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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.
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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
inequities in mental health care by addressing GPs’ trust in their
migrant and ethnic minority patients.

Introduction

Socioeconomic status partly explains why some migrant and ethnic minority (MEM)
groups are at greater risk of mental illness. Ethnic disparities remain, however, even
after adjusting for socio-economic factors (Bhui, Halvorsrud, and Nazroo 2018; Levecque
and Van Rossem 2015). 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 (Drew-
niak et al. 2016; Duveau et al. 2022; van Ryn et al. 2011). 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 (Ceuterick et al. 2020; Drewniak et al. 2016). Moreover, there is still little research
focusing on healthcare providers’ perspectives and their biases’ impact on medical
decisions in the field of mental health (National Academies Press and (NAP) 2004;
Spencer and Grace 2016). 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 (Anjara et al. 2019; Bower and Gilbody 2005; Doorslaer,
Koolman, and Jones 2004). Even unprejudiced GPs may face individual, interpersonal, or
organisational conditions that result in discriminatory (e.g. unfair or unequal) decisions
(Kite and Whitley 2016).

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’ (Paradies et al. 2015). 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 (Clement et al. 2015; Mittal et al. 2020; Schunck, Reiss, and Razum 2015).
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
(Ekeberg and Abebe 2021; Missinne and Bracke 2012). 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 entered the current country of
residence as a migrant, as outlined by the United Nations (United Nations and EURO-
STAT 2006).
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Individual, interpersonal, and organisational factors

Spencer and Grace (2016) identified different factors that contribute to discriminatory
medical decisions: at (i) the patient’s level (e.g. age, gender, and ethnicity), (ii) the phys-
ician’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 (Cooper et al. 2004; Moskowitz et al. 2011; Poma
2017)), 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 (Stepanikova 2012)). 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 diver-
sity 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 withMor-
occan or Turkish roots, is especially higher, as compared to other European countries
(Levecque, Lodewyckx, and Bracke 2009; Missinne and Bracke 2012; Van Roy et al.
2018). 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 Euro-
pean countries (Missinne and Bracke 2012). 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
(Van Mol and De Valk 2016). Today, Moroccan communities constitute one of the
most significant ethnic groups in Belgium. Morocco remains one of the primary countries
of origin for people naturalised 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, Mor-
occan 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 regis-
tered nationality, and up to 40% of the population of Brussels, the country’s capital.
(Statbel 2022b, 2022a). Migration is still an important issue today.

There is a need, therefore, to better understand which factors are associated with those
discriminatory decisions (Clark et al. 1999). For instance, in the US, racial disparities
based on the colour of people’s skin have dominated the research agenda, whereas in
Europe, the term ‘race’ has been superseded by ‘ethnicity’ (Afshari and Bhopal 2010).
In Europe, ethnicity is mainly defined by a person’s country of birth or ancestry and cul-
tural differences such as language (Afshari and Bhopal 2010).

Aims

This paper assessed the association between GPs’ individual, interpersonal, and organis-
ational factors and the differences between medical decisions affecting a depressed
patient with or without a MB.
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At the individual level, we hypothesised that the medical decisions of older male eth-
nically 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 (Assari 2018; Duveau et al. 2022). At the interpersonal level, we hypoth-
esised that GPs who were less trusting of the patient with a migration background
would also make less favourable decisions (Moskowitz et al. 2011; Pugh et al. 2021).
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 (Lepièce
et al. 2014).

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 selec-
tion 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 1), 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 (Scott, Shiell, and King 1996; M. van Ryn et al. 2006) 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.

Figure 1. Patients played by actors in the video-vignettes in the survey.
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The two videos and their written introductions were comparable in every way and can
be accessed in Appendix 1. 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
(Ceuterick et al. 2020). 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 pro-
blems. More details of the project methodology are provided elsewhere (Duveau et al.
2023).

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 prin-
cipal 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 indi-
vidual and organisational factors.

Individual and interpersonal factors

At the individual level, we collected the GPs’ age, sex (man or woman), and concor-
dance 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 back-
ground (including GPs born abroad themselves and/or having at least one parent
born outside Belgium). The composite variable will be referred to as the ‘GP’s ethni-
city’. 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) (33).

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 (Pettigrew et al. 2011). 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 Burgess et al. (2008), made unreasonable demands (Moskowitz et al. 2011),
and manipulated the visit to the GP for other purposes (Burgess et al. 2008), using a 5-
point Likert scale ranging from 1 (very unlikely) to 5 (very likely). We then calculated the
average of those three scores.
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Organisational factors

We hypothesise 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 back-
ground (Lepièce et al. 2014; Stepanikova 2012). 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 (Kaldenberg and Becker
1992). 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 ques-
tions regarding the patient’s diagnosis, the treatment they would have prescribed, and
referral recommendations. These questions can be accessed in Appendix 2. 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 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 2, 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 Bel-
gium’s Dutch- and French-speaking communities. The average age of respondents was
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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.

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 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

Figure 2. Flow chart showing participation in the sample process.
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and the likelihood of prescribing medical and non-medical treatments. We also con-
ducted 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 onmedical 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.

Table 1. 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.

Respondents’ characteristic

Vignette of the patient without
a migration background

Mean (SDa) or %

Vignette of the patient with a
migration background

Mean (SD) or %

Statistical test

F-test or χ2 (p
Value)

GPs, n (%) 400 (50.2) 397 (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-
generation)

10.8 11.8

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
(>50% of their working
schedule)

2.23 (0.13)

Solo 32.5 27.6
Group 67.5 72.4
Type of area 0.95 (0.62)
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
(1: never to 5: everyday)

3.4 (1.4) 3.7 (1.3) 9.36 (0.002)

Hudelson score (5, 35) 21.3 (5.1) 20.9 (5.0) 1.02 (0.31)
Cultural competence training
No
Yes

79.8
20.2

80.7
19.3

0.10 (0.74)

The patient exaggerates his
distress
(1: not likely at all to 5: very
likely)

2.3 (0.6) 2.2 (0.6) 0.97 (0.32)

aSD: Standard deviation.
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Ethics consideration and consent statement

On 24 February 2020, the study and its methodology were approved. Written informed
consent was obtained from all participants.

Results

Table 1 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 character-
istics, 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 back-
ground 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.

Table 2 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 (χ2 = 1.05, p = 0.31). We did, however,
find that the prevalence of PTSD diagnosis was significantly higher for patients with a
migration background (16.1% vs. 11% for patients without a MB, χ2 = 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%.

Table 2. GPs’ diagnostic decisions, treatment, referral recommendations, and time spent on the
vignette.

Vignette of the patient without a
migration background

Mean (SDa) or %

Vignette of the patient with a
migration background

Mean (SD) or %

Statistical test
F-test or χ2 (p

Value)

Diagnosis
Depression, % 98.5 97.5 1.05 (0.31)
Anxiety, % 42.3 36.5 2.74 (0.10)
Post-traumatic Stress
Disorder (PTSD), %

11.0 16.1 4.46 (0.04)

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)
MANOVA (F-test, p Value)b - - 3.56 (<0.001)
aSD: Standard deviation
bMANOVA: Multivariate analysis of variance
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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 pre-
scribe a combination of medical and non-medical treatment to the patient 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 3 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

Table 3. The effect of GPs’ individual, interpersonal, and organizational factors on ethnic differences in
mental health diagnosis, treatment, and referral recommendations, estimated coefficients from
logistic regression and ANOVA.

Diagnosis of PTSD (%Yes)a Severity of symptoms (/10)
A combination of both

treatments (/4)b

Covariates Bc CI95% B CI95% B CI95%

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 (ref = Without
a MB)

−0.63 (−1.60, 0.35) 0.21 (−0.19, 0.62) −0.04 (−0.24, 0.17)

Perceived heavy workload
(ref = Light)

−0.81* (−1.46, −0.14) 0.12* (−0.45, 0.39) 0.12** (−0.01, 0.24)

Group practice (ref = Solo) 0.99* (0.16, 1.84) −0.08 (−0.34, 0.19) −0.13* (−0.26, 0.01)
Frequency of contact with
patients with a migration
backgrounde

0.24 (−0.12, 0.60) 0.02 (−0.12, 0.16) −0.07*** (−0.14, −0.00)

Hudelson score (5-35) 0.01 (−0.05, 0.07) 0.01 (−0.02, 0.03) −0.00 (−0.02, 0.01)
Cultural competence
training (ref = No)

0.95** (0.27, 1.62) −0.43 (−0.86, −0.00) −0.38*** (−0.55, −0.20)

The patient exaggerates his
distressf

−0.83** (−1.43, −0.24) −0.19** (−0.40, 0.03) 0.10 (−0.02, 0.22)

Interaction between
patient with a migration
background (ref =
without a migration
background) 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, 0.51) 0.11 (−0.27, 0.49) 0.02 (−0.17,0.21)
GP’s ethnicity (ref = Without
a MB)

−0.53 (−2.28, 1.23) −0.26 (−0.08, 0.28) 0.38* (0.08, 0.66)

Perceived heavy workload
(ref = Light)

0.88* (0.04, 1.73) 0.22 (−0.16, 0.59) 0.04 (−0.14, 0.22)

Group practice (ref = Solo) −0.28 (−1.39, 0.82) 0.046 (−0.34, 0.43) −0.01 (−0.21, 0.19)
Frequency of contact with
patients with a migration
backgrounde

0.06 (−0.43, 0.56) −0.09 (−0.29, 0.11) −0.05 (−0.15, 0.08)

Hudelson score (5-35) −0.03 (−0.11, 0.05) −0.03 (−0.06, 0.001) 0.01 (−0.01, 0.03)
Cultural competence
training (ref = No)

0.07 (−0.83, 0.97) 0.38 (−0.27, 1.04) −0.00 (−0.26, 0.25)

The patient exaggerates his
distressf

4.15** (0.40, 1.90) −0.11 (−0.42, 0.20) −0.09 (−0.27, 0.09)

a: These estimated coefficients come from a logistic regression, while the other come from an ANOVA. b: 4-point Likert
scale from 1: not at all likely to 4: very likely

c: bold coefficients have a significant p Value; * means p Value < 0.05; ** means p Value < 0.01; *** means p Value < 0.001
d: Odds ratio associated with a 10-year increase in age
e: 1 = less than monthly to 3 = at least every week
f: 1 = not likely at all to 5 = extremely likely
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three medical decisions in Table 3: 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 per-
ceived workload of GPs decreased the prevalence of PTSD, while a high workload
increased the symptoms severity assessment and of prescribing a combination of treat-
ments. The results also showed that working in a group practice increased the prevalence
of PTSD while working in solo practice increased the likelihood to prescribe a combi-
nation 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 back-
ground 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 method-
ology 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 specifi-
cation), 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 per-
ceived workload had become non-significant in treatment prescription.

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 eth-
nically 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 diag-
nosed with PTSD, that GPs found that patient’s mental illness to be less severe and that
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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 combi-
nation 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 diag-
nosing 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 (Anderson et al. 2014; Balsa, McGuire, and Meredith 2005; Bas-Sarmiento et al.
2017; Delaruelle et al. 2021; Duveau et al. 2023). 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 per-
ceived workload and trust in the patient had a strong effect, especially on PTSD diagnosis
for the patient with a migration background.

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 organised. 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 (Balsa, McGuire, and Meredith 2005).

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 (Hall et al. 2015). 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 (Amiri
2022). This mirrors other research that examined the impact of the provider’s uncon-
scious ethnic biases on the formulation of a differential diagnosis (Ashton et al. 2003).
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 high-
lights how preconceived notions, whether conscious or unconscious, can significantly
shape medical interactions and outcomes (Drewniak et al. 2016; Lepièce et al. 2014;
van Ryn et al. 2011). The potential influence of these biases underscores the imperative
for continued efforts to address disparities in healthcare and tackle discriminatory prac-
tices perpetuating unequal treatment (Kapadia 2023; Spencer and Grace 2016).
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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. (2011),
who underscored the significance of interpersonal trust between primary care providers
and patients in clinical consultations and subsequent medical decisions (Moskowitz et al.
2011).

The evident ethnic variation in diagnoses might be related to the disease prestige hier-
archy that GPs associate with mental illnesses. This phenomenon, discussed by Album,
Johannessen, and Rasmussen (2017), 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 (Album, Johannessen, and Rasmussen 2017). Fur-
thermore, people with mental health problems often encounter stigmatisation from
healthcare professionals, leading to double jeopardy for those with a migration back-
ground, as noted by previous studies (Clement et al. 2015; Mittal et al. 2020; Schunck,
Reiss, and Razum 2015).

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 (De Maesschalck, Deveugele, and Willems 2011).

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 there-
fore 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
(Byrne and Tanesini 2015). Furthermore, it has been shown that some conscious strat-
egies designed to reduce implicit bias activation are less effective in situations of high cog-
nitive load (Byrne and Tanesini 2015). 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
(Busch et al. 2019). Finally, we believe that ethnically discriminatory practice is a dys-
functional 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 (Kales
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et al. 2005). We were able to control for differences in GPs’ perceptions of PTSD diag-
nosis, 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 practice, who make up the
majority of general practitioners in Belgium (PlanCad 2019). This selection bias, pre-
viously identified in a meta-analysis, underscores the tendency of trainees (e.g.
younger GPs) to exhibit higher response rates compared to their non-trainee counter-
parts (e.g. older GPs), probably due to the greater accessibility of the internet for enga-
ging online surveys (Wu, Zhao, and Fils-Aime 2022). Consequently, our study has
exhibited an inclination towards younger GPs, potentially leading to an underrepresen-
tation 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% (Taylor and Scott 2019). 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 (Duveau et al. 2022). Throughout the phase of data collec-
tion, certain GPs declined participation in the survey, citing reasons such as perceived
irrelevance of the mental health topic or time constraints. This mirrors findings docu-
mented elsewhere (Taylor and Scott 2019) 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 determi-
nation in this regard. GPs who agreed to participate in our study potentially held predis-
positions towards these issues and might have displayed a heightened inclination towards
mental health care compared to those who did not respond. This consideration under-
scores 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 con-
stitutes a key element of mental health care in GPs’ everyday practice (FitzGerald and
Hurst 2017). Previous studies have demonstrated, however, that the use of video vign-
ettes rather than written vignettes may increase the accuracy of the probability estimates
made by GPs (Evans et al. 2015).

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
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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.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This work was supported by Belgian Federal Science Policy Office: [Grant Number B2/191/P3/
REMEDI].

ORCID

Camille Duveau http://orcid.org/0000-0002-2645-5789
Camille Wets http://orcid.org/0000-0001-8760-9094
Katrijn Delaruelle http://orcid.org/0000-0001-6726-6952
Stéphanie Demoulin http://orcid.org/0000-0001-6903-8427
Marie Dauvrin http://orcid.org/0000-0003-1612-6348
Brice Lepièce http://orcid.org/0000-0002-4780-5610
Melissa Ceuterick http://orcid.org/0000-0003-1376-9524
Piet Bracke http://orcid.org/0000-0002-9477-3236
Vincent Lorant http://orcid.org/0000-0002-2663-332X

References

Album, Dag, Lars E. F. Johannessen, and Erik B. Rasmussen. 2017. “Stability and Change in Disease
Prestige: A Comparative Analysis of Three Surveys Spanning a Quarter of a Century.” Social
Science & Medicine 180: 45–51. https://doi.org/10.1016/j.socscimed.2017.03.020.

Amiri, Sohrab. 2022. “Global Prevalence of Anxiety and PTSD in Immigrants: A Systematic
Review and Meta-Analysis.” neuropsychiatrie 36 (2): 69–88. https://doi.org/10.1007/s40211-
022-00411-6.

Anderson, K. K., N. Flora, S. Archie, C. Morgan, and K. McKenzie. 2014. “A Meta-Analysis of
Ethnic Differences in Pathways to Care at the First Episode of Psychosis.” Acta Psychiatrica
Scandinavica 130 (4): 257–268. https://doi.org/10.1111/acps.12254.

Anjara, Sabrina Gabrielle, Chiara Bonetto, Poushali Ganguli, Diana Setiyawati, Yodi
Mahendradhata, Bambang Hastha Yoga, Laksono Trisnantoro, Carol Brayne, and Tine Van
Bortel. 2019. “Can General Practitioners Manage Mental Disorders in Primary Care? A
Partially Randomised, Pragmatic, Cluster Trial.” PLoS One 14 (11): e0224724. https://doi.org/
10.1371/journal.pone.0224724.

140 C. DUVEAU ET AL.

http://orcid.org/0000-0002-2645-5789
http://orcid.org/0000-0001-8760-9094
http://orcid.org/0000-0001-6726-6952
http://orcid.org/0000-0001-6903-8427
http://orcid.org/0000-0003-1612-6348
http://orcid.org/0000-0002-4780-5610
http://orcid.org/0000-0003-1376-9524
http://orcid.org/0000-0002-9477-3236
http://orcid.org/0000-0002-2663-332X
https://doi.org/10.1016/j.socscimed.2017.03.020
https://doi.org/10.1007/s40211-022-00411-6
https://doi.org/10.1007/s40211-022-00411-6
https://doi.org/10.1111/acps.12254
https://doi.org/10.1371/journal.pone.0224724
https://doi.org/10.1371/journal.pone.0224724


Ashton, Carol M., Paul Haidet, Debora A. Paterniti, Tracie C. Collins, Howard S. Gordon,
Kimberly O’Malley, Laura A. Petersen, et al. 2003. “Racial and Ethnic Disparities in the use
of Health Services.” Journal of General Internal Medicine 18 (2): 146–152. https://doi.org/10.
1046/j.1525-1497.2003.20532.x.

Assari, Shervin. 2018. “Interaction Between Race and Gender and Effect on Implicit Racial Bias
Against Blacks.” International Journal of Epidemiologic Research 5 (2): 43–49. https://doi.org/
10.15171/ijer.2018.10.

Balsa, Ana I., Thomas G. McGuire, and Lisa S. Meredith. 2005. “Testing for Statistical
Discrimination in Health Care.” Health Services Research 40 (1): 227–252. https://doi.org/10.
1111/j.1475-6773.2005.00351.x.

Bas-Sarmiento, Pilar, María José Saucedo-Moreno, Martina Fernández-Gutiérrez, and Miriam
Poza-Méndez. 2017. “Mental Health in Immigrants Versus Native Population: A Systematic
Review of the Literature.” Archives of Psychiatric Nursing 31 (1): 111–121. https://doi.org/10.
1016/j.apnu.2016.07.014.

Bhui, Kamaldeep, Kristoffer Halvorsrud, and James Nazroo. 2018. “Making a Difference: Ethnic
Inequality and Severe Mental Illness.” The British Journal of Psychiatry 213 (4): 574–578.
https://doi.org/10.1192/bjp.2018.148.

Bower, Peter, and Simon Gilbody. 2005. “Managing CommonMental Health Disorders in Primary
Care: Conceptual Models and Evidence Base.” BMJ 330 (7495): 839–842. https://doi.org/10.
1136/bmj.330.7495.839.

Burgess, Diana Jill, Megan Crowley-Matoka, Sean Phelan, John F. Dovidio, Robert Kerns, Craig
Roth, Somnath Saha, and Michelle van Ryn. 2008. “Patient Race and Physicians’ Decisions to
Prescribe Opioids for Chronic low Back Pain.” Social Science & Medicine 67 (11): 1852–1860.
https://doi.org/10.1016/j.socscimed.2008.09.009.

Busch, Isolde M., Francesca Moretti, Giulia Travaini, Albert W. Wu, and Michela Rimondini.
2019. “Humanization of Care: Key Elements Identified by Patients, Caregivers, and
Healthcare Providers. A Systematic Review.” The Patient: Patient-Centered Outcomes
Research 12: 461–474. https://doi.org/10.1007/s40271-019-00370-1.

Byrne, Aidan, and Alessandra Tanesini. 2015. “Instilling new Habits: Addressing Implicit Bias in
Healthcare Professionals.” Advances in Health Sciences Education 20 (5): 1255–1262. https://doi.
org/10.1007/s10459-015-9600-6.

Ceuterick, Melissa, Piet Bracke, Timo Van Canegem, and Veerle Buffel. 2020. “Assessing Provider
Bias in General Practitioners’ Assessment and Referral of Depressive Patients with Different
Migration Backgrounds: Methodological Insights on the Use of a Video-Vignette Study.”
Community Mental Health Journal 56: 1457–1472. https://doi.org/10.1007/s10597-020-00590-y.

Clark, R., N. B. Anderson, V. R. Clark, and D. R. Williams. 1999. “Racism as a Stressor for African
Americans: A Biopsychosocial Model.” American Psychologist 54 (10): 805–816. https://doi.org/
10.1037//0003-066x.54.10.805.

Clement, S., O. Schauman, T. Graham, F. Maggioni, S. Evans-Lacko, N. Bezborodovs, C. Morgan,
N. Rüsch, J. S. L. Brown, and G. Thornicroft. 2015. “What is the Impact of Mental Health-
Related Stigma on Help-Seeking? A Systematic Review of Quantitative and Qualitative
Studies.” Psychological Medicine 45 (1): 11–27. https://doi.org/10.1017/s0033291714000129.

Cooper, Lisa, Debra Roter, Rachel Thornton, Daniel Ford, Donald Steinwachs, and Neil Powe.
2004. “Patient-Centered Communication, Ratings of Care, and Concordance of Patient and
Physician Race.” Annals of Internal Medicine 139: 907–915. https://doi.org/10.7326/0003-
4819-139-11-200312020-00009.

Delaruelle, Katrijn, Veerle Buffel, Timo Van Canegem, Piet Bracke, and Melissa Ceuterick. 2021.
“Mind the Gate: General Practitioner’s Attitudes Towards Depressed Patients with Diverse
Migration Backgrounds.” Community Mental Health Journal 58: 499–511. https://doi.org/10.
1007/s10597-021-00844-3.

De Maesschalck, S., M. Deveugele, and S. Willems. 2011. “Language, Culture and Emotions:
Exploring Ethnic Minority Patients’ Emotional Expressions in Primary Healthcare
Consultations.” Patient Education and Counseling 84 (3): 406–412. https://doi.org/10.1016/j.
pec.2011.04.021. https://www.ncbi.nlm.nih.gov/pubmed/21733654.

ETHNICITY & HEALTH 141

https://doi.org/10.1046/j.1525-1497.2003.20532.x
https://doi.org/10.1046/j.1525-1497.2003.20532.x
https://doi.org/10.15171/ijer.2018.10
https://doi.org/10.15171/ijer.2018.10
https://doi.org/10.1111/j.1475-6773.2005.00351.x
https://doi.org/10.1111/j.1475-6773.2005.00351.x
https://doi.org/10.1016/j.apnu.2016.07.014
https://doi.org/10.1016/j.apnu.2016.07.014
https://doi.org/10.1192/bjp.2018.148
https://doi.org/10.1136/bmj.330.7495.839
https://doi.org/10.1136/bmj.330.7495.839
https://doi.org/10.1016/j.socscimed.2008.09.009
https://doi.org/10.1007/s40271-019-00370-1
https://doi.org/10.1007/s10459-015-9600-6
https://doi.org/10.1007/s10459-015-9600-6
https://doi.org/10.1007/s10597-020-00590-y
https://doi.org/10.1037//0003-066x.54.10.805
https://doi.org/10.1037//0003-066x.54.10.805
https://doi.org/10.1017/s0033291714000129
https://doi.org/10.7326/0003-4819-139-11-200312020-00009
https://doi.org/10.7326/0003-4819-139-11-200312020-00009
https://doi.org/10.1007/s10597-021-00844-3
https://doi.org/10.1007/s10597-021-00844-3
https://doi.org/10.1016/j.pec.2011.04.021
https://doi.org/10.1016/j.pec.2011.04.021
https://www.ncbi.nlm.nih.gov/pubmed/21733654


Doorslaer, Eddy Van, Xander Koolman, and Andrew M. Jones. 2004. “Explaining Income-Related
Inequalities in Doctor Utilisation in Europe.”Health Economics 13 (7): 629–647. https://doi.org/
10.1002/hec.919.

Drewniak, Daniel, Tanja Krones, Carsten Sauer, and Verina Wild. 2016. “The Influence of
Patients’ Immigration Background and Residence Permit Status on Treatment Decisions in
Health Care. Results of a Factorial Survey among General Practitioners in Switzerland.”
Social Science & Medicine 161: 64–73. https://doi.org/10.1016/j.socscimed.2016.05.039.

Duveau, Camille, Stéphanie Demoulin, Marie Dauvrin, Brice Lepièce, and Vincent Lorant.
2022. “Implicit and Explicit Ethnic Biases in Multicultural Primary Care: The Case of
Trainee General Practitioners.” BMC Primary Care 23 (1), https://doi.org/10.1186/s12875-
022-01698-8.

Duveau, Camille, Camille Wets, Katrijn Delaruelle, Stéphanie Demoulin, Marie Dauvrin, Brice
Lepièce, Melissa Ceuterick, Stéphanie De Maesschalck, Piet Bracke, and Vincent Lorant.
2023. “Unintentional Discrimination Against Patients with a Migration Background by
General Practitioners in Mental Health Management: An Experimental Study.”
Administration and Policy in Mental Health and Mental Health Services Research 50: 450–
460. https://doi.org/10.1007/s10488-023-01250-5.

Ekeberg, K. A., and D. S. Abebe. 2021. “Mental Disorders among Young Adults of Immigrant
Background: A Nationwide Register Study in Norway.” Social Psychiatry and Psychiatric
Epidemiology 56 (6): 953–962. https://doi.org/10.1007/s00127-020-01980-z.

Evans, Spencer C., Michael C. Roberts, Jared W. Keeley, Jennifer B. Blossom, Christina M. Amaro,
Andrea M. Garcia, Cathleen Odar Stough, Kimberly S. Canter, Rebeca Robles, and Geoffrey M.
Reed. 2015. “Vignette Methodologies for Studying Clinicians’ Decision-Making: Validity,
Utility, and Application in ICD-11 Field Studies.” International Journal of Clinical and
Health Psychology 15 (2): 160–170. https://doi.org/10.1016/j.ijchp.2014.12.001.

FitzGerald, Chloë, and Samia Hurst. 2017. “Implicit Bias in Healthcare Professionals: A Systematic
Review.” BMC Medical Ethics 18 (1): 19–19. https://doi.org/10.1186/s12910-017-0179-8.

Hall, William J., Mimi V. Chapman, Kent M. Lee, Yesenia M. Merino, Tainayah W. Thomas, B.
Keith Payne, Eugenia Eng, Steven H. Day, and Tamera Coyne-Beasley. 2015. “Implicit Racial/
Ethnic Bias Among Health Care Professionals and Its Influence on Health Care Outcomes: A
Systematic Review.” American Journal of Public Health 105 (12): e60–e76. https://doi.org/10.
2105/AJPH.2015.302903.

Kaldenberg, Dennis O., and Boris W. Becker. 1992. “Workload and Psychological Strain: A Test of
the French, Rodgers, and Cobb Hypothesis.” Journal of Organizational Behavior 13 (6): 617–
624. https://doi.org/10.1002/job.4030130607.

Kales, Helen C., Harold W. Neighbors, Marcia Valenstein, Frederic C. Blow, John F. McCarthy,
Rosalinda V. Ignacio, Kiran K. K. Taylor, Leah Gillon, and Alan M. Mellow. 2005. “Effect of
Race and Sex on Primary Care Physicians’ Diagnosis and Treatment of Late-Life
Depression.” Journal of the American Geriatrics Society 53 (5): 777–784. https://doi.org/10.
1111/j.1532-5415.2005.53255.x.

Kapadia, Dharmi. 2023. “Stigma, Mental Illness & Ethnicity: Time to Centre Racism and Structural
Stigma.” Sociology of Health & Illness 45 (4): 855–871. https://doi.org/10.1111/1467-9566.13615.

Kite, Mary E., and Bernard E. Whitley. 2016. Psychology of Prejudice and Discrimination, edited by
Taylor Francis. 3rd ed. New York, The United States: Routledge.

Lepièce, Brice, Christine Reynaert, Philippe van Meerbeeck, and Vincent Lorant. 2014. “General
Practice and Ethnicity: An Experimental Study of Doctoring.” BMC Family Practice 15 (1):
89. https://doi.org/10.1186/1471-2296-15-89.

Levecque, K., I. Lodewyckx, and P. Bracke. 2009. “Psychological Distress, Depression
and Generalised Anxiety in Turkish and Moroccan Immigrants in Belgium.” Social
Psychiatry and Psychiatric Epidemiology 44 (3): 188–197. https://doi.org/10.1007/s00127-008-
0431-0.

Levecque, K., and R. Van Rossem. 2015. “Depression in Europe: Does Migrant Integration Have
Mental Health Payoffs? A Cross-National Comparison of 20 European Countries.” Ethnicity
and Health 20 (1): 49–65. https://doi.org/10.1080/13557858.2014.883369.

142 C. DUVEAU ET AL.

https://doi.org/10.1002/hec.919
https://doi.org/10.1002/hec.919
https://doi.org/10.1016/j.socscimed.2016.05.039
https://doi.org/10.1186/s12875-022-01698-8
https://doi.org/10.1186/s12875-022-01698-8
https://doi.org/10.1007/s10488-023-01250-5
https://doi.org/10.1007/s00127-020-01980-z
https://doi.org/10.1016/j.ijchp.2014.12.001
https://doi.org/10.1186/s12910-017-0179-8
https://doi.org/10.2105/AJPH.2015.302903
https://doi.org/10.2105/AJPH.2015.302903
https://doi.org/10.1002/job.4030130607
https://doi.org/10.1111/j.1532-5415.2005.53255.x
https://doi.org/10.1111/j.1532-5415.2005.53255.x
https://doi.org/10.1111/1467-9566.13615
https://doi.org/10.1186/1471-2296-15-89
https://doi.org/10.1007/s00127-008-0431-0
https://doi.org/10.1007/s00127-008-0431-0
https://doi.org/10.1080/13557858.2014.883369


Missinne, Sarah, and Piet Bracke. 2012. “Depressive Symptoms among Immigrants and Ethnic
Minorities: A Population Based Study in 23 European Countries.” Social Psychiatry and
Psychiatric Epidemiology 47 (1): 97–109. https://doi.org/10.1007/s00127-010-0321-0.

Mittal, Dinesh, Richard R. Owen, Songthip Ounpraseuth, Lakshminarayana Chekuri, Karen L.
Drummond, Matthew B. Jennings, Jeffrey L. Smith, J. Greer Sullivan, and Patrick W. Corrigan.
2020. “Targeting Stigma of Mental Illness among Primary Care Providers: Findings from a
Pilot Feasibility Study.” Psychiatry Research 284 (112641): 1–6. https://doi.org/10.1016/j.
psychres.2019.112641.

Moskowitz, David, David H. Thom, David Guzman, Joanne Penko, Christine Miaskowski, and
Margot Kushel. 2011. “Is Primary Care Providers’ Trust in Socially Marginalized Patients
Affected by Race?” Journal of General Internal Medicine 26 (8): 846–851. https://doi.org/10.
1007/s11606-011-1672-2.

National Academies Press, and (NAP). 2004. Measuring Racial Discrimination. Washington, DC:
National Research Concil.

Paradies, Yin, Jehonathan Ben, Nida Denson, Amanuel Elias, Naomi Priest, Alex Pieterse, Arpana
Gupta, Margaret Kelaher, and Gilbert Gee. 2015. “Racism as a Determinant of Health: A
Systematic Review and Meta-Analysis.” PLoS One 10 (9): e0138511. https://doi.org/10.1371/
journal.pone.0138511.

Pettigrew, Thomas F., Linda R. Tropp, Ulrich Wagner, and Oliver Christ. 2011. “Recent Advances
in Intergroup Contact Theory.” International Journal of Intercultural Relations 35 (3): 271–280.
https://doi.org/10.1016/j.ijintrel.2011.03.001.

PlanCad. 2019. Médecins généralistes 2004-2016 Cellule Planification des professions de soins de
santé, Service Professions des soins de santé et pratique professionnelle.

Poma, Pedro A. 2017. “Race/Ethnicity Concordance Between Patients and Physicians.” Journal of
the National Medical Association 109 (1): 6–8. https://doi.org/10.1016/j.jnma.2016.12.002.
https://www.sciencedirect.com/science/article/pii/S0027968416301328.

Pugh, Mickeal, Paul B. Perrin, Bruce Rybarczyk, and Joseph Tan. 2021. “Racism, Mental Health,
Healthcare Provider Trust, and Medication Adherence Among Black Patients in Safety-Net
Primary Care.” Journal of Clinical Psychology in Medical Settings 28 (1): 181–190. https://doi.
org/10.1007/s10880-020-09702-y.

Afshari R, and Bhopal R. S. 2010. “Ethnicity has Overtaken Race in Medical Science: MEDLINE-
Based Comparison of Trends in the USA and the Rest of the World, 1965-2005.” International
Journal of Epidemiology 39 (6): 1682–1683. https://doi.org/10.1093/ije/dyp382.

Schunck, Reinhard, Katharina Reiss, and Oliver Razum. 2015. “Pathways Between Perceived
Discrimination and Health among Immigrants: Evidence from a Large National Panel Survey
in Germany.” Ethnicity & Health 20 (5): 493–510. https://doi.org/10.1080/13557858.2014.
932756.

Scott, Anthony, Alan Shiell, and Madeleine King. 1996. “Is General Practitioner Decision Making
Associated with Patient Socio-Economic Status?” Social Science & Medicine 42 (1): 35–46.
https://doi.org/10.1016/0277-9536(95)00063-1.

Spencer, Karen, and Matthew Grace. 2016. “Social Foundations of Health Care Inequality and
Treatment Bias.” Annual Review of Sociology 42: 101–120. https://doi.org/10.1146/annurev-
soc-081715-074226.

Statbel. 2022a. “Diversité selon l’origine en Belgique.” Accessed June 16. https://statbel.fgov.be/fr/
nouvelles/diversite-selon-lorigine-en-belgique-0.

Statbel. 2022b. “Diversité selon l’origine en Belgique.” Accessed June 16. https://statbel.fgov.be/fr/
nouvelles/diversite-selon-lorigine-en-belgique-0].

Stepanikova, Irena. 2012. “Racial-Ethnic Biases, Time Pressure, and Medical Decisions.” Journal of
Health and Social Behavior 53 (3): 329–343. https://doi.org/10.1177/0022146512445807.

Taylor, Tamara, and Anthony Scott. 2019. “Do Physicians Prefer to Complete Online or Mail
Surveys? Findings from a National Longitudinal Survey.” Evaluation & the Health Professions
42 (1): 41–70. https://doi.org/10.1177/0163278718807744.

United Nations, and EUROSTAT. 2006. Conference of European Statisticians Recommendations
for the 2010 Censuses of Population and Housing.

ETHNICITY & HEALTH 143

https://doi.org/10.1007/s00127-010-0321-0
https://doi.org/10.1016/j.psychres.2019.112641
https://doi.org/10.1016/j.psychres.2019.112641
https://doi.org/10.1007/s11606-011-1672-2
https://doi.org/10.1007/s11606-011-1672-2
https://doi.org/10.1371/journal.pone.0138511
https://doi.org/10.1371/journal.pone.0138511
https://doi.org/10.1016/j.ijintrel.2011.03.001
https://doi.org/10.1016/j.jnma.2016.12.002
https://www.sciencedirect.com/science/article/pii/S0027968416301328
https://doi.org/10.1007/s10880-020-09702-y
https://doi.org/10.1007/s10880-020-09702-y
https://doi.org/10.1093/ije/dyp382
https://doi.org/10.1080/13557858.2014.932756
https://doi.org/10.1080/13557858.2014.932756
https://doi.org/10.1016/0277-9536(95)00063-1
https://doi.org/10.1146/annurev-soc-081715-074226
https://doi.org/10.1146/annurev-soc-081715-074226
https://statbel.fgov.be/fr/nouvelles/diversite-selon-lorigine-en-belgique-0
https://statbel.fgov.be/fr/nouvelles/diversite-selon-lorigine-en-belgique-0
https://statbel.fgov.be/fr/nouvelles/diversite-selon-lorigine-en-belgique-0
https://statbel.fgov.be/fr/nouvelles/diversite-selon-lorigine-en-belgique-0
https://doi.org/10.1177/0022146512445807
https://doi.org/10.1177/0163278718807744


Van Mol, Christof, and Helga De Valk. 2016. Migration and Immigrants in Europe: A Historical
and Demographic Perspective, 31–55. Springer International Publishing. https://doi.org/10.
1007/978-3-319-21674-4_3.

Van Roy, K., V. Vyncke, C. Piccardi, S. De Maesschalck, and S. Willems. 2018. Diversiteit in
Gezondheid en Gezondheidszorggebruik : Analyse van de Data uit de Belgische
Gezondheidsenquête. Vakgroep Huisartsgeneeskunde en Eerstelijnsgezondheidszorg ; Kom op
Tegen Kanker. Gent ; Brussel: Universiteit Gent.

van Ryn, Michelle, Diana Burgess, Jennifer Malat, and Joan Griffin. 2006. “Physicians’ Perceptions
of Patients’ Social and Behavioral Characteristics and Race Disparities in Treatment
Recommendations for Men With Coronary Artery Disease.” American Journal of Public
Health 96 (2): 351–357. https://doi.org/10.2105/AJPH.2004.041806.

van Ryn, D. J. Burgess, J. F. Dovidio, S. M. Phelan, S. Saha, J. Malat, J. M. Griffin, S. S. Fu, and S.
Perry. 2011. “The Impact of Racism on Clinician Cognition, Behavior, and Clinical Decision
Making.” Du Bois Review 8 (1): 199–218. https://doi.org/10.1017/S1742058X11000191.

Wu, Meng-Jia, Kelly Zhao, and Francisca Fils-Aime. 2022. “Response Rates of Online Surveys in
Published Research: A Meta-Analysis.” Computers in Human Behavior Reports 7 (100206): 1–
11. https://doi.org/10.1016/j.chbr.2022.100206.

Appendices

Appendix 1: 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:
(2) Native French-speaking patient:
(3) Belgo-Moroccan Dutch-speaking patient:
(4) Belgo-Moroccan French-speaking GPs:

Appendix 2: Questionnaire

A. Diagnosis
1. Using the categories below, how would you diagnose the patient? You can select up to
three options.
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□ 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
□ 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 0 ‘not serious at all’ and 10 ‘very severe’)?.

□ 0 1 2 3 4 5 6 7 8 9 10
Vignette of the patient without a migration background
(% of GPs)

0 0 0 0 0.7 1.4 7.1 26.1 40.4 21.8 2.5

Vignette of the patient with a migration background (%
of GPs)

0 0.4 0 0 2.2 3.3 6.2 31.5 40.2 14.5 5

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
migration background

Vignette of the patient with a migration
background

1
Very

unlikely
2

Unlikely
3

Likely

4
Very
likely

1
Very

unlikely
2

Unlikely
3

Likely

4
Very
likely

Medical treatment (%) 1.9 18.8 61.6 17.7 4.1 24.8 53.4 17.7
Non-medical treatment (%) 0.8 4.5 23.8 70.9 1.4 2.4 19.6 76.6
A combined medical and non-
medical treatment (%)

0 6.1 28.3 65.6 0.3 8.2 38.9 52.6

C. Referral.

How likely would you refer the patient in question?

Vignette of the patient without a migration
background

Vignette of the patient with a migration
background

1
Very unlikely

2
Unlikely

3
Likely

4
Very likely

1
Very unlikely

2
Unlikely

3
Likely

4
Very likely

Frequency (%) 0.8 11.5 48.5 39.2 1.0 9.6 46.8 42.6
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