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Abstract 

 
Background: There are around 78.000 refugees who recently received a staying permit in the 
Netherlands of whom about 35% are under the age of 18. They are at risk for mental health problems 
due to traumatic experiences in the past, as well as unfavourable living circumstances in the 
Netherlands (poverty, discrimination etc). Timely recognition and treatment of psychosocial problems 
prevents the development of more severe disorders in the future. As gatekeeper to the healthcare 
system, General Practitioners (GPs) could play an important role in this, however evidence shows that 
they struggle to discuss psychosocial problems  with refugees and refugees seldom mention these 
themselves. . The empowerment project aims to increase the person-centred cultural sensitive skills 
and interprofessional collaboration of GPs and Mental Health Nurses to improve timely recognition, 
discussion and effective guidance of mental distress in refugee youth. 
We hypothesised that 1) the number of General Practice consultations in which mental health is being 
discussed is lower in contacts with refugee minors than in contacts with other minors and 2) an 
intervention aimed at improving GPs discussion of and care for mental health problems in refugee 
minors will increase the number of GP consultations in which mental health is being discussed with 
refugee minors. 
 
Methods: This quantitative, retrospective cohort study is carried out in four General Practices in the 
Netherlands whose caregivers were trained during the Empowerment project. To find an answer to 
the second research question, an extensive intake is conducted as an intervention. The intervention is 
performed as a stepped wedge design study. Patient records are viewed and analysed descriptive. For 
the primary outcome measure, a generalized linear mixed model is used. 
 
Results: 152 refugees from 21 different countries were identified in a total of 16394 patients. Refugee 
minors consulted the GP less often than the controls. Language and speech deficiency was diagnosed 
more often by refugee minors. The number of discussions about mental health problems by the GP 
with refugee minors before and after the intervention is compared.  
The number of psychological diagnoses quadrupled in the period between 2019 and 2021 compared 
to the period between 2014 and 2019. In the controls, this difference was 2.5 times. The discussions 
about mental health with refugees were doubled during the intervention period compared with the 
control period. However, this increase is not significant. 
 
Conclusion: The intervention doubled the number of mental health discussions by the GP with refugee 
minors/their parents. This increase was not significant, but there was still a trend in the right direction. 
Also the number of psychological diagnoses are increased in the intervention period. So, it seems likely 
that the person-centred cultural sensitive intake has a positive effect on the discussion of mental 
health problems with refugee minors. 
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Introduction 
In 2020, some 78.000 recent status holders reside in the Netherlands: people who were forced to 
leave their country due to violence or oppression and are acknowledged as a refugee by the Dutch 
government. About 35% of the refugees are under the age of 18 (1). Refugee minors are usually 
accompanied by their parents, but 20% of the refugee minors arrive in the host country on their own 
(2).  
The traumatic experience of organized violence has been identified as a significant risk factor for 
mental health problems, especially Post-Traumatic Stress Disorder (PTSD), depression and anxiety 
disorders (2-5). The prevalence of Post-Traumatic Stress Disorder (PTSD) among refugee children is 
estimated at 11%. Among unaccompanied refugee minors (URMs) the prevalence of PTSD is even 
higher, estimated to be between 20-53% (2, 6). Today, many experts agree that traumatic experiences 
are not the major determinant in the mental health status of refugees. Welfare, employment (in 
adults) and acceptance into their new surroundings may have a larger long-term effect on their 
mental health. The well-being of children is related to that of their parents/guardians. Besides, the 
fortunes of their parents strengthen their psychological resources (7-10). A rich social network and a 
safe learning environment decrease the chance of developing depression, anxiety disorders and PTSD 
(2, 7, 8, 11).  
 
Mental health problems in refugee minors are, thus, a realistic problem for every health professional 
and general practitioners (GP) in particular. And yet, there are indications of underdiagnosis of mental 
health problems in refugees and particularly refugee minors in healthcare (12, 13). Mental distress 
may be hard to recognize across language and cultural differences, especially in ethnic groups that are 
not used to talking about mental distress (14, 15). The reason for this could be that refugees are afraid 
of not being able to express their problems well or that the GP does not know them well (16). General 
practitioners could have a key role in the detection of mental health problems in refugee minors 
because they are the first point of entry to all health services in the Netherlands.  
 
In the current study, we tested our hypothesis that 1) the number of General Practice consultations in 
which mental health is being discussed is lower in contacts with refugee minors than in contacts with 
other minors and 2) an intervention aimed at improving GPs discussion of and care for mental health 
problems in refugee minors will increase the number of GP consultations in which mental health is 
being discussed with refugee minors. Therefore, within the Empowerment project (see setting below) 
we compared the number of GP consultations in which mental health is discussed with refugee minors 
with the number of GP consultations in which mental health is discussed with other minors before and 
after the Empowerment intervention. 
 
In this study we aimed to answer the following research questions: 
 

1. What is the number of General Practice consultations in which mental health is being discussed 

with refugee minors compared to other minors prior to the intervention? 

2. What is the difference between the number of GP consultations in which mental health is being 

discussed with minor refugees before and after the intervention? 

  



Methods 
Setting 
From 2018 to 2021, the ZonMw funded action research Empowerment project was implemented. It 
aimed to improve the mental health in refugee minors by developing general practice tools, a culture-
sensitive training and local collaborative groups to improve recognition, discussion and person-
centred integrated support for refugee minors with mental health problems. The project activities 
were developed in co-creation with refugees, general practitioners, mental health nurses (MHN) and 
other stakeholders in the neighbourhood like schools, municipal welfare organizations and refugee 
support organizations, to improve the well-being of refugee children. One element of the intervention 
was that the participating GP’s started to hold an extensive intake interview with refugees and their 
children to increase trust between refugees and GP/ MHN, as well as the knowledge of the GP/ MHN 
about the social circumstances of the family. It was hypothesised that this would increase the number 
of contacts with refugee minors in which mental health problems were discussed after the practices 
were trained in the integrated person centred culturally sensitive approach.  
The intervention took place in General Practices in 4 different towns in the South-Eastern part of the 
Netherlands. Two of those towns are small and two are big. 
 

The intervention is performed as a stepped wedge design study which started as control period in 
September 2019 and ended in September 2021. In a stepped wedge design, every cluster starts with 
the control period. Then, each cluster changes to the intervention at a different time. At the end of 
the stepped wedge designed study, all clusters have undergone the intervention (18, 19).  
In this study, the intervention by the first GP (GP1) started in January 2020, the second (GP2) in July 
2020, the third (GP3) in October 2020 and the last (GP4) in March 2021. This resulted in the following 
five steps, see figure 1.  
 

Figure 1: Stepped wedge design 

 
 
       

 Sept 2019              Jan 2020                           July 2020      Oct 2020                March 2021                         Sept 2021 

 Step 1 Step 2 Step 3 Step 4 Step 5 

GP1      

GP2      

GP3      

GP4      

    

 

 

Design 
We performed a quantitative, retrospective cohort study (from 01-09-2014 to 01-09-2019) and 
quantitative, prospective cohort study (from 01-09-2019 to 01-09-2021) of patient records of 
consultations with General Practitioners or Mental Health Practice Nurses in the four participating 
General Practices.  
The results from the intervention period and control period in each practice are compared and 
analysed. 

  Cluster unexposed to intervention (control)    Cluster exposed to intervention 



Study population 
The study population consists of registered minor refugee patients at the participating GP’s who 
obtained a residence permit before 1 September 2014. The participating GP’s manually identified their 
minor refugee patients, based on surname / country of birth.  
For the control group we used a case-control design. We matched each refugee minor to the first 
minor in an analphabetic list of patients of whom at least one parent was born in the Netherlands, of 
the same gender and age group. Age groups were defined as 0-6, 7-12, 13-17 years (see table 1). After 
the identification the patient records of these minors were anonymised, using a patient number, and 
assessed by the researchers KR, MdK or RC.  

 

Data collection and processing 
The following information was extracted from the patient records: 

- Age and gender 

- With whom they live 

- Country of origin of the parents 

- Country of birth 

- Number of consultations 

– Diagnoses as ICPC coding (International Classification of Primary Care coding) 

– Mentioning of discussion of mental health issues 

– Referrals to other healthcare or social care professionals 

Analysis 
The data was obtained, initially as frequencies. The data from the first five years (2014-2019) were 
analysed descriptively before the start of the intervention to answer our first hypothesis that mental 
health issues were less often discussed in refugee minors compared to Dutch control children.   
 
The primary outcome measure for the intervention was the percentage of refugee minors with whom 
the GP has discussed their mental health after the intervention compared to before the intervention. 
For this, a generalized linear mixed model with practice as a random factor is used. With this, we 
tested the intervention effect on the number of conversations about mental health problems with 
refugee minors.  
 
All data is processed by descriptive statistics using a recent version (25th) of SPSS statistics. 

 

Ethics 
This study is part of the EmpowerMENT project. Ethical approval for the study has been waived by the 
CMO-Arnhem Nijmegen (ref number 2019 – 5398)(17).  



Results  

In total, 152 refugee/migrant minors from 72 families were identified on a total of 16394 patients in 

the included General Practices; GP1: 65 refugees (28 families/total N=7108 patients), GP2: 49 refugees 

(25 families/total N=4265 patients), GP3: 34 refugees (17 families/total N=2849 patients), GP4: 4 

refugees (2 families/total N=2172 patients). In the refugee group 56.6% (86 of the 152) are male, 

which is the same amount as in de control group. 

Table 1: Basic characteristics of the study population 

 

 Refugee Control 

Cases (N) 152 152 

Gender Male 86 (56.6%) Male 86 (56.6%) 

Female 66 (43.4%) Female 66 (43.4%) 

Age in years    
                        
                      

0-6 70 (46.1%) 0-6 70 (46,1%) 

7-12 40 (26.3%) 7-12 39 (25.7%) 

13-17 42 (27.6%) 13-17 43 (28.3%) 

Living with Both parents 130 (85.5%) Both parents 101 (66.4 %) 

Mother only 9 (5.9%) Mother only 32 (21.1%) 

Father only 2 (1.3%) Father only 0 (0%) 

Mother, father 
unknown 

4 (2.6%) Mother, father 
unknown 

15 (9.9%) 

Unaccompanied 4 (2.6%)   

Unknown 3 (2%) Unknown 4 (2.6%) 

Parents of the refugee/migrant children originate from 21 different countries. Most parents originate 

from Syria (52%) or Eritrea (8.6%). The biggest group of refugee minors were born in Syria (25.3%), the 

Netherlands (22.7%) and Eritrea (6%). 

The following results are an answer to our first question: What is the number of General Practice 
consultations in which mental health is being discussed with refugee minors compared to other minors 
prior to the intervention? 
 
In the five years prior to the intervention (01-09-2014 to 01-09-2019), the 152 refugees/migrants had 
in total 1023 consultations with the GP (5 per minor), while the controls had 1677 consultations (10 
per minor).  
In this period the GP’s diagnosed psychological complaints 53 times (70 diagnoses per 1000 patient-
years) in the refugees and 97 times (128 diagnoses per 1000 patient-years) in the controls (p-value = 
1.564 x 10-5). The GP diagnosed language deficiency/speech deficiency 32 times (42 diagnoses per 1000 
patient-years) in the refugees and 14 times (18 diagnoses per 1000 patient-years) in the controls. This 
is described per General Practice (see table 2). 

 
 
  



Table 2: Number of patients per P-diagnosis (and as % of patients) before the intervention  

  

 

 

 

a) GP1 

Number of 
refugee minors 
presenting with 
(N=65)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=65) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P03 Depressed, feeling down 0 (0%) 0 (0) 2 (3.1%) 2 (6) 

P06 Sleeplessness/ insomnia 0 (0%) 0 (0) 5 (7.7%) 4 (12) 

P12 Enuresis 5 (7.7%) 7 (22) 2 (3.1%) 3 (9) 

P21 Hyperactivity/ hyperkinetic 0 (0%) 0 (0) 8 (12.3%) 24 (74) 

P22 Other worries behaviour child 1 (1.5%) 1 (3) 4 (6.2%) 12 (37) 

P24 Specific learning problem 0 (0%) 0 (0) 1 (1.5%) 3 (9) 

P24.2 Language deficiency/speech 
deficiency 

13 (20%) 20 (62) 7 (10.8%) 10 (31) 

P99 Autism spectrum disorder 0 (0%) 0 (0) 4 (6.2%) 6 (18) 

 

 

 

b) GP2 

Number of 
refugee minors 
presenting with 
(N=49)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=49) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P01 Anxiety, feeling tense 0 (0%) 0 (0) 1 (2.0%) 1 (4) 

P02 Crisis, short stress reaction 0 (0%) 0 (0) 1 (2.0%) 1 (4) 

P03 Depressed, feeling down 0 (0%) 0 (0) 1 (2.0%) 1 (4) 

P06 Sleeplessness/ insomnia 1 (2.0%) 1 (4) 1 (2.0%) 1 (4) 

P20 Memory/ concentration/ 
orientation impairment  

0 (0%) 0 (0) 1 (2.0%) 1 (4) 

P22 Other worries behaviour child  0 (0%) 0 (0) 3 (6.1%) 3 (12) 

P24 Specific learning problem 1 (2.0%) 1 (4) 1 (2.0%) 1 (4) 

P24.2 Language deficiency/speech 
deficiency 

5 (10.2%) 5 (20) 1 (2.0%) 2 (8) 

P79 Other neurosis 0 (0%) 0 (0) 1 (2.0%) 1 (4) 

P99 Autism spectrum disorder 0 (0%) 0 (0) 2 (4.1%) 2 (8) 

 

 



 

 

c) GP3 

Number of 
refugee minors 
presenting with 
(N=34)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=34) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P01 Anxiety, feeling tense 2 (5.9%) 2 (8) 1 (2.9%) 1 (6) 

P02.01 PTSD 1 (2.9%) 3 (18) 0 (0%) 0 (0) 

P03 Depressed, feeling down 0 (0%) 0 (0) 1 (2.9%) 1 (6) 

P06 Sleeplessness/ insomnia 0 (0%) 0 (0) 1 (2.9%) 1 (6) 

P12 Enuresis 0 (0%) 0 (0) 1 (2.9%) 1 (6) 

P20 Memory/ concentration/ 
orientation impairment  

0 (0%) 0 (0) 1 (2.9%) 2 (8) 

P21 Hyperactivity/ hyperkinetic 0 (0%) 0 (0) 1 (2.9%) 2 (8) 

P22 Other worries behaviour child  0 (0%) 0 (0) 2 (5.9%) 6 (35) 

P24 Specific learning problem 0 (0%) 0 (0) 1 (2.9%) 1 (6) 

P24.2 Language deficiency/speech 
deficiency 

5 (14.7%) 6 (35) 2 (5.9%) 2 (8) 

P24.03 Motoric development disorder 1 (2.9%) 1 (6) 0 (0%) 0 (0) 

P74 Anxiety disorder 1 (2.9%) 1 (6) 0 (0%) 0 (0) 

P85 Mental retardation  1 (2.9%) 1 (6) 1 (2.9%) 2 (8) 

P99 Autism spectrum disorder 1 (2.9%) 1 (6) 0 (0%) 0 (0) 

 
 

 

 

d) GP4 

Number of 
refugee minors 
presenting with 
(N=4)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=4) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P06 Sleeplessness/ insomnia 1 (25%) 1 (50) 0 (0%) 0 (0) 

P24 Specific learning problem 1 (25%) 1 (50) 0 (0%) 0 (0) 

P24.2 Language deficiency/speech 
deficiency 

1 (25%) 1 (50) 0 (0%) 0 (0) 

 
In the five years before the intervention, the discussion of mental health was mentioned in 12 refugee 
minors (25 discussions per 1000 patient years), compared to 29 control minors (72 discussions per 
1000 patient years)( p-value = 1.629 x 10-6)(see table 3). 
 
 
 
  



Table 3: Number of patients with whom mental health is discussed (and as % of patients) before the 
intervention 

 

 

 

Number of 
refugee minors 
with whom 
mental health is 
discussed   

Number of 
discussions (and 
discussions per 
1000 patient-
years) 

Number of 
controls with 
whom mental 
health is 
discussed 

Number of 
discussions (and 
discussions per 
1000 patient-
years)  

GP1 (N=65) 3 (4.6%) 3 (9) 16 (24.6%) 33 (102) 

GP2 (N=49) 1 (2.0%) 1 (4) 9 (18.4%) 11 (45) 

GP3 (N=34) 6 (17.6%) 9 (53) 4 (11.8%) 11 (65) 

GP4 (N=4) 2 (50%) 6 (300) 0 (0%) 0 (0) 

Total 12 (7.9%) 19  (25) 29 (19.1%) 55 (72) 

 
The following results are an answer to our second question: What is the difference between the 
number of GP consultations in which mental health is being discussed with minor refugees compared 
to other minors before and after the intervention? 
 
Since 01-09-2019 24 refugee minors and 19 control minors had left the practice and were lost to our 
study. No new refugee minors were registered in any of the GP’s.  
In the last two years (01-09-2019 to 01-09-2021), 116 refugee minors in total had 604 consultations 
with the GP (12 per minor), while 117 controls had 561 consultations (16 per minor). In this period, 
there was an increase of diagnoses from the group of psychological complaints among both the 
refugees and the control: the GP diagnosed psychological complaints 29 times (95 diagnoses per 1000 
patient-years) in the refugees and 58 times (191 diagnoses per 1000 patient-years) in the controls. 
This is described per GP office (see table 4 and 5). 
 
Table 4: Number of patients per P-diagnosis (and as % of patients) during the intervention 

 

 

 

 

a) GP1 

Number of 
refugee minors 
presenting with 
(N=49)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=54) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P01 Anxiety, feeling tense 0 (0%) 0 (0) 1 (1.9%) 3 (28) 

P06 Sleeplessness/ insomnia 0 (0%) 0 (0) 1 (1.9%) 2 (19) 

P12 Enuresis 1 (2.0%) 3 (31) 1 (1.9%) 1 (9) 

P21 Hyperactivity/ hyperkinetic 0 (0%) 0 (0) 1 (1.9%) 2 (19) 

P22 Other worries behaviour child 0 (0%) 0 (0) 1 (1.9%) 1 (9) 

P24.03 Motoric development disorder 0 (0%) 0 (0) 1  (1.9%) 2 (19) 

P24.2 Language deficiency/speech 
deficiency 

7 (14.3%) 8 (82) 1 (1.9%) 1 (9) 

P29 Other psychological complaints 0 (0%) 0 (0) 1 (1.9%) 1 (9) 

P99 Autism spectrum disorder 0 (0%) 0 (0) 1 (1.9%) 3 (28) 

 



 

 

b) GP2 

Number of 
refugee minors 
presenting with 
(N=42)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=45) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P01 Anxiety, feeling tense 1 (2.4%) 1 (12) 0 (0%) 0 (0) 

P04 Irritable, anger 0 (0%) 0 (0) 1 (2.2%) 5 (56) 

P12 Enuresis  1 (2.4%) 1 (12) 0 (0%) 0 (0) 

P13 Encopresis 0 (0%) 0 (0) 1 (2.2%) 1 (11) 

P15/P18/P19 Substance abuse 0 (0%) 0 (0) 1 (2.2%) 1 (11) 

P22 Other worries behaviour child  0 (0%) 0 (0) 1 (2.2%) 1 (11) 

P24 Specific learning problem 0 (0%) 0 (0) 1 (2.2%) 1 (11) 

P24.01 0 (0%) 0 (0) 1 (2.2%) 1 (11) 

P24.2 Language deficiency/speech 
deficiency 

4 (9.5%) 6 (71) 1 (2.2%) 1 (11) 

P74 Anxiety disorder 0 (0%) 0 (0) 2 (4.4%) 2 (22) 

P78 Surmenage 0 (0%) 0 (0) 1 (2.2%) 2 (22) 

P99 Autism spectrum disorder 0 (0%) 0 (0) 1 (2.2%) 10 (111) 

 

 

 

c) GP3 

Number of 
refugee minors 
presenting with 
(N=31)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=32) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P01 Anxiety, feeling tense 1 (3.2%) 3 (48) 0 (0%) 0 (0) 

P15/P18/P19 Substance abuse 0 (0%) 0 (0) 1 (3.1%) 4 (63) 

P20 Memory/ concentration/ 
orientation impairment  

0 (0%) 0 (0) 2 (6.3%) 4 (63) 

P21 Hyperactivity/ hyperkinetic 0 (0%) 0 (0) 3 (9.4%) 8 (125) 

P24.2 Language deficiency/speech 
deficiency 

4 (12.9%) 4 (65) 0 (0%) 0 (0) 

P29 Other psychological complaints 0 (0%) 0 (0) 1 (3.1%) 1 (16) 

P74 Anxiety disorder 1 (3.2%) 1 (16) 0 (0%) 0 (0) 

P99 Autism spectrum disorder 1 (3.2%) 1 (16) 0 (0%) 0 (0) 

 
 
 
 



 

 

d) GP4 

Number of 
refugee minors 
presenting with 
(N=4)  

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years) 

Number of 
controls 
presenting with 
(N=3) 

Number of 
diagnoses (and 
diagnoses per 
1000 patient-
years)  

P24 Specific learning problem 1 (25%) 1 (50) 0 (0%) 0 (0) 

 
 
Table 5: Number of refugee minors with a P-diagnosis (and as % of patients) before and during the 
intervention 

 

 

 

 

Number of 
refugee 
minors with a 
p-diagnosis  
before the 
intervention 

Number of p-
diagnoses 
(and p-
diagnoses per 
1000 patient-
years) 

 Number of 
refugee 
minors with a 
p-diagnosis 
during the 
intervention 

Number of p-
diagnoses 
(and p-
diagnoses per 
1000 patient-
years)  

GP1 (N=65) 19 (29.2%) 28 (86) GP1 (N=49) 8 (16.3%) 11 (112) 

GP2 (N=49) 7 (14.3%) 7 (29) GP2 (N=42) 6 (14.3%) 8 (95) 

GP3 (N=34) 12 (35.3%) 15 (88) GP3 (N=31) 7 (22.6%) 9 (145) 

GP4 (N=4) 3 (75%) 3 (150) GP4 (N=4) 1 (25%) 1 (125) 

Total 41 (27.0 %) 53  (70) Total 22 (17.5%) 29 (115) 

 
 
We compared the number of discussions about mental health problems by the GP with minor 
refugees before and during the intervention. In the intervention period, the discussion of mental 
health was mentioned in 8 refugee minors, compared to 4 refugee minors in the control period (see 
figure 2). 
 
Figure 2: Number of mental health discussions  

 
 
       

 Sept 2019              Jan 2020                           July 2020      Oct 2020               March 2021                          Sept 2021 

 Step 1 Step 2 Step 3 Step 4 Step 5 

GP1 2 3    

GP2 2  1 2  

GP3     2 

GP4      

    
 
In the two years between 01-09-2019 and 01-09-2021, the discussion of mental health was mentioned 
in 19 control minors (71 discussions per 1000 patient years). 
During the two years between 01-09-2019 and 01-09-2021, we calculated the results in odds ratio. 
Odds Ratio (OR) is a measure of association between exposure and an outcome. The OR represents 

  Cluster unexposed to intervention (control)    Cluster exposed to intervention 



the odds that an outcome will occur given a particular exposure, compared to the odds of the 
outcome occurring in the absence of that exposure.  
This results in an odds ratio of 1.829 with a p-value of 0.395 (95% CI 0.454 – 7.370).  

 
 
 
 
 
 

  



Discussion 
Main results 
In the five years between 2014 and 2019, the 152 refugee minors had 1023 consults with the GP 
compared to the 1677 consults in the 152 controls. There were 19 discussions about mental health in 
the refugee group, compared to 55 in the controls and 53 psychological diagnosis in the refugee group 
compared to 97 in the controls. Language deficiency/speech deficiency was diagnosed more often in 
refugee minors. 
These results confirm our hypothesis that the number of General Practice consultations in which 
mental health is being discussed is lower in contacts with refugee minors than in contacts with other 
minors. 
 
Our results also seem to indicate that indeed, as we hypothesised, the intervention increased  
the number of GP consultations in which mental health is being discussed with refugee minors. The 
number of psychological diagnoses were quadrupled in the period between 2019 and 2021 compared 
to the period between 2014 and 2019. In the controls, this difference was 2.5 times. The discussions 
about mental health with refugees were doubled during the intervention period compared with the 
control period. However, this increase is not significant. 
 
Comparison with literature 
Our findings on the total number of GP consultations with refugees before the intervention, which 
were lower compared to the control group are in contrast with literature that show that refugee 
minors consult the GP more often than Dutch peers (18). An explanation of the results may be that in 
our study the largest age group was 0-6 years who probably will not yet have as many health problems 
as older minors.  
The consultations in which mental health was discussed were also lower among refugee minors 
compared to the controls, while the risk of mental issues is higher in the refugees. 22.7% of the 
refugee minors was born in the Netherlands. Most of them belong to the group of 0-6 years. So they 
did not experience traumatic events, like war, which could cause mental health problems is smaller. 
They also did not have the difficulty processing the flight and getting used to a new country. However, 
it is known by the literature that psychological problems of parents can influence the mental health of 
children (19, 20). Literature tells that even exposure to traumatic events in early childhood is 
associated with mental health problems (21-23). Moreover, research shows that toddlers, infants and 
even neonates can feel intense pain and show symptoms of traumatization (21). The definition of 
mental health problems is also a subject that could be discussed. The World Health Organization 
defines mental health as: “A state of well-being in which an individual realizes his or her own abilities, 
can cope with the normal stresses of life, can work productively and is able to make a contribution to 
his or her community (24).” This description shows that the sense of mental health may differ per 
community. So, what we see as mental health problems could be normal behaviour in other cultures. 
 
Person-centred cultural sensitive approach results in more patient participation and engagement and 
more trust in the healthcare professional and thus more opportunity to talk about mental health 
issues (25). In line with this, the consultations about psychological issues were increased during the 
intervention of our study. However, this increase is not significant, due to the Covid-19 pandemic and 
the small numbers in the results. 
Due to the Covid-19 pandemic, GP’s were forced to conduct fewer consultations than usual. At the 
beginning of the pandemic, only essential care could be provided by the GP. After this period, GP’s had 
to make up for delayed care. So it was also difficult to make time for the intervention.  
External factors could also influence the intervention. Participating GP’s reported that refugees do not 
always want to participate in the intervention. Refugees may have previously had to deal with care 
providers who have violated their trust, for example by involvement in the disappearance of relatives 



or torture practices (26). This can result in trust issues between refugees and the GP, making them 
unwilling to participate.  
If we look at the four GP’s separately, we see that GP1 and GP3 performed more intakes than GP2 and 
GP4. We also know that the collaborative groups were more interactive and qualitative in GP1 and 
GP3. So, the collaborative groups could potentially be a positive stimulus for the GP to perform an 
intake.  
 
Strengths and limitations 
The stepped wedge design that is used is complex, but it is a strong design because the participants 

are both control and intervention (27). In a stepped wedge design, the sample size could be smaller 

than in a typical cluster trial (28). We had a sample size of N=152, which is a strength for the validity of 

this study. A disadvantage of the stepped wedge design is that it has a longer trial duration (3-5 

years)(27). So, the limited time (2 years) we had for this study may be a limitation for the validity. 

The retrospective design of this study may lead to reporting bias. Keeping patient records is time 
consuming for GP’s. As mentioned above, the Covid-19 pandemic has made the GP’s busier. During 
the data collection, we saw that patient records were not always complete. This is also reflected in the 
variable ‘unknown’ in the results of, for example, the diagnosis. So, mental health problems may be 
discussed by the GP, but not reported. 
 
Recommendation for further research and practice 
In this study, we focused on the discussion of mental health problems by refugee minors during an 
intervention. Literature shows that the bond of trust between patients and caregivers is an important 
factor that influence the quality of care provision (29). To strengthen this bond, it is important to have 
an intake interview. 
 
The threshold to participate an intake may be high for some patients. By actively visiting patients as 
GP/MHN, you can lower that threshold. You also show the patient that you take her/him seriously and 
you will be there for her/him as care provider. With a visit, you can also gain better insight to the 
environment and home situation of the patient. This gives you more information about the context of 
a patient. Further research can implement such a visit and test the effect of it on the frequency of the 
discussion of mental health problems by refugee minors.  
 
It is also important to know that patients can seek help elsewhere for their mental health complaints. 
Study shows that there are multiple ways in which refugees would focus on their distress. An example 
that is mentioned is praying to ease their minds and to repair trust in a positive future. Another example 
is using social capital and their different perspectives as a resource (16). If GP / MHN are familiar with 
those resources, they can take that into account and respond to it. This ensures more effective care 
provision. So, training on this subject could be helpful. 
 

Conclusion  
In the five years between 2014 and 2019, the number of mentioned mental health discussions were 
lower in refugee minors compared to controls. 
During the intervention period, there was a doubling of discussions about mental health problems 
with refugee minors, compared to the control period. Despite the fact that this increase was not 
significant, there is still a trend in the right direction. The number of psychological diagnoses are also 
increased in the intervention period, in both the refugee minors and controls. So, it seems likely that 
the person-centred cultural sensitive intake has a positive effect on the discussion of mental health 
problems with refugee minors. 
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Appendix 
ICPC-codes per diagnosis-group  
Psychological diseases (P01, P02, P03, P04, P06, P15, P18, P19, P20, P21, P22, P02.01, P24.2, P12, P99, 
P24, P85, N19, P29, P74, P24.03, P24.01, P78, P13, P79) 
Social problems (Z25, Z16, Z16.01, Z25, Z20, Z22) 
Respiratory tract diseases (R74, R78, R05, R76, R96, R06, R07, R21, R80, R87, R75, R97, R81, R03, R97, 
R02, R03) 
Eye diseases (F02, F03, F70, F72, F73, F95) 
GI-tract diseases (D74, D22, D12, D11, D73, D84, D05, D06, D01, D10, D88, D09, D03, D87.01) 
Traumata (A80, minor trauma, trauma) 
Dermatological diseases (S03.1, S95, S87, S88, S84, S74, S17, S12, S18 ) 
Urinary tract diseases (U71, U01, U02, ) 
Ear diseases (H71, H72, H73, H01) 
No disease (A97) 
Fever (A77, A72, A03, A76, A04, A16, A06, vaccination) 
Neurological diseases (N01, N02, N89, N17.02) 
Other (A12, K04, L14, X82, L17, caries, all other diagnoses) 
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Process description 
During this internship, I had a very educational time. I met my supervisors weekly. I am thankful that, 
despite covid-19, I was given the opportunity to physically work in the department. This made it easier 
to ask my supervisors for feedback and discuss my progress. 
 
The first week, I did a lot of literature study and started writing my introduction. I also contacted the 
GP’s to make appointments for the data extraction. The second week, I finished the draft version of 
the introduction and started with writing the method. During this week, I also went through the SPSS 
file in which I would collect the data.  
 
In week three, I started with the data extraction in the four GP’s. This was interesting and educational. 
Besides I wrote most part of the methods and sent it, together with the introduction, to my 
supervisors for feedback. In week four, five and six, I continued the data extraction. In week six, I also 
started processing the results. I made new variables with subcategories of diagnosis and treatments. It 
was very challenging and educative to work in the syntax of SPSS. I finished the methods section and 
sent this to my supervisors. During this week I received feedback on my introduction and methods. My 
supervisors suggested some additional literature and gave me tips on writing in English. This feedback 
helped me with improving the introduction and methods and writing the rest of the article.   
 
In week seven and eight, I continued processing the results and started writing the result section of 
my article. I also tried to perform an statistical analysis. We found that the statistical method we had 
chosen was not suitable for analysing our results. We discussed this with my supervisors and the 
statistician of the department. The statistician gave me advice and after this I managed to find the 
right method.  
 
During the final weeks of my internship, I finished the data analysis and wrote the results, discussion 
and conclusion. I also wrote the abstract. I asked my supervisors for advice on how to write a good 
discussion. Their tips were very helpful. Finally, I finished my draft paper, prepared my oral 
presentation and gave it to the department.  
 
During the CKO-9 course, I formulated three specific learning objectives: 
1. I wanted to improve writing scientifically in English.  
2. I wanted to practice performing statistical analysis and choosing the right tests.  
3. I wanted to learn how to balance different projects with my research internship.  
 
I am convinced that I have achieved these goals. To improve my English writing skills, I read several 
English scientific articles. This gave me a better understanding of how to write academic English. In 
addition, I asked my supervisors for feedback and I used their advices to improve my writing skills.  
Before this internship, I already worked with SPSS but I had never performed a statistical analysis. I 
read manuals and watched tutorials on YouTube to figure out how to perform a statistical analysis in 
SPSS. I also enlisted help from the statistician of the department.  
Each week, I scheduled how many hours I would like to spend on my research and other projects. This 
was very helpful for me to get an overview of my tasks. Unfortunately, I lost my grandfather in week 
eight of my internship. It was difficult for me to focus on my research during this period. However, the 
planning I made helped me to carry out my tasks and to complete my report.  
 

Before this internship, I was nervous about doing research. During the CSI lessons of the bachelor, I 
did not like to do research. But this internship surprised me positively. Doing quantitative research was 
very educative and interesting. I enjoyed collecting data and performing statistical analyses. I learned a 
lot about refugees and also about how GP’s work and report. I am happy I can take the knowledge I 
gained during this internship with me on the road to becoming a good doctor. 


