57)
Treatment¢
Medical treatment 2.97(0.05) 2.85(0.05) 2.91(0.05) 2.77(0.05) 4.46(0.04)  1.41(0.23) 0.14 (0.71)
Non-medical treatment 3.67(0.04) 3.74(0.04) 3.64(0.04) 3.71(0.04)  2.32(0.13)  0.58(0.45) 0.01(0.93)
Combination of both 3.60(0.04) 3.43(0.04) 3.57(0.04) 3.39(0.05) 12.2(<0.001) 0.43(0.51) 0.13(0.72)
Benzodiazepines (i.e. hypnotics,
sedatives, and anxiolytics) 2.06 (0.06) 1.78(0.06) 1.93(0.06) 1.77(0.06) 8.79(<0.001) 1.37(0.24) 0.55 (0.46)
Referral
Likelihood of referral 3.20(0.05) 3.35(0.05) 3.32(0.05) 3.26(0.05) 0.96(0.33)  0.12(0.73) 4.78 (0.03)
MANOVA¢ - - - - 4.26 (<0.001)  0.45 (0.91) 1.46 (0.16)

Results in bold are significant i.e. have a p-value < 0.05. 2Means, SE (Standard Error), Chi-square, and F-value are adjusted for the GPs’ training.
bRespondents could choose up to three diagnoses from seven (schizophrenia, bipolar disorder, depression, anxiety, PTSD, obsessive-
compulsive disorder, symptomatic and related disorders, and sleep disorders). We have only presented the results for diagnosis of depression,
anxiety, and PTSD. Symptom severity was assessed on a scale from zero to 10. ¢Treatment and referral variables were assessed on a 4-point
Likert scale from 1: not at all likely to 4: very likely. YMANOVA means multivariate analysis of variance.
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Time devoted to the video-vignette

Table 15 shows the results for the difference between the actual time GPs spent on
the video-vignette and the time expected to be spent on the video-vignette.
Overall, GPs took less time than expected on the four video-vignettes, as the
difference was negative. The difference ranged from -1.76 minutes (+ 0.10) for the
native patient video-vignette with life story to -0.81 minutes (+ 0.08) for the native
patient video-vignette without life story. The amount of time GPs devoted to the
video-vignette did not differ according to the migration status of the patient (F =
0.35, p =0.56).

GPs who had been exposed to the life story spent significantly more time on the
video-vignette (F = 83.43, p < 0.0001), especially for the migrant patient, where the
difference was higher than for the native patient video-vignette, -1.56 minutes *
0.10 and -1.76 minutes * 0.10 respectively.

Table 15 Difference between the actual time (in minutes) devoted to watch the
video and read the introduction by GPs and the expected time required to it

Without life  With life story

story
Native Migrant Native Migrant F (Pvalue) F (pvalue) F (pvalue)
Mean? Mean Mean Mean Migration Life story Migration
(SE) (SE) (SE) (SE) background background*Life story

Actual timing

devoted for each 3.33 3.58 3.53 3.79
video vignette (0.08) (0.07) (0.10) (0.10)
(minutes)

Expected timing
for each video 4.14 4.49 5.30 5.35 / / /

vigette® (minutes| (0.00) (0.00) (0.00) (0.00)

Difference
between the
actual time (in
minutes) and the
expected time GPs
spent on the video
vignette

-0.81 -091 -1.76 -1.56 83.43

(0.08) (0.07) (0.10) (0.10) 3 (0.56) (<0.0001) 3.06 (0.08)

2Means, SE (Standard Error) and F-value are adjusted for the GPs’ training. *To calculate
this average, we added the time of the video to the time needed to read the introduction
using a text-to-minutes converter.
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Discussion

In our experiment, we found pervasive differences in the diagnosis, assessment of
symptom severity, treatment, and referral to mental healthcare services of migrant
patients. We therefore conclude that there is a significant association between
migration status and medical decisions. These differences are consistent with
previous studies that also found that medical decisions were affected by a patient’s
ethnic background (168, 505). Indeed, providers’ biases have already led to the
unsafe undertreatment of migrant patients (505). Previous studies have shown that
there is a higher prevalence of perceived discrimination among migrant patients,
who are also more likely to report communication problems due to their ethnicity
(505, 506). Patient-provider relationship is one of the main components of patient-
centred care and, therefore, of humanization. Regarding our second main finding,
unintentional discrimination was rarely reduced by exposure to the patient’s life
story, one of the dimensions of humanization. Contrary to our original hypothesis,
this result was not consistent with the results of previous studies, which found that
more humanized care had a positive influence on several aspects of care such as
perceived quality of care, positive health outcomes, and treatment adherence
(507).

Diagnosis, assessment of symptom severity, treatment, and referral

Our findings on the higher frequency of PTSD in migrant patient match those
observed in earlier epidemiological studies (76, 105, 106). This could be attributed
to the fact that migrants are more exposed to external causes of distress and to
disadvantage and discrimination in relation to different social opportunities. When
primed with their patient’s life story, however, GPs were less keen to diagnose PTSD
in migrant patients. One possible reason for this is that humanization removes the
diagnostic shortcut whereby migration is associated with PTSD. Previous studies
have found that the main cause of PTSD is great psychological distance from a
traumatic event that has become central to a person’s life story (508). Interestingly,
we also found in the literature that PTSD risk factors differ considerably between
cultures and countries (88). It is therefore essential that future studies consider the
different migration backgrounds and life contexts of patients in relation to PTSD
diagnosis.

The lower severity of symptoms attributed to the migrant patient is in line with the
findings of a recent study, which are also consistent with those of an experimental
study in which physicians concluded that North-African patients were less likely to
overreport their symptoms than Western-European patients (419, 492). Potential
explanations for this result may also be related to GPs’ racial prejudice, their
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dehumanization of migrant patients, a lack of empathy, or even an assumption that
Black patients feel less pain than White patients (509).

GPs were less likely to prescribe drug treatment or a combination of drug and non-
drug treatments to the migrant patient than to the native one but, there was no
difference in non-drug treatment. An important finding of this study was that the
assessment of symptom severity did not explain the lower likelihood of prescribing
drug treatment to the migrant patient because when we controlled the result with
this assessment, the result remained unchanged. Previous studies, however, have
shown that (unintentional) discrimination was positively associated with severity of
mental health problems and negatively associated with therapeutic adherence
(510). We think, therefore, that there is a need to make GPs aware that their
unconscious underassessment of the severity of migrants’ symptoms may lead to
undertreatment, especially for their migrant patients.

GPs prescribed benzodiazepines significantly less often to migrant patients than to
native patients. This finding differs from those of a previous epidemiological study
on benzodiazepine prescription, which found that migrants from North Africa were
more likely to purchase benzodiazepines than the native Finnish-born population
(511). That study also found, however, that migrants were also more likely to
interrupt their treatment before the end of the six-month period recommended in
guidelines on depression (511, 512). It is possible that GPs presume that the
patients will not comply with or purchase their prescription, and therefore decide
to prescribe them to migrant patients less often. One explanation for our findings
may lie in previous research which shows that GPs consider the prescription of
benzodiazepines a form of empathy (513). The reluctance of GPs to prescribe
benzodiazepines to migrants could reflect a lack of empathy towards patients with
a migration background.

Contrary to our expectations, GPs were less likely to refer the migrant patient for
whom they had been provided with a life story. Qualitative studies might provide
some insight. Non-referral by GPs could be explained by a variety of barriers
encountered by GPs when attempting to refer their migrant patients. GPs may opt
to provide the care themselves because they anticipate that their patients will meet
barriers when seeking mental healthcare elsewhere (514). In the Belgium context,
high waiting time or out-of-pocket payment to access a psychiatrist or a
psychologist may explain why GPs are reluctant to refer vulnerable patients.
In the group without the life story, however, we found that GPs referred the
migrant patient more often than the native patient. A possible explanation for this
is that GPs feel less comfortable treating severe depression in migrant patients due
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to a lack of awareness, stigma, or cultural barriers, as highlighted in the literature
(440).

Time devoted to the video-vignette

Our results show that unintentional discrimination in mental healthcare is only
slightly moderated by humanization. GPs who had been given the life story,
however, spent significantly more time than the controls reading the introduction
and watching the video, especially the one with the migrant patient. There are two
possible interpretations of this. One is that GPs paid more attention to the context
provided by the migrant patient’s life story and humanized him more than the
native patient. The other possible interpretation is that GPs who spent more time
on the migrant patient’s life story may have felt they were under pressure to
diagnose, treat, and refer him in the questionnaire. This possibility is supported by
previous research which has shown that restrictions on the time allocated to a
consultation can lead to dehumanization (403). The negligible effect of
humanization on medical decisions may also be explained by the association
between dehumanization and GPs’ low perceptions of their own stress or burnout
(415). In other words, patient dehumanization can also occur when GPs are under
stress due to overwork.

Strengths and limitations

This study has several strengths. The first is the innovative and original design of
the research. To the best of our knowledge, this is the first experimental study
designed to assess the effect of humanization as a moderating factor of GPs’
decisions regarding mental health problems among patients with and without a
migration background in a European context.

This study has two important limitations. First, the controlled experimental
environment did not replicate the real-life everyday environment of a GP practice.
When the use of vignette methodologies for studying health professionals’
decision-making has been assessed, authors have concluded that they are
generalizable to “real-life” behaviour (500). The controlled design might, however,
lead to a social desirability bias in GPs’ responses, particularly in the highly
contested domain of migration and health, and thus underestimate the magnitude
of actual unintentional discrimination in primary care. Secondly, GPs who received
the life-story intervention could have skipped the information that was provided or
may not have considered that information in addition to the video, thus
jeopardizing the internal validity of the life-story condition. The metadata,
however, did not confirm this. GPs spent longer on the patients when the life-story
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condition was applied. This intervention could be explored using a qualitative
design to further explore the effect of this intervention on GP’s everyday practice
and to investigate how GPs can use humanization of care to reduce their own ethnic
bias.

Conclusion

In conclusion, we found unintentional ethnic discrimination in assessment of
symptom severity, diagnosis, treatment, and referral of mental health problems by
general practitioners. As hypothesized in this paper, however, there is no indication
that a lack of humanization is the main driver of those discriminatory practices.
Nevertheless, we believe that this experiment should be replicated with the
humanization intervention staged in different ways. Finally, GPs should be made
aware of their under-assessment of their under-assessment of the symptom
severity of their patients in order to avoid the under-treatment or mistreatment of
depression, especially in their patients with a migration background.
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Chapter 8 — Discussion

This chapter presents an integrated discussion that summarises and interprets the
primary findings of this thesis. It aims to identify specific elements that may
contribute and explain to the perpetuation of ethnic inequalities in primary mental
health care within the GP consultation while acknowledging the limitations of this
thesis. Some perspectives and implications of the thesis for future research close
the discussion with implications and recommendations for research, practice, and

policy.

8.1. Summary and integrated discussion of the main
findings

This thesis focused on exploring and elucidating potential ethnic disparities in both
the mental health status and access to mental healthcare among migrant and
ethnic minority (MEM) populations residing in Belgium. It also aimed to highlight
unintentional discrimination in primary mental health care and identify factors and
interventions influencing discriminatory practices. To address these objectives,
several studies were conducted and are summarised and discussed below.

Ethnic disparities in mental health status

Over the past few decades, numerous studies conducted in Europe and beyond
have yielded mixed findings regarding mental iliness risk among MEM populations
(80, 86, 112, 133, 148, 440, 515, 516). The initial three chapters of this thesis
presented an overview of these disparities, aiming to define MEM populations,
describe variations in mental health, and identify underlying factors contributing
to these disparities.

Some studies indicated a higher risk of mental illness among MEM groups (78, 79,
120, 501), while others found no significant differences when controlling for other
variables (85, 97, 440). Socioeconomic status (SES) emerged as one of the key
factors influencing the distribution of mental health outcomes, with SES affecting
psychosocial stress levels and, consequently mental health status (72, 198, 517).

The thesis aimed to bridge a significant gap in our understanding of how these
factors evolve over time and influence the mental health risk of MEM groups,
particularly in Belgium. Chapter 4 of this dissertation aimed to compare the mental
health risk of specific MEM groups in Belgium and analysed whether changes in SES
over time correlated with the observed differences in mental illness risk.
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Findings drawn from an analysis of six waves of the Belgian Health Interview Survey
(BHIS) revealed that the risk of mental illness among Moroccan and Turkish
populations did not differ from that of Belgians in each survey wave. However, over
time, the risk increased for these populations, in comparison to that of Belgians.
Non-European migrant groups had a lower risk of mental illness compared to their
Belgian counterparts, and second-generation migrants with mothers born outside
the EU experienced an elevated risk in 2018. These findings aligned with previous
research demonstrating higher mental illness risk among Moroccan and Turkish
populations compared to Belgian populations or individuals from other EU Member
states (109).

While SES partially mitigated the association with mental illness risk among
Moroccan and Turkish backgrounds, as shown previously in Belgium (96, 109),
similar trends were observed in the Netherlands, among Moroccan respondents
(373), in the UK among five ethnic minority groups (Black Caribbean, Indian,
Pakistani, Bangladeshi, Irish) when compared to a White reference group (self-
reported as White British) (276), in Denmark among non-Western immigrants
(518), in Germany (519), and the USA, notably among Black African populations
(115). In our study, it is crucial to acknowledge that ‘ethnicity’ was assessed
heterogeneously, using a variable that combines respondents’ country of birth with
their nationality. However, this method may not accurately reflect the self-reported
ethnicity of participants in the Belgian Health Interview Survey. For example, an
individual born in Morocco but holding Belgian nationality was categorised as of
Moroccan origin, and similarly, someone born in Belgium with Moroccan
nationality was also classified as Moroccan. It is important to consider this
limitation when interpreting the results of this study.

In alignment with our findings, a study that employed the General Health
Questionnaire (GHQ) to assess the prevalence of depressive disorders found that
mental distress was significantly more prevalent among African Caribbean
individuals than among White European individuals (520). A population-based
study across Europe supported our findings by demonstrating higher levels of
depressive symptoms among both first and second-generation immigrants
compared to the native population (97). Although the GHQ-12 is a widely used
screening tool for assessing mental health and identifying individuals at risk of
mental distress, it has certain limitations. Specifically, the GHQ-12 is a general
screening tool and lacks specificity for particular mental health disorders that may
lead to false positives (521), some symptoms may be perceived differently or may
not align with the cultural understanding of mental health. In addition, its
applicability and sensitivity may not be fully adapted to individuals with diverse
cultural backgrounds. Some individuals who are not fluent in the language of the
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Belgian Health Interview Survey (French, Dutch, German or English), may
misinterpret or underreport their symptoms (522). These potential limitations
could affect the accuracy of understanding of mental health across different
populations with migration and ethnic backgrounds.

An intriguing observation emerged from our data analysis, revealing a substantial
peak in psychological distress among Moroccan and Turkish respondents between
2008 and 2013 (refer to Figure 10). This pronounced peak invites various
interpretation. One possibility is that it could be linked to the 2008 economic
recession in Belgium, potentially exacerbating economic challenges, social
exclusion, and unemployment, particularly impacting individuals with mental
illnesses, such as migrants and ethnic minorities (453). Another interpretation
explores the potential differences in how interviews and questionnaires were
conducted across Belgian provinces by researchers which may have influenced the
observed peak. To explore this potential influence, additional analyses were
conducted, introducing the province of residence as a random effect in the logistic
regression model. Surprisingly, the random effect of the province did not yield a
significant impact, indicating that variations in mental distress among respondents
were not adequately explained by the province of residence. The reasons
explaining this substantial increase in the prevalence of mental illness of Moroccan
and Turkish groups remain hypothetical, and further investigations would be
necessary to understand what could explain a such peak. This paper recognises the
limitations in the data quality for addressing this issue, acknowledging that it is, at
best, suboptimal.

The implication of these findings underscored the importance of better-quality data
collection procedures regarding ethnicity within the National Health Interview
Survey. Firstly, the collection of high-quality ethnicity data is imperative to ensure
culturally competent approaches in public health and policy interventions (523,
524). Secondly, this data collection is crucial for identifying inequalities and
potential patterns of mental illness risk that might otherwise remain concealed and
consequently, unaddressed. The significance of this issue became particularly
evident during the COVID-19 pandemic, where ethnicity-related data played a
crucial role in identifying and addressing, as seen in the UK (525) and the USA (526).
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However, many European countries, including Belgium, continue to grapple with
challenges related to the capture of ethnicity data, impacting management
approaches that often fail to meet the needs of diverse MEM populations (523). A
previous study highlighted that healthcare providers may not perceive the
relevance of recording this data (527), while another study revealed that individuals
might not feel adequately represented by standardised categories offered (528).

Key findings from Chapter 1, 2,3 and 4

= This diversity in the mental health status reminds us to be cautious when
studying different ethnic groups because, as highlighted previously, MEM
populations cannot be considered as a homogeneous group regarding
several aspects, including their risk in mental health.

= The variations highlighted in ethnic disparities in mental health risk suggest
that they are modifiable and avoidable.

= The quality of the data collected on ethnicity within Health Interview Survey
are limited.

Ethnic bias

Previous literature has suggested that implicit biases held by healthcare providers
could be a possible cause of ethnic disparities in mental health care, although there
was wide variance from provider to provider (262, 295, 459). However, little was
known about the implicit and explicit biases of GPs in Belgium, especially those in
training, who represent the next generation of Belgian GPs, given that as of 2016,
44.9% of the active GPs were older than 55 (497).

Chapter 5 aimed to fill this gap by assessing to what extent GPs, particularly
trainees, had implicit and explicit ethnic biases towards patients with a North-
African migration background. The design used an IAT (Implicit Association Test)
and the GPs’ willingness to adapt care to diversity (Hudelson scale), as a dimension
of cultural competence and a proxy to assess explicit biases.

This study found that most trainee GPs had a moderate to strong implicit
preference for French-language first names over the North-African ones. Being of
Arab ethnicity and having a left-leaning political orientation were associated with
lower levels of implicit biases. In addition, being a woman and having a left-wing
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political orientation were also associated with a significant tendency to place the
responsibility to adapt care to diversity on GPs’ shoulders. There was a slight
positive correlation between implicit and explicit ethnic biases, suggesting that
respondents for whom French-language names had more implicit positive
associations were also more likely to consider it the migrants’ responsibility to
adapt.

These results were in line with previous studies highlighting that GPs may exhibit
moderate levels of implicit ethnic bias, similar to those observed in the general
population and other health providers (166, 263, 286). Nosek and colleagues (286)
reported that greater anti-Arab attitudes were observed among men compared to
women, older people compared to younger people and conservatives compared to
liberals, thereby supporting our results among trainee GPs. Further, Dauvrin, based
on previous literature, summarised individual factors influencing the cultural
competence of health professionals (529). Among these factors, she shed light on
the fact that women healthcare professionals with democratic political orientations
were more culturally competent, as supported in our study among trainee GPs.
However, it important to acknowledge that we did not collected data on the
socioeconomic status (SES) of the trainee GPs, nor did we gather information on
their social contexts and environments, or their parents’ SES and occupations which
could potentially influence the magnitude of the trainee GPs (315, 530).

The implication of this finding is that future GPs may provide lower-quality care to
MEM populations with mental health disorders (259). Indeed, implicit bias can
negatively influence a provider’s willingness to engage in patient-centred care, as
it has been highlighted by our correlation between implicit and explicit bias scores,
albeit limited (r =0.17, p <0.05) (263). However, it is also noteworthy to notice that
although providers’ biases were found to influence their medical decisions towards
MEM, several studies investigating those biases, did not find any association
between implicit biases and health outcomes, especially in pain assessment and
management (531-533).

Furthermore, there are notable critiques regarding the use of the Implicit
Association Test (IAT) to assess implicit and infer explicit biases. A meta-analysis
indicates that the IAT offers limited predictive insight in discerning effective
discrimination compared to explicit bias measures, highlighting the ongoing need
to find more reliable, context-specific measures of prejudice capable of accurately
predicting discrimination (534). Researchers emphasise the caution against
attributing specific meanings to IAT response patterns without systematic empirical
research validating potential links between different IAT scores and observable
actions indicative of ethnic bias (Blanton & Jaccard, 2006; cited by Oswald et al.,
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2013 (534)). Further research could integrate experimental tests for differential
response patterns alongside the IAT scores. Critics argue that implicit measures,
such as the IAT, often lack contextual information, assessing attitudes, stereotypes,
or beliefs towards specific social groups in a context-independent, global manner
(535). However, mental representations of attitudes and stereotypes are highly
context-dependent, and real-life behaviour occurs within specific situational
contexts. Enhancing the predictive validity of IAT may involve aligning the predictor
with the criterion by incorporating contextual information (535). Furthermore,
advancing our understanding of the relationship between implicit and explicit
attitudes, biases, and discriminatory behaviour necessitates disentangling these
dynamics (534). This involves documenting the effects of implicit and explicit
attitudes on pro-endogroup behaviour, anti-exogroup behaviour, and differentials
in endo-/exogroup behaviour— rather than amalgamating them through global
behaviour reports at the study level and meta-analytic effects averaged across
heterogeneous outcomes (534). Lastly, although the IAT is valuable for individual-
focused analysis, the automatic evocation of mental associations sometimes
overshadows systemic racism as a root cause of persistent ethnic disparities (530).
Consequently, it is essential to consider these critiques and limitations of the IAT
when interpreting our results.

However, it has been shown that implicit bias may affect referrals to specialised
treatment or adherence to evidence-based guidelines (263). Another important
implication in the context of mental health care, is the consequences of GPs’
unconscious attitudes in the diagnosis and treatment of mental health conditions,
as they rely heavily on their discretion, consequently affecting the seeking-
behaviour of individuals for mental health treatment (179). Additionally, as mental
health care is often fragmented in comparison to other types of health care that
use an interprofessional, team-based approach, GPs can be in the position of the
gatekeeper to accessing mental health care.
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Key findings from Chapter 5

= Belgian trainee GPs exhibit implicit and explicit ethnic biases favouring their
in-group (Belgian) over out-group members (Moroccan).

= These biases may significantly influence GPs’ medical decisions, potentially
leading to misdiagnoses of mental health disorders and misinterpreting of
symptoms, resulting in inadequate treatments. However, existing literature
yields mixed findings on their precise impact.

= Nonetheless, evidence suggests a positive link between GPs’ implicit ethnic
biases and a decrease in trust and empathy within the provide-patient
relationship.

Ethnic disparities in medical decisions

To address the knowledge gap surrounding the GPs' ethnic bias on medical
decisions in mental health care, the Chapter 6 and Chapter 7 delve into three
objectives: i) Investigate the effect of patient ethnicity on GP effective decisions in
the context of depression, something that the Implicit Association Test (IAT) cannot
capture; ii) Evaluate the moderating influence of GP-specific factors (e.g., age and
ethnicity), interpersonal factors (e.g., healthcare provider trust), and organisational
factors (e.g., perceived workload) on ethnic disparities in GP decisions; and iii)
Assess the effectiveness of an empirical intervention (e.g. the humanization
intervention) designed to mitigate ethnic disparities in GPs' diagnosis, treatment,
and referral for patients with a Moroccan background presenting symptoms of
severe depression.

In the following paragraphs, we will provide a summary of the findings from the
two first objectives and interpret their results by drawing comparisons with
relevant international literature.

Subsequently, we will delve into a discussion of the third objective, focusing on the
aspect of humanizing the patient, within the upcoming section titled “Strategies to
Address Ethnic Disparities”.

Subsequently, we provide a concise synthesis of the main findings related to the
two main objectives aforementioned.
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Firstly, our experimental investigation (see Chapter 7) into the influence of patient
ethnicity on GP decision-making did not uncover any evidence of ethnic disparities
in the diagnosis of depression as depicted in the video vignette between the
migrant and non-migrant patients. However, they consistently assessed the
severity of symptoms in the migrant patient as less severe compared to the native
patient. Additionally, GPs were more inclined to diagnose PTSD in the migrant
patient than in the native patient. We observed that GPs were less likely to
prescribe medical treatments (or a combination of medical and non-medical
treatments) to the migrant patient, while no difference was found in the non-
medical treatment. Furthermore, even after controlling for the assessment of
symptom severity, the relationship between the migrant patient and the lower
prescription of medical treatment remained robust.

Secondly, in our exploration of how GPs-related factors moderate GP decisions, we
found that the age of GPs played a significant role in the diagnosis and treatment
prescription for the migrant patient. Older GPs were more prone to diagnosing the
migrant patient with PTSD as a comorbidity of depression and were more likely to
prescribe a combination of medical and non-medical treatments for them. GPs
with a migration background (first or second-generation migrant individuals)
favoured higher prescription rates of combined treatments (medical and non-
medical) in the case of the migrant patient, compared to native-born GPs.

Additionally, we discovered that GPs with a high perceived workload and lower
trust in the migrant patient were more likely to diagnose PTSD. However, our
results did not reveal any other factors moderating treatment, referral decisions or
assessment of symptom severity.

The first main finding that is noteworthy to discuss was the ethnic disparities in
medical decisions regarding the higher tendency of GPs to diagnose PTSD and the
lower likelihood to prescribe medical and non-medical treatments to the Moroccan
patient, compared to the Belgian one, although the effect sizes were small. This
could be attributed to the fact that GPs may hold implicit ethnic bias, automatically
associating PTSD and a lower socioeconomic status with migrant patients. These
cognitive shortcuts might be explained by the implicit and explicit biases of GPs
highlighted in the literature (260, 287, 536), but also by those discovered among
trainee GPs within the Chapter 5 of this thesis.

The result implies that GP with implicit ethnic biases may tend, one the one hand,
to overdiagnose mental health disorders such as PTSD, potentially resulting in
inappropriate treatment, but on the other hand to underestimate the severity.
Consequently, this could contribute to the exacerbation of ethnic disparities in
mental healthcare.
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Our findings did not align with previous research on the accuracy of therapists’
diagnosis decisions during mental health intake in the context of diverse ethnicity.
Prior studies suggested that even with standardised diagnostic criteria in DSM-5,
mental health service providers are more likely to underdiagnose affective
disorders and overdiagnose psychotic disorders among patients from marginalised
groups, compared to the majority (537). However, significant heterogeneity has
been observed in the prevalence of PTSD among individuals with a migration
background, particularly among refugees and asylum seekers, in previous studies.
This variability, as elucidated in Chapter 2, can be attributed to factors such as the
study population, design, diagnostic method, age-group, and language of
interviewers, among others (93). In the framework of this dissertation, we
employed an experimental design, acknowledged for its potential to overestimate
the quality of an examination (538). Moreover, to diagnose a PTSD in our design,
GPs simply had to tick a box, a process considered simpler than real-life diagnoses,
as suggested by the Diagnostic and Statistical Manual of Mental Disorders (DSM)
(539). Nevertheless, misdiagnosis raises the risk that mental health professionals
may neglect to refer patients to the relevant healthcare specialists or
unintentionally withhold necessary treatment (537).

Considering the lower socioeconomic status of MEM patients frequently
encountered by GPs (178, 208), an alternative hypothesis to interpret this result is
that GPs may have anticipated greater difficulties in affording treatment for the
migrant patient depicted in the video. This interpretation finds support in the
research of Laveist (192), who demonstrated that when socioeconomic status is
equalised, ethnic and racial disparities tend to diminish. Therefore, it is plausible
that the small effect size we observed in ethnic disparities in medical decisions, is
due to the socioeconomic parity among our experimental patients.

Our results were further corroborated by another experimental study conducted
by Kugelmass (150). In this study, audio recordings of potential psychotherapy
clients were utilised, revealing that working-class Black men were considerably less
likely to be offered an appointment compared to middle-class White women. This
finding aligns with and reinforces the ethnic disparities in mental healthcare that
we highlighted in our study. Additionally, another study highlighting that African
American patients, were less likely to receive a depression diagnosis, were also less
likely to use antidepressant treatment than among non-Hispanic White patients.
Further, differences in symptom severity did not explain the gap in ethnic
disparities highlighted in depression treatment (540), as outlined in our results.

The implication of this result is that the Moroccan patient was more likely to receive
a diagnosis of PTSD and less likely to be treated with drug treatment compared to
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the Belgian patient. This result contrasts with findings in the Netherlands, where
migrants of Moroccan, Turkish and Surinamese origin were shown to have an
increased incident of anxiolytic purchases compared to the Dutch population (541).
However, it is important to consider that the use of benzodiazepines and related
drugs has become controversial in recent years, primarily due to their often longer-
than-recommended usage. A Finnish study highlighted that migrant populations
were less likely to purchase benzodiazepines and had less long-term and
concomitant use of these drugs than Finnish-born individuals. This suggests that
either migrant patients followed a more optimal pattern of medication use or had
a poorer access to treatment for mental health disorders (542). In addition, a recent
study addressing the prescribing dilemma of benzodiazepines by GPs and
psychiatrists in Belgium revealed different storylines employed by professionals to
discursively navigate the use of benzodiazepine receptor agonists (BZRA) (543).

On one hand, the authors emphasised a storyline of ‘no prescribing’, rooted in a
strong opposition to prescribing any BZRA due to perceived risks. This narrative
reflects the empathy for the challenges of discontinuation, positioning
professionals as responsible practitioners dedicated to avoiding harm and assisting
in withdrawal or protecting patients from perceived BZRA-related harm (543). In
alignment with our results, we could interpret that GPs who prescribed fewer
benzodiazepines to migrant patients were potentially more empathic towards
them compared to non-migrant patients.

On the other hand, the authors highlighted a storyline termed ‘compassionate
prescribing’ framed as a valuable means of support that enhances patient comfort
(543). Healthcare professionals reported considering the patient’s psychosocial
situation when prescribing, adopting an empathic prescriber role who deviates
from guidelines in the patient’s best interest. As highlighted by the authors, this
approach positions the patient more as an equal partner working collaboratively.
In the context of our findings, the lower prescription rate observed for migrant
patients could potentially signify ethnic disparities, where empathy and
consideration for the migrant patient’s well-being might take a backseat compared
to non-migrant patients. Ceuterick et al. (543) introduced the concept of
“mindlines” in their study, elucidating the implicit norms and values derived from
healthcare professionals’ experiences and experiential knowledge in practice.
These factors shape the acceptable degree of flexibility around textbook practice
and clinical guidelines (544). The aforementioned storylines provide insight into the
underlying norms and values related to prescribing and how interviewees perceive
their role as prescribers. However, our results did not provide enough information
regarding the potential “mindlines” held by the respondent GPs, which could have
offered insights into understanding how GPs perceive their approach to lower
prescriptions for migrant patients.
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The lower prescription rate of drug and psychotherapy treatment for Moroccan
patients by GPs can be contextualised within the framework of cultural perceptions
and attitudes towards mental illness prevalent among these patients. Cultural
backgrounds and social norms significantly shape the views and attitudes of
Moroccan patients concerning mental health, thereby influencing their responses
and adherence to the prescribed treatments. A study conducted in Belgium
specifically examined the views of Muslim women, particularly middle-aged and
elderly Moroccan women, shedding light on the role religion plays in shaping their
perspectives on health, illness and medicine (545). This study highlighted that
Moroccan Muslim women often attribute illnesses, especially mental health issues,
to cultural-religious factors, the interrelation of body and mind, and frequently
consider them taboo, sometimes associating them with metaphysical explanations
like sorcery or possession. The reliance on prophetic and religion-based medicine
among individuals with a Moroccan background might contribute to the reluctance
of respondent GPs to prescribe conventional drug or psychotherapy treatments.
However, critical observations within the study revealed a rejection of certain
cultural practices, particularly among middle-aged Moroccan Muslims and second-
generation middle-aged Moroccan Muslims. This rejection indicated a shift away
from homogenous rural, traditional Islamic environments, with the second-
generation migrants more integrated into broader Belgian society (545). To make
the parallel with our results, we might speculate that GPs would have perceived the
Moroccan patient staging in the video as an individual with a Muslim background
therefore anticipating a cultural discordance in their treatment prescription
decisions, leading to anticipate a denying of help-seeking. Therefore, people with a
Moroccan background who may rely upon prophetic and religion-based medicine
in case of mental problems, could have made our respondent GPs reluctant to
prescribe a drug or other psychotherapy treatment.

Moreover, studies have highlighted the challenges faced by healthcare
professionals, including GPs, in navigating different explanatory models during
consultations with patients from diverse cultural backgrounds (Gopalkrishnan
2018; Gopalkrishnan and Babacan 2015; Larchanché 2020; Marsella 2011; cited by
Apers, 2023 (546)). Understanding and addressing cultural issues extend beyond
language comprehension and are crucial for building a trustful therapeutic
relationship. Professionals without a migration background may find themselves
confronted by the limitations of the Western explanatory model (e.g. biomedical
model), leading them to adopt culturally sensitive practices that explore potential
cultural references in patients’ narratives (Mollah et al., 2018; cited by Apers, 2023
(546). Guiding ethnic minority patients towards “Western treatments”, particularly
psychiatric medication, has been associated with potential power imbalances,
where practitioners, as perceived experts, establish Western practices as the
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standard. This approach diminishes the cultural explanatory models of ethnic
minority patients and may be perceived as culturally inappropriate, impacting trust
relationships and potentially leading to feelings of discrimination (547).

Alternatively, mind-body therapy interventions have emerged as more acceptable
and accessible alternatives to conventional mental health treatments, particularly
for disadvantaged individuals, including those from ethnic minority backgrounds
(547). These interventions are defined as a group of healing techniques that
enhance the mind’s interactions with bodily function, to induce relaxation and
improve overall health and well-being (547). While the utilisation interventions may
be relatively lower among racial/ethnic minorities, evidence suggests that a
significant proportion engages in complementary health approaches, such as
prayer/healing and natural or herbal remedies. A comprehensive review supports
the efficacy of mind-body approaches in addressing various mental and physical
health symptoms among ethnic minority populations, including depression, PTSD,
and overall quality of life (547). In Belgium, a study highlighted the coexistence of
biomedical approaches with other forms of practicing medicine, such as Islamic
healing, herbalism, and ritual specialisms, reflecting the diverse healthcare
landscape. However, potential cultural gaps between patients and practitioners in
this context may lead to errors or treatment-induced problems, emphasising the
importance of addressing cultural diversity in mental health care (546, 548).

Our second main finding reveals that GPs always assessed the symptom severity
of the migrant patient as less severe compared to non-migrant patient. This finding
aligns with prior research on mental health disorders in primary care, which
highlighted the wide variation in the expression of mental health symptoms
concerning factors such as culture, severity, risk factors, and complexity. This
variability can contribute to the challenges in effective communication with GPs
and the establishment of trust in the patient-provider relationship (329, 358, 492,
549). These complexities may have been exacerbated in the case of the Moroccan
patient. Notably, research in the US found similar results, where medical students
underestimated the severity of pain in Black patients compared to White patients
(550).

Interestingly, a study has highlighted that even though migrants may have access
to health services, they frequently face substantial hurdles in effectively
communicating their symptoms or understanding treatment instructions due to
cultural beliefs regarding the causes and management of illnesses, as well as a lack
of familiarity with structured healthcare systems. Furthermore, the lack of training
in GPs curricula can leave unprepared to recognise the wide spectrum of health
issues presented by their migrant patients, including psychological symptoms (163).
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Additionally, earlier studies have shown that patients with severe conditions of
depression are more likely to be identified (131, 551-553).

However, it is important to acknowledge that ethnic disparities in the assessment
of symptom severity are not constantly observed, as seen in contexts like acute care
inpatient general medicine service, among others (554-556).

The third key finding in this section pertains to GP-related factors, especially the
heavy perceived workload and trust in the patient, which are associated with
ethnic differences in medical decisions. One potential explanation for this result is
that implicit ethnic biases tend to manifest more frequently under specific
circumstances, including heavier workloads and lower levels of trust in the
patient, as demonstrated in our results. Additionally, factors such as fatigue,
preoccupation, and the characteristics of the work environment and organisational
settings may also play a role in the expression of these biases (289). These ethnic
biases held by GPs, leading to potential favouritism towards their in-group
members or biases against out-group members. This relationship between implicit
biases and medical decisions has been documented in previous research,
illustrating their impact on empathy, patient-provider interaction, and trust. These
factors collectively may contribute to variation in medical decisions regarding MEM
patients, as demonstrated elsewhere (260, 280-283). Further, another study
highlighted that the patients’ accounts of the quality of the therapeutic alliance did
not differ by ethnicity, while socially advantaged therapists reported worse
therapeutic alliance with clients belonging to disadvantaged groups (537).
However, our results did not exhibit a significant ethnic difference in GPs’ trust
assessment. Nevertheless, in the case of migrant patient, GPs with lower trust were
more likely to diagnose PTSD, compared with the non-migrant patient.

The originality of our research is that it highlights the issue of GP’s trust in the
patients, while more of the studies about trust consider the patient perspective
(346, 368, 486, 557). We highlighted that this component of the provider-patient
relationship had a significant influence on their medical decision. However, prior
research revealed that provider mistrust was associated with care processes (558),
higher depression and a greater depression symptom severity (559, 560). In
addition, a research highlighted that provider mistrust was also associated with a
negative impact on health literacy and health compliance (561). However, a study
revealed that non-adherence to treatment posed a significant hurdle in the
treatment of depressive disorders, as it increased the symptom severity and
exacerbated the mental health condition of the non-adherent patients (562, 563).
Another study concluded that confidence in the clinician-patient relationship
emerged as one of the primary challenges in healthcare delivery (564). Previous
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research discovered higher depression symptoms were associated with lower
provider trust among patients with diabetes in an integrated care setting (559).
Poor provider trust was associated with greater depression symptom severity (559,
560).

Therefore, the implication of this finding may have deleterious consequences
directly on the mental health status of the migrants but also on their mental
healthcare in primary care settings.

In light of the perceived heavier perceived workload, GPs may also be susceptible
to relying on cognitive shortcuts during interethnic consultations involving mental
health disorders. A prior study conducted in Germany, brought attention to the
challenges faced by GPs with a high patient load, averaging more than 60 patients
per day. They found that managing patients with depression was a significant
burden for these GPs. Their research indicated that only 55% of patients received a
correct diagnosis of a clinically significant depressive disorder (565).

GPs operate within significant time constraints (159, 180, 348), dealing with a wide
range of medical conditions and presenting symptoms. Additionally, they must
contend with a high prevalence of diverse manifestations of depressive disorders,
including various understandings, severity, and symptoms presentation,
comorbidity (549, 566, 567).

The implication of this finding is that the structural environment within which GPs
operate can significantly influence the provider-patient relationship, potentially
perpetuating ethnic disparities in primary mental healthcare.

The influence of such factors manifests in terms of reduced empathy, diminished
patience, less patient-centred care, a compromised quality of the therapeutic
alliance, and decreased overall satisfaction.

In response to these challenges, we designed an intervention aimed at enhancing
GPs empathy and assessing its impact on their patience through a humanization
intervention. The following section will delve into our primary findings and provide
an interpretation of these innovative experiments.
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Strategies to address ethnic disparities

To address ethnic inequalities in mental healthcare, the hypothesis within the
Chapter 7 was that a humanization intervention, such as the introduction of the
patient’s life story, could mitigate GPs’ discriminatory decisions concerning migrant
patients with depression. We postulated that implementing patient humanization
would lead to a shift in GPs’ decision-making processes, resulting in greater
attentiveness and empathy to patients’ needs, preferences, and life context. This
paradigm shift, in turn, could manifest as an increased willingness to allocate more
time to delve into the patient’s life story — effectively serving as a proxy of patience,
one dimension of humanization.

While unintentional discrimination appeared to persist in primary mental
healthcare as demonstrated in Chapter 6 and Chapter 7, humanization intervention
only had a slight moderating effect on GPs’ decision-making. GPs who received the
patient’s life story information invested significantly more time reading the
introduction and watching the video vignette, particularly when it featured a
migrant patient. Interestingly, GPs diagnosed PTSD more frequently in the migrant
patient compared to native patient, except when they had access to the patient's
life story information, which led to fewer PTSD diagnoses in the migrant patient.
Despite this intervention, GPs’ decisions regarding treatment and the assessment
of symptom severity continued to exhibit variations based on patient ethnicity. An
interesting aspect revealed in a previous study suggest that GPs, when grappling
with the complex psychosocial problems of their patients, might view prescribing
as an expression of empathy— a key dimension of humanizing care (403). However,
our findings, indicating a reduced likelihood of treatment prescription for migrant
patients, may signify a potential deficit in empathy directed at these people.
Additionally, the constraints of time on GPs may contribute to the dehumanization
of care (415). Dehumanization of patients by GPs could also contribute to reduce
the perception of their own stress and burnout (415). In essence, patient
dehumanization can occur when GPs are under stress due to excessive workload
and this process may apply to MEM groups but also to other categories of patients.

Our findings diverged from a recent study that explored the potential of activating
attachment security'® to mitigate dehumanization of outgroups (568). In this study,
attachment security was induced by exposing participants to images depicting
relationships with attachment figures, such as a mother, a couple of lovers, children

1% Attachment security theory posits that individuals who have experienced consistent care
and support in their early relationships are more likely to develop secure, trusting, and
emotionally stable interpersonal bonds later in life (Source: Bowlby, 1982).
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with grandparents. The research highlighted the significant mediating role of
empathy in the relationship between primed attachment security and a reduction
in prejudice levels. These results imply that fostering feelings of security and
cultivating empathic skills, especially among individuals with high attachment-
avoidance tendencies, could contribute to the reduction of prejudice (568).

Moreover, other research has identified a link between attachment-avoidance and
negative attitudes towards immigrants’ adaptation strategies, demonstrating a
correlation between prejudice and racism (569). In accordance with our study, we
constructed written scenarios designed to enhance GPs’ empathy towards
Moroccan migration background patients, with the aim of mitigating their
unconscious biases against them. However, our intervention failed to impact the
medical decision-making of GPs, possibly due to its format as a written life story. In
contrast, a recent study targeting attitudes towards older adults employed digital
storytelling with empathy as method. This study presented ten digital stories
featuring older adults, allowing participants to choose a story based on props
representing each narrative element. These digital stories included similar
components as our written life story, such as the name of the older individual, an
audio recording of their story with a younger photograph, text prompting reflection
(“Please take a moment to think about my story”), and video footage of the older
adult expressing gratitude for watching. Interestingly, participants reported that
their attitudes changed when these digital stories challenged their preconceived
notions about older adults, fostering empathy, particularly through story content,
which enabled a deeper understanding of the older adult’s experiences. This study
underscored the potential of digital storytelling to evoke empathy and positively
influence attitudes (570). Moreover, a participant in this study remarked: “I think
listening to the stories of elderly people changed my perspective in a positive way
as it makes them ‘more human’ in a sense, it shows that they aren’t just grumpy
older people but people who hold so much wisdom and life experience and they
have so much to teach the younger generations - Participant 1” (570).

In a similar line of thinking, | believe that our intervention, which aimed to
humanize migrant patients through the exploration of their life stories, deserves
potential redesign in future research. This investigation is essential to establish
conclusive evidence regarding its effectiveness within interethnic consultations
with GPs, especially in the context of mental health.
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Key findings from Chapter 6 and Chapter 7

= Belgian GPs outlined ethnic disparities while diagnosing and prescribing
treatment to a Moroccan patient within the context of depression,
compared to Belgian patients.

= These disparities in medical decisions were exacerbated among older GPs,
those experiencing higher perceived workloads, GPs without a migration
background, and those with lower trust in the migrant patient.

= Humanization intervention did not mitigate these ethnic disparities in
medical decisions. However, it appeared that GPs in the experimental
condition were more patient specifically with the migrant patient.

8.2. Limitations of the thesis

This thesis presents several limitations that merit attention when interpreting the
findings. Three key methodological limitations have been identified: i) the
availability of data on ethnicity, ii) the experimental design, and iii) the sampling of
GPs.

Availability of data on ethnicity

The first limitation identified in this thesis is linked to the lack of comprehensive
data on ethnicity. The reliance of self-reported ethnicity data, along with
information on parents' country of birth, introduces issues that can undermine the
reliability and accuracy of research outcomes. This limitation has significant
implications, including the potential for inaccurate knowledge creation and
reduced trust among ethnic minority (MEM) populations who may perceive their
data as mishandled. Biased findings may also lead to missed opportunities for
tailored interventions, such as during the COVID-19 pandemic, where
understanding MEM groups' unique risks was critical. Without accurate MEM data,
the nuances of their mental health risks may be overlooked, hindering efforts to
address ethnic disparities in primary mental healthcare. Additionally, the survey’s
limited language options may inadvertently exclude respondents who do not speak
French, Dutch, German, or English. This limitation is particularly relevant given the
significant presence of Italian, Moroccan, and Turkish populations residing in
Belgium, many of whom may not be proficient in these languages. Consequently,
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this language constraint could have impacted the representativeness of the MEM
sample we analysed. When interpreting the findings of Chapter 4, it is imperative
to bear in mind these limitations.

Experimental design

The second limitation is related to the experimental design employed in Chapter 6
and Chapter 7, which utilised a video vignette. This design consisted of generating
inferences about cause-and-effect relationships between an attribute of each
vignette (a Belgian or a Moroccan patient; with a life story intervention or without
a life story intervention), and GPs responses to these vignettes reflecting their
attitudes, judgments, beliefs, emotions, knowledge or likely behaviours
(diagnosis, symptom severity assessment, treatment prescription in the realm of
depression) (500, 571).

The main critique to this methodology centres around the artificiality of vignettes,
which may not fully replicate the real-world conditions experienced by GPs. In
actual practice, GPs often have a personal history with the patient, longer visit
durations, a direct stake in the potential consequences of their decisions, and
dynamic interactions with patients that shape their clinical judgements. These
contextual conditions are not fully mirrored in our experimental design.
Additionally, it is worth noting that the decisions made by GPs in our study do not
carry the same direct impact on a patient’s health as they might in real-life clinical
scenarios. Consequently, this approach may be seen as lacking in ecological validity.
This may limit the generalisability of the findings (500). However, previous research
on comparison with other methods like unannounced standardised patients, record
abstraction and computerised clinical vignettes underscored that each approach
has its strengths and limitations (572, 573).

The gold standard method involves unannounced standardised patients, a
technique commonly utilised in medical education to simulate clinical encounters,
aiding in the instruction and assessment of both students and practicing physicians.
This method assesses how patient or physician characteristics influence
communication and decision-making behaviours, and to capture real-time
physician-patient interactions (574). However, this method can be expensive and
raises ethnical concerns, as it consumes GPs’ time away from real patients. On the
other hand, medical record abstraction is a process in which physicians manually
search through electronic or paper medical records to extract necessary data for
secondary use (575). Abstraction includes “subjective tasks such as categorising,
selection of one value from multiple options, interpreting and summarising data
from the medical record, as well as objective tasks such as transformation,
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formatting, and calculations based on abstracted data” (575). While record
abstraction is widely used, it can introduce a Hawthorne effect?, potentially
leading practitioners to under-record actual tests performed and over-record those
not performed (573).

Clinical vignettes, like the ones used in this thesis, simulated medicals scenarios,
are easily administered, replicable in different settings, and offer generalisability
when well-structured. Computerised clinical vignettes reduce scoring time, but also
suffer from Hawthorne effect, tend to over-estimate examination quality, and are
limited to manipulate variables (538, 571-573, 576, 577).

Another important limitation in the experimental design is the inability to analyse
verbal and non-verbal communication in the patient-GP relationship, which is
crucial in inter-ethnic consultations. These limitations should be considered when
interpreting the results, especially regarding unintentional GPs’ discrimination in
diagnosing PTSD, symptom severity assessment, and prescription treatment.

Sampling of GPs

The third limitation | would like to address concerns the composition of the GP and
trainee GP sample analysed Chapter 5, Chapter 6 and Chapter 7. It's essential to
acknowledge that this sample may not fully represent the broader population of
Belgian GPs. A closer look at our sample composition reveals that it predominantly
comprises young female GPs working in group practices located in rural areas (as
indicated in Table 10). This composition stands in contrast to the typical Belgian GP
population, which primarily consists of older male practitioners, on average 53
years old, working in solo practices (497).

This specific sample composition could have significant implications for interpreting
our results. It is possible that the magnitude of ethnic differences observed may
have been underestimated for several reasons.

Firstly, considering that individuals with Moroccan migration backgrounds
predominantly reside in urban areas in Belgium, GPs in our sample may have had
less exposure to MEM patients in their daily practice compared to real-world
situations. This could compromise the broader implications of our findings
regarding ethnic disparities in primary mental healthcare. Secondly, younger GPs
may have lower levels of implicit biases than older GPs, therefore having an

20 Hawthorne effect describes the situation in which the results of an experiment are not
due to experimental factors but rather to the fact that the subjects are aware of
participating in an experiment in which they are being tested.
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influence on the effect size of our results. Lastly, our recruitment process involved
inviting GPs to participate in an online survey focused on mental health issues. This
could have made our respondents more sensitive to the topic of mental health,
possibly affecting the representativeness of the sample.

Overall, these limitations could impact both the internal validity and external
validity of our findings, potentially affecting the generalisability of our results to the
wider GP population. Firstly, with respect to internal validity, our study may have
inadvertently underestimated the occurrence of ethnic disparities in primary
mental healthcare. This is because GPs were asked to complete an online
questionnaire based on fictitious patient with mental health disorders, which might
not fully capture the complexities and nuances of real clinical encounters.
Moreover, as previously mentioned, GPs often tend to overestimate the quality of
their examinations when presented with clinical vignettes. As a result, their
responses may not be entirely representative of their actual clinical practice and
decision-making. Secondly, in terms of external validity, the composition of our
sample may deviate from the demographics and practice patterns of Belgian GPs in
general. This discrepancy could potentially limit the generalisability of our findings
to the broader GP community.
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8.3. Future perspectives and recommendations

Perspectives

As previously discussed, this doctoral thesis uncovered a wealth of information,
illuminating various opportunities for deeper inquiry within this domain: ethnic
inequalities in primary mental health care. These findings have generated several
relevant questions that merit attention for future research. In this section, | intend
to provide insight into two perspectives that can serve as a valuable foundation for
advancing future research in this field: i) defining a new operationalisation of the
humanization intervention, and ii) implementing a mixed-method research design.

Defining a new operationalisation of the humanization intervention

One of the main findings, as discussed in Chapter 7, relates to the humanization
intervention and its potential implications on GPs’ decisions, for future perspectives
within this dissertation. These perspectives lie in the transformation and refining of
the experimental study, specifically by shifting from a written life story intervention
to a video-based one. This transition holds promise for several reasons.

Firstly, video-based interventions have the potential to leverage the power of visual
and auditory cues, which can be more emotionally resonant and engaging among
GPs compared to written information alone. Furthermore, video interventions can
facilitate a more immersive and experiential learning process regarding the
patient’s life story, potentially leading to more important effects on GPs’ decision-
making. This hypothesis finds support in related research, such as studies on ageism
(570). To the best of our knowledge, this hypothesis has not been tested in the
realm on primary mental health care within interethnic consultations. In the study
aforementioned, participants who received a video containing a “life story”
intervention emphasised the authenticity of the digital story, which significantly
influenced their experience of empathy toward the storyteller (570). Furthermore,
the content of the life story in this study depicted unique characteristics, including
enthusiasm, joy and humour (570), elements that may have been missed in our
written humanization intervention.

In addition, we could introduce additional information aimed at investigating and
addressing implicit pro-endogroup bias, which involves presenting positive
information about out-group members (264, 578). Prior research has emphasised
the impact of negative stereotypes on medical decisions (579), while another study
indicated that positive stereotypes of asylum seeker patients contributed to
improved continuity of mental health care (578). This hypothesis merits further
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exploration within a video-based intervention framework, similar to the
humanization of the patient, as tested in this dissertation.

Consequently, | believe that the design necessitates a complete re-evaluation,
especially in terms of operationalisation within the video vignette of the patient’s
life story. Embracing this modification can contribute to innovative methods of
intervention and communication in primary mental healthcare consultations
involving migrant and ethnic minority patients with depression.

Mixed-method design

The findings of this dissertation draw upon quantitative data collection and
databases tailored to the specific questions addressed. However, an essential
aspect that future research could investigate is how GPs perceive these results. |
believe that qualitative research can significantly enhance our understanding of
mental healthcare provided by GPs to migrant and ethnic minority patients.
Qualitative methods could offer a unique perspective that allows us to explore in-
depth the complex dynamics of this specific field: the mental health of MEM
patients in general medicine consultation. Further qualitative data collection could
allow us to delve into the nuanced experiences, perceptions, and the GP-patient
relationship, that are key components to take care of MEM patients. Qualitative
research would provide the opportunity for GPs to address the barriers they may
encounter, and cultural considerations. Simultaneously, it affords GPs the
opportunity to articulate their challenges, decision-making processes, and the
cultural competence they employ in their practice. By delving into these qualitative
dimensions, we would gain valuable insight into the lived experiences and
contextual factors that influence the quality and efficacy of mental healthcare for
migrant and ethnic minority patients in the GPs practice. This deep understanding
could help us in developing healthcare strategies and policies that are not only
culturally sensitive but also patient-centred, with the ultimate objective of
achieving more ethnically equal mental health care.

In the context of the REMEDI project, we conducted numerous interviews (49) with
GPs and GPs in training, along with 8 focus groups involving GPs and 2 focus groups
comprising policy makers. However, it is worth noting that these data will be
subjected to further analysis in Camille Wets’ thesis (UGent). Her research aims to
capture perceptions, opinions, and diverse form of self-perception, rather than
actual behaviour of GPs, even if this approach acknowledges the possibility of
socially desirability.
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Recommendations

In this section of the thesis, we present the implications of the results of this thesis
for future research. These implications also consider previous recommendations
for improving (mental) healthcare for migrant and ethnic minority populations as
developed in the past. Our findings have allowed to provide a brief overview of
current knowledge regarding ethnic disparities in the risk of mental illness and in
primary mental health care among certain MEM populations, such as Moroccans,
in comparison to that of Belgians. Furthermore, these results have helped identify
the potential role of GPs in perpetuating these disparities. Our research included
empirical testing of a humanization intervention, highlighting avenues for future
investigation that could significantly contribute to reducing ethnic disparities in
primary mental health care. These findings hold the potential to inform future
research efforts supporting existing recommendations in various domains,
including research, general practice, and policy. In the following sections, we
provide a concise summary of certain recommendations and emphasise actionable
steps that could be implemented within the Belgian context. These
recommendations are oriented towards two key objectives: i) diminishing ethnic
disparities in primary mental healthcare, and ii) enhancing the quality of mental
healthcare for patients with diverse migratory backgrounds. Further details on
these recommendations are available through different research projects (352,
580, 581), reports (4, 582-584), and studies (366, 580, 585-593).

Research

In terms of research, the findings of this thesis make their contribution to the
existing knowledge, particularly in the investigation of implicit and explicit ethnic
biases among trainee GPs, and in the empirical investigation of an original design
to reduce ethnic disparities in mental healthcare. While several studies already
investigated the extent of biases in healthcare professionals, and their potential
impact on medical decision-making (261, 311, 316, 594), it is worth noting that the
USA has largely dominated this field of research, leaving a significant gap in the
European context, particularly in Belgium.

Furthermore, these studies outlined evidence-based recommendations for
interventions aimed at tackling implicit ethnic bias among healthcare providers.
One recommendation that our findings align with is the need to counteract
unconscious prejudices and stereotypes through individuation, as suggested by
Burgess and colleagues (261). Enhancing empathy in interethnic GP consultations
by exploring the unique life stories of patients may positively impact GPs’ active
listening, as evidenced by increased consultation time with Moroccan patients (as
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shown in Table 15). However, we acknowledge that our findings did not allow us to
examine the potential reduction of implicit bias among respondents.

For future research, it would be pertinent to assess the effectiveness of
interventions aimed at reducing both implicit and explicit biases among trainee GPs
as well as practising GPs. One approach could involve incorporating the Implicit
Association Test (IAT) and the Hudelson scale, for implicit and explicit bias,
respectively, into the routine GP curriculum to evaluate bias levels before and after
the intervention. The intervention itself could centre on the individuation strategy
(261). The objective would be to raise awareness among GPs about their biases
aiming to reduce ethnic biases in their judgement, behaviour, and decision-making.
Another intervention worth investigating is one based on Castillo’s results (594),
which demonstrated a significant reduction in implicit bias measured by the IAT.
This intervention involved integrating multicultural counselling classes among
graduate assistants and could be relevant for healthcare professionals, such as GPs.

Practice

As this thesis has mainly focused on the practice of general practitioners, we have
highlighted some key points in their practice that could be improved in order to
reduce the potential occurrence of ethnic disparities. However, we believe that
these recommendations could also be applied to other mental healthcare
professionals who deal with MEM populations in their daily practice, but our results
did not highlight evidence on these providers.

The main recommendation that our findings support is to make GPs aware of their
biases as a crucial starting point to reduce unintentional discrimination in mental
healthcare (260, 289, 488). In Chapter 5, we highlighted that several trainee GPs
expressed the need to be aware of them to tackle their potential impact during an
interethnic consultation. There is research evidence that, under certain conditions,
individuals can consciously replace automatically activated stereotypes. These
studies suggest that a provider is less likely to be influenced by a group stereotype
if the provider “(1) is aware of the potential for judgments, emotions, and
behaviours to be biased; (2) is aware of a stereotype being activated; (3) is highly
motivated to replace stereotypes with individual information; and (4) has sufficient
cognitive resources (time and cognitive capacity) available for all of these cognitive
tasks” (488).

Ethnic disparities among general practitioners are only one aspect of this complex

social issue. Therefore, we believe that future research should also investigate to
what extent mental health care professionals hold explicit and implicit ethnic biases
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that may influence their medical decisions with MEM patients. This shows the high
importance of being constantly aware of potential ethnic bias to avoid contributing
to mental health disparities (595). To achieve that, an intervention promoting
empathy could be relevant to make GPs aware of the importance of being sensitive
to cultural diversity. In that sense, patients with mental health disorders often
require long-term care to control symptoms throughout the life course, and the
provider-patient relationship may therefore influence the patient’s recovery, and
treatment adherence (250). Further research could investigate deeper the
humanization intervention of care to operationalise it in a different way, such as in
a digital form (570).

In addition, it is also worth highlighting the importance of collaborative practice for
GPs, suggesting that working in group may have considerable advantages,
especially in complex situations, such as those involving MEM patients with mental
health problems (596). Despite the increasing popularity of group practices among
newly graduated GPs, approximately 60% of GPs in Belgium still operate in solo
practice (597). However, the mental health care reform in Belgium, initiated in 2011
with a focus on integrating mental health services into primary care, highlighted
the imperative for GPs to transition towards integrated and team-based care,
thereby potentially influencing their decision-making. The complexity of mental
health problems, such as depression within the context of migrant and ethnic
minority populations, demands a multidisciplinary approach— an aspect somewhat
understated in the different studies within this dissertation. Collaborative
initiatives involving mental health care specialists, cultural mediators, social
workers, and others have demonstrated effective improvements in depression
outcomes among migrant and ethnic minority populations (598). A previous study
has also highlighted the positive association between GP co-location and the
broader provision of health care services in a primary care setting, fostering
increased collaboration among GPs and other primary and secondary care
professionals (596). Such collaboration allows for a more thorough understanding
of the patient’s background, facilitating informal and formal communication and
knowledge exchange crucial for culturally competent care (596). Interdisciplinary
collaboration not only enhances accurate diagnosis and treatment but also
promotes a holistic approach, accounting for social determinants and cultural
nuances. This approach ultimately contributes to more equitable and effective
mental healthcare outcomes, beneficial for patients with a migration background
as well as those without.

Lastly, Priebe and colleagues (220) reported that organisational flexibility with

sufficient time and resources, good interpreting services, working with families and
social services, cultural awareness of staff, educational programmes and
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information material for migrants, positive and stable relationships with staff, and
clear guidelines on the care entitlements of different migrant groups were also
crucial elements to overcome implicit and explicit ethnic biases or limit their impact
(220).

Policy

In the scope of healthcare policy, numerous research reports and studies have
brought relevant recommendations aimed at mitigating ethnic disparities (4, 398,
582, 599). Within the scope of this thesis, we intend to focus on and support some
of these existing recommendations. However, it is essential to acknowledge that
official commitment to action in reducing ethnic inequalities in mental healthcare
in Europe is evidenced through the establishment of research programs,
modifications to national information systems, government report publications,
and parliament statements. As emphasised by Whitehead, European countries, and
those elsewhere, demonstrate a spectrum of readiness and receptivity to
addressing ethnic inequalities in health (600, 601). On one end are countries that
neither measure nor acknowledge such differentials. On the other end, few
countries, like Scotland, are actively formulating a coordinated national strategy to
address the issue (17). In Belgium, there is still a need for efforts in policy,
particularly in monitoring policies and health policies, as detailed in this section.

Firstly, regarding the data monitoring policies, this dissertation supports the
inclusion of migration health data in the National Health Interview Survey (HIS), the
integration of core variables relevant to migration and ethnicity, the adoption of
sampling strategies to increase refugee and migrant participation, and the
translation of the national HIS in several languages (582). These recommendations
were outlined by several international research projects. In the WHO report on the
collection and integration of data concerning refugee and migrant health, the
IMIRA project was pointed out (Improving Health Monitoring in Migrant
Populations). This initiative sought to enhance the information available regarding
the health of migrants in Germany, addressing the lack of reliable data on the
subject and aimed to integrate migrants’ health into regular health reporting. The
findings from the IMIRA project underscored deficiencies in data availability on
“indicator-based description of health status and the utilisation of health services”
among refugees and migrants (602, 603). The integration of migration health data
collection not only facilitates implementation but also ensures sustainability and
greater accessibility of pertinent information (582).

These recommendations also found support in the UK, where there was a call to
enforce statutory guidelines mandating the inclusion of national ethnic monitoring
data in all NHS mental health clinical data. This inclusion would facilitate robust
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statistical analysis at the trust level, regional, and national levels, helping identify
disparities and inequalities across various ethnic groups (179, 604-606).

In Europe, a research project titled EUGATE (Best Practice in Health Services for
Immigrants in Europe) which aimed at defining guidelines for best practice and
disseminating the findings widely among the relevant stakeholder groups
highlighted similar recommendations. They recommended that health registers
“should record and monitor migrant health to facilitate migrant health research”
(254). Moreover, Belgium has also largely supported these recommendations but
still efforts are needed to implement them in the routine of data collection. The
country was included in numerous international and national research projects,
such as the project ETHEALTH, which aimed at “assessing the views and values of
professionals working in different health care contexts and in different European
countries as to what constitutes good practice in health care for immigrants” (599,
607). Belgium was also involved in other research projects that aimed at identifying
obstacles and opportunities to implement policies related to the reduction of
ethnic disparities in health and health care among migrants and ethnic minorities
(608-610).

Although Belgium ranks alongside several other countries regarding anti-
discrimination policies that are raising discrimination awareness and reporting
(611), our findings indicated that more accurate data collection is needed to tackle
ethnic disparities. Furthermore, it denoted that ethnic disparities were present in
mental illness risk, especially among Turk and Moroccan populations. However, the
data on the country of birth of both parents was inaccurate, limiting our conclusion
related to the mentalillness risk of the second-generation immigrants from non-EU
countries, in Chapter 4. Therefore, including the country of birth of both parents,
but also translating the BHIS into multiple languages, and oversampling certain
MEM groups could be efficient actions to ensure representative data collection and
enhance the statistical power for analysing mental illness risk among first and
second-generation MEM populations.

It is crucial to acknowledge that MEM populations are not homogenous in terms of
mental health risks due to factors such as differing ethnic backgrounds, access to
mental healthcare services, and individual characteristics (112, 440). There is a
critical need to underscore the importance of conducting further research on the
prevalence of mental illnesses among various migrant and ethnic minority groups
in Belgium. This includes populations with Sub-Saharan African backgrounds, and
second-generation migrants, who are known for having a higher risk of
psychological distress than the first-generation, as highlighted in Chapter 4. A study
concluded that “although some exceptions exist, most health information systems
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in Europe still have a long way to go to improve data collection for the health
differences between migrants and non-migrants. Improvements in this respect will
be crucial to assess health disparities and improve equity of service provision” (612).

Secondly, while research plays a crucial role in informing health policy, mental
health research has been found to be less developed and underfinanced compared
to research on somatic disorders (597, 613). This disparity is further accentuated
when examining quantitative research on the mental health needs of migrant and
ethnic minority populations (614). The COVID-19 pandemic underscored this gap,
revealing a lack of data on the prevalence of mental health problems, the demand
for care, and the provision of care— especially for migrant and ethnic minority
populations. While Chapter 4 sought to address this gap by providing an overview
of mental illness among different ethnic groups in Belgium over time, this thesis
strongly advocates for increased investment in mental health research among
migrant and ethnic minority populations. One specific recommendation is to
integrate extended consultations in general practices. This approach would
alleviate time pressures on GPs, enabling them to better address mental health
disorders in collaboration with other primary and secondary mental health
professionals, establish trust relationships with patients, and provide culturally
adapted mental healthcare. Workload impact on decisions with migrant and ethnic
minority patients, as highlighted in Chapter 6, further supports the importance of
such initiative.

Thirdly, GPs should receive enhanced support from health policy considering their
work in a complex multidisciplinary care system, where competencies are dispersed
across various entities in the country (613). A prior study highlighted GPs’ concerns
about a fragmented and suboptimally distributed mental health sector contributing
to unmet mental health needs in society (159). To alleviate the burden of GPs in
dealing with mental health disorders of MEM populations due to the fragmentation
of the mental health care sector, a potential recommendation is to further support
the integration of psychologists and social workers in the first line of care. It is for
example the case with the “Plan Social Santé Intégré” integrating social policy and
health policy for the well-being of the Brussels population (615). The primary goal
of this program is to organise services on a territorial basis that is closely aligned
with local needs and follows a global approach to situations. The connections
between somatic care, mental care, and social assistance must be strengthened
while respecting the patient's willingness to integrate these different aspects into
their care (616). Strengthening such dynamics requires enhancing coordination
among social-health actors in daily interventions. It also involves bringing various
entities and different levels of authority involved in mental health issues to the
table to enhance the organization of services in this domain. Such collaboration
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could help GPs handle administrative aspects of consultations with patients with
migration backgrounds, refugees and asylum seekers, and can be easily referred by
the GPs. An active role for social workers in the comprehensive care process,
potentially serving as “case manager” to ensure comprehensive and coordinated
care, could be promoted by health care policies (617).

Based upon the findings of this dissertation, another recommendation is to reduce
the cost and increase reimbursement for (primary) mental health care, such as
consultations with (first-line) psychologists, a factor influencing GPs’ decision-
making in interethnic consultations for mental health problems (159). Belgium’s
limited reimbursement system for primary mental health care can impact GPs’
decisions, particularly in prescribing psychiatric medication, as the cost is less of a
barrier for it, as it is reimbursed. To address this, further resources should be
allocated, according to the regions as the concentration of mental health and
primary care services strongly differs from one region to another, and mobility
impedes access to mental health care in rural areas which is mainly concentrated
in the inner cities. Some organisations limit their services to inhabitants of a certain
region (159). This could also have an impact on the way GPs diagnose, treat and
refer MEM patients with mental health problems. Therefore, GPs should be
financially supported when they face the inaccessibility of mental healthcare
services.

Lastly, it is also important to acknowledge that Belgian GPs operate in an
environment where the media may sometimes depict a biased picture of people
with a migration background in the news. This structural racism may influence their
perception of their MEM patients. Furthermore, studies have shown that the role
of the media significantly influences how people think and perceive society (618,
619). A study, exploring the impact of media framing on perceptions of
immigration, revealed that framing migrants positively for their economic
contributions resulted in more favourable cognitive responses. On the other hand,
framing them as delinquents increased negative perceptions, particularly for
culturally remote groups like Moroccans (620). Overall, the delinquency frame led
to more negative attitudes toward immigration compared to the economic
contribution frame. This study shows the importance of the influence of media on
public opinion, in which GPs, as other healthcare professionals, work. Therefore, to
mitigate the negative impact of media on perceptions of migration, it would be
useful to reduce implicit and explicit biases by implementing a comprehensive
media literacy and diversity training program for GPs and GPs in training for
instance.
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Key recommendations

= Research: Exploring patients' life stories could be a valuable research avenue
for enhancing empathy and trust in interethnic GP consultations. The focus
would be on assessing the positive impact on GPs’ active listening,
behaviour, and ethnic biases.

= Practice: Raising awareness among GPs about their ethnic biases as a crucial
initial step in mitigating unintentional discrimination in mental healthcare.

= Policy: Enhancing data accuracy by systematically incorporating information
on the mental health of migrants, refugees, asylum seekers, and ethnic
minorities into routine health information systems. Providing further
support for the integration of psychologists and social workers in the first
line of care.

8.4. Conclusion

It is essential to acknowledge the potential influence of my perspective as a 27-
year-old White female researcher on my approach and experiences in the field.
Practising self-reflexivity allows for critical examination of my own personality,
implicit and explicit biases, and assumptions that may have impacted the research
process, influencing the interpretation of the findings. Confronting challenges in
interacting with older GPs, navigating power and age-related dynamics, gender
inequalities, and the sensitivity of the topic, particularly during the qualitative data
collection of the REMEDI project, is crucial for understanding how GPs discussed
and interpreted the findings. However, my position may have posed challenges in
gaining a deeper understanding of unintentional discrimination mechanisms by GPs
towards patients with a migration background.

In conclusion, it is important to emphasise that the objective of this thesis was
never to blame general practitioners for excessive criticism. Instead, the thesis
aimed to provide current data on the mental health status of individuals with a
migration background and how it is managed while encountering GPs in Belgium. It
offered insights into implicit and explicit biases among trainee GPs and provided
evidence on individual, interpersonal, and organisational factors within GPs’
practice to elucidate and partly explain ethnic disparities in primary mental
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healthcare. Furthermore, this dissertation sought to test an intervention designed
to potentially mitigate such disparities in GPs’ interethnic consultations.

The findings underscore the importance of GPs and trainee GPs being aware of their
ethnic biases that may impact medical decisions in interethnic consultations. The
research highlighted that GPs did not diagnose, and treat patients with a migration
background in the same way as those without a migration background, particularly
concerning depression. While the humanization intervention showed limited
effectiveness in addressing ethnic disparities in medical decisions, further
investigations should be conducted to determine the extent to which humanizing a
patient could be an effective intervention to reduce ethnic disparities in GPs’
consultation. GPs who humanize too much could be at a higher risk of workload
and burnout when dealing with excessive information, negatively affecting their
cognitive shortcuts towards patients with a migration background. On the other
hand, GPs humanizing too few their patients could lack of empathy, thus impacting
their medical decisions. This shed light on the importance of collaboration between
GPs with other GPs and other healthcare professionals, and even more when it
comes to mental health disorders. Further research should investigate this
intervention to find a well-balanced level of humanization taking into account the
daily workload of GPs.

Finally, | hope that this thesis has advanced the agenda related to these critical
issues and laid the groundwork for more inclusive and equitable healthcare
practices. Collective efforts to enhance the quality of care, reduce ethnic
disparities, and promote health equity for all individuals, regardless of their
migration and ethnic background, are more crucial than ever in an increasingly
diverse country such as Belgium and must be prioritised in public health initiatives.
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APPENDICES

Appendix 1

List of words used for the Implicit Association Test

Positive stimulus

Negative stimulus

Index 1: Love
Index 2: Happy
Index 3: Joy

Index 4: Beautiful
Index 5: Wonderful
Index 6: Peace
Index 7: Pleasure
Index 8: Laughter

Index 9: Ugly
Index 10: Injury
Index 11: Pain
Index 12: Failure
Index 13: Dreadful
Index 14: Horrible
Index 15: Evil
Index 16: Nasty

Stimulus French-language first names

Stimulus Moroccan first names

Index 17: Brigitte
Index 18: Caroline
Index 19: Julien
Index 20: Marie
Index 21: Nicolas
Index 22: Vincent

Index 23: Aziza
Index 24: Djamel
Index 25: Fatima
Index 26: Latifa
Index 27: Mohamed
Index 28: Rachid
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Appendix 2

Hudelson scale

A. When immigrants' values and habits differ from those of the host country

Host country institutions Migrants should adapt to
should adapt to the 1 2 3 4 5 6 7 thevaluesand habits of the
immigrants’ values and habits host country

B. When the patient does not speak the language of the host country

The health professional Itis the patient’s
should always provide a 1 2 3 4 5 6 7 responsibilitytofindan
professional interpreter interpreter

C. When the patient expresses the wish to be treated by a male or female health
professional

Patients should accept being
treated by the health

1 2 3 4 5 6 7 professionalprovided by the
hospital, regardless of their
sex

Hospitals should allow
patients who request it to
choose their health
professional’s sex

D. When the patient cannot read the language of the host country

The patient should arrange
the translation of written
information provided by the
hospital

Hospitals should provide
written information in the 1 2 3 4 5 6 7
patient’s language

E. When the patient's health beliefs contradict the knowledge of the health
professionals

The health professional The patient should trust the
should adapt to the patient’s explanations and

. . . 2 3 4 5 6 7 )
beliefs regarding the disease recommendations of the
and the treatment health professional
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Appendix 3

Figure 16 Correlation between IAT and Hudelson scale
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Appendix 4

R? for each covariate

IAT Hudelson

Covariates R? RootMSE DepMean | R? RootMSE DepMean
Political opinion 0,16 0,40 0,54 0,17 4,42 18,54
Practice area 0,24 0,41 0,51 0,11 4,79 18,89
Workload 0,20 0,40 0,52 0,09 4,84 18,81
No. of contacts 0,22 0,40 0,52 0,09 4,83 18,81
Proportion of contact with ), 4 052 |008 484 18,81
patient of foreign origin
Overall model (not

0,18 0,40 0,54 0,21 4,34 18,70

included in average)
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Appendix 5
Video Vignettes in French and in Dutch with the introductory text

Introductory text

“After this introduction, you will see a short video. This video simulates a
conversation between a general practitioner and a patient, and takes about three
minutes to watch. It is the patient’s second consultation due to persistent
headaches.

Despite an extensive anamnesis, physical examination and a CT-scan, no physical
cause for the headaches was found.

The patient has no history of psychiatric problems, nor a family history of mental
illness. There are no precedents of drug abuse. Besides paracetamol, the patient
does not take medication. The patient is currently unemployed.

Then, you will be asked a number of questions about a potential follow-up for this
patient. Therefore, it is important that you think of the consultation as if it would be
taking place in your own practice. The video was developed in collaboration with a
medical scientific advisory board consisting of general practitioners, psychiatrists,
psychologists and a psychiatric nurse.

To watch the video, you will need speakers or a headphone.

If the video below does not play correctly, you can watch it via the following link:
(one of three video vignettes).”

Videos

1. Native Dutch-speaking patient:
https://www.youtube.com/watch?v=VLHUXxXNM®68.
2. Native French-speaking patient:

https://www.youtube.com/watch?v=dvSbtg0GrvU.

3. Belgo-Moroccan Dutch-speaking patient:
https://www.youtube.com/watch?v=NA2fKo-2VTs.

4. Belgo-Moroccan French-speaking GPs:
https://www.youtube.com/watch?v=6JosPdLTVDs.
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Appendix 6
Items included in the REMEDI online questionnaire

A. Diagnosis
1. Using the categories below, how would you diagnose the patient? You can
select up to three options

Schizophrenia and other psychotic disorders

Bipolar disorder

Depression

Anxiety

Obsessive Compulsive Disorder and related disorders

Post-Traumatic Stress Disorder

Somatization disorder and related disorders

Sleeping disorder

Oo|g| o|m|o(al o@|a

None of the above diagnoses applies to this patient.

2. How would you assess the severity of the patient's symptoms, on a scale
from 0 to 10 (with O ’‘not serious at all' and 10 ‘very severe’)?

0 1 2 3 4 5 6 7 8 9 10
Vignette of the patient 0 0 0O 0O 07 14 7.1 261 404 218 25
without a migration
background (% of GPs)
Vignette of the patient 0 04 0 O 22 33 6.2 315 402 145 5
with a migration
background (% of GPs)
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B. Treatment

1. Would you prescribe a medical treatment, a non-medical or a combination

of both?
How likely are you to prescribe this treatment?
Vignette of the patient without a Vignette of the patient with a
migration background migration background
1 2 3 4 1 2 3 4
Very Unlikely Likely Very  Very Unlikely Likely Very
unlikely likely unlikely likely
Medical treatment (%) 1.9 18.8 61.6 17.7 4.1 24.8 53.4 17.7
Non-medical 0.8 4.5 23.8 709 14 2.4 19.6 76.6
treatment (%)
A combined medical 0 6.1 283 656 0.3 8.2 389 52.6

and non-medical
treatment (%)

C. Referral

How likely would you refer the patient in question?

Vignette of the patient without a Vignette of the patient with a
migration background migration background
1 2 3 4 1 2 3 4
Very unlikely Unlikely Likely Very Very Unlikely Likely Very
likely unlikely likely
Frequency 0.8 115 48.5 39.2 1.0 9.6 46.8 42.6
(%)
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Appendix 7

Texts for life story intervention.

- First text: “Mr PEETERS/DUBOIS /ALAOUI?, grew up with his family made up
of a brother and a sister. Currently, he lives in inner-city with his wife and their
two children aged one and three years old. He used to work as an office
worker?2. He plays football”.

- Second text: “The patient also tells you that he is reluctant to take
antidepressants, he is very afraid of side effects”

- Third text: “Six or seven months ago, the patient was under a lot of pressure at
work. He and many of his colleagues were laid off from their job as a result of
a company restructuring for financial reasons.”

- Fourth text: “You notice in the patient's file that he has been separated for 7
months”.

2! Family name Dutch, Walloon and Moroccan more common.
22 Job more common in Belgian (Les professions en Belgique — StatBel, 2020)
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Appendix 8
Practical details about the methodology

The methodological quality and clinical realism of the vignettes were validated by
an academic expert in experimental psychology.'? For more details on the design,
see Ceuterick et al.®® and Delaruelle et al.'?> The script of the vignettes was
developed and validated by an academic expert in experimental psychology and an
advisory committee composed of two psychiatrists, two GPs, a psychiatric nurse, a
psychologist, and an expert in culturally sensitive care. It was stated that the video
simulated a conversation between a GP and a patient who had come for a second
consultation due to a persistent headache. Physical examination and a CT scan
revealed no physical cause for his headaches. The patient had no history of
psychiatric problems, no family history of mental iliness, and no history of drug
abuse and was unemployed. The introductory text and the YouTube links to the
video vignettes are available in both French and Dutch in Appendix 5. To avoid any
possible bias, the French and Dutch video vignettes were recorded with the same
actors, who were almost perfectly bilingual. Some participants in the pilot study
started in February 2021, however, questioned the authenticity of the French
accent, so we decided to use lip-sync dubbed videos for the data collection in the
French-speaking part of the country.
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