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ABSTRACT 
Background: Although the use of outpatient mental health care services by migrants in the 

Netherlands has increased in recent years, whether it aligns with the need for care is unclear. 
Aims: To investigate ethnic-related differences in utilization in outpatient mental health care, 

taking need into account, and to examine whether socio-economic or cultural barriers explain 
such differences. 

Methods: Data for the native population was taken from the second Dutch National Survey of 
General Practice (N = 7,772). An additional random sample was drawn (N = 1,305) from four 
migrant groups (Surinamese, Dutch Antilleans, Moroccans and Turks) living in the 
Netherlands. Participants were surveyed on mental health care utilization, indicators of need, 
educational level, proficiency in Dutch and acculturation. 

Results: Use of outpatient mental health care was about 5% for the indigenous population. 
Among migrants, percentages of use ranged from 6.5% (Moroccans) to 9.0% (Turks). 
Corrected for need, however, all non-Dutch groups had a lower chance of service utilization 
than the native group. Acculturation predicted utilization but did not explain all ethnic-related 
differences; proficiency in Dutch and health beliefs were not explanatory factors. 

Conclusions: In non-Dutch-speaking migrant groups, utilization is about half the level of the 
native Dutch, suggesting that a substantial gap exists. Our study found that acculturation only 
partially explains the differences. 

INTRODUCTION 
Little is known about the use of mental health care services by European migrants (see e.g. Claassen, 

Ascoli, Berhe, & Priebe, 2005; Lindert et al., 2008) despite the higher risk of mental problems due to 
migration-related stress (Bhugra, 2004; Kirmayer et al., 2011). Indeed, mental health problems are more 
frequent among migrant groups compared to the native population (de Wit et al., 2008; Kotwal, 2010; 
Levecque, Lodewyckx, & Bracke, 2009; Levecque, Lodewyckx, & Vranken, 2007; Rodriguez Alvarez et 
al., 2009; Tinghog & Carstensen, 2010). Evidence from the USA and Canada has shown that ethnic 
minorities do not seek mental health care as often as other groups, regardless of mental health status 
(Fiscella, Franks, Doescher, & Saver, 2002; Kirmayer et al., 2007; McGuire & Miranda, 2008). Whether 
this also applies to migrants in Europe is unknown, according to the latest review by Lindert et al. (2008). 
Little progress has been made in the field since. 

A well-known framework to examine the use of and access to health care services is Andersen’s 
Behavioural Model, which has been applied in the field of mental health care (see e.g. (Chen & Vargas-

http://www.nivel.eu/
http://isp.sagepub.com/content/59/4/342
http://www.ncbi.nlm.nih.gov/pubmed/22392446
http://www.nivel.eu/


 
Koopmans, G.T., Uiters, E., Devillé, W., Foets, M. The use of outpatient mental health care services of migrants 
vis-à-vis Dutch natives: equal access? International Journal of Social Psychiatry: 2013, 59(4), 342-350 

 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

Bustamante, 2011; Hatzenbuehler, Keyes, Narrow, Grant, & Hasin, 2008; Keyes et al., 2008). Health care 
use in this framework is a function of: (a) predisposing factors (such as gender and age); (b) enabling 
factors (such as income and health insurance status); and (c) perceived and evaluated need (Andersen, 1995, 
2008). ‘Perceived need’ is how people view their own health and experience symptoms; ‘evaluated need’ 
refers to professional medical judgement of the  

person’s health. Perceived need is important in ambulatory mental health care because some kind of 
awareness is prerequisite to seeking help (Verhaak et al., 2009). 

According to Andersen, ‘realized access’ is the actual use of health care, and ‘equitable access’ is when 
‘need’ accounts for most of health care use. If enabling or predisposing factors explain most of the 
difference in use between groups – natives versus migrants, for example – access is inequitable (Andersen, 
1995, 2008). 

In the present study we used the Andersen framework to examine differences in access to outpatient 
mental health care services between migrant groups and the native population in the Netherlands. Besides 
the classic predisposing factors (age, gender and marital status), cultural factors such as views on mental 
illness and expectations regarding the role of formal health care providers may contribute to differences in 
use of mental health care services. Migrants, especially those with a non-western background, may have a 
different conceptualization of mental illness and consider it primarily caused by supernatural factors, and 
therefore seek help from traditional healers (Snowden & Yamada, 2005; Stein, 2000), if at all. The results 
of the few studies investigating the role of cultural factors in such services are equivocal and likely depend 
on their method (Abe-Kim et al., 2007; Berdahl & Torres Stone, 2009; Fassaert, Hesselink, & Verhoeff, 
2009; Shin, Song, Kim, & Probst, 2005). Most researchers have assessed cultural factors by proxy, using 
factors such as nativity status, length of stay in the host country, and age at immigration (Abe-Kim et al., 
2007; Berdahl & Torres Stone, 2009; Shin et al., 2005). 

While socio-economic status (SES) is an enabling factor in general health care use (van Doorslaer, 
Masseria, Koolman, & OECD Health Equity Research Group, 2006), it has seldom been investigated in 
mental health care. A lower SES, as characterizes many European migrants, may be associated with lack of 
financial resources, but it is mitigated by Europe’s systems of universally accessible health care. A lower 
SES may also be associated with a lack of knowledge of available mental health care services, which can be 
aggravated by foreign language issues. Lack of fluency in the host language may also impede health care 
use because services are provided in the host language. While in Europe its influence has not been assessed 
(Claassen et al., 2005; Lindert et al., 2008), there is some evidence in the USA that low proficiency of the 
host country’s language is associated with lower access to mental health care services (Fiscella et al., 2002; 
Sentell, Shumway, & Snowden, 2007). 

Our study focuses on the four largest non-western migrant groups in the Netherlands: Moroccans, Turks, 
Surinamese and Antilleans. Research in the Netherlands has shown that immigrants make use of services to 
a greater extent than they did in the past and that they are now over-represented in ambulatory care 
compared to the Dutch population (Schrier, Theunissen, Kempe, & Beekman, 2005). Unfortunately the 
study did not take into account differences in need; whether access is equitable is therefore unknown. A 
subsequent Dutch study suggested lower access of specialized outpatient mental health care services by 
Turkish and Moroccan migrants when taking into account subjective psychological distress, but the differ-
ences were not significant (Fassaert, de Wit et al., 2009). Concern about whether the current level of mental 
health care use adequately meets the needs of migrants remains. 

The aim of our study is to assess the degree to which access to ambulatory mental health care is equal for 
Turkish, Moroccan, Surinamese and Antillean migrants compared to the native Dutch population. To do so, 
we analyse the degree to which differences in use of ambulatory mental health care reflect need, 
predisposing factors and enabling factors. 

METHODS 

Study population 
Data were derived from the Second National Survey of General Practice carried out in 2001–3 in the 

Netherlands (Westert et al., 2005). The Dutch Data Protection Authority approved the privacy regulation of 
the study. 

A representative sample of 104 GP practices participated in the study. The socio-demographic 
characteristics of their collective 385,000 patients were gathered by census (response rate: 76.5%). 
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Informed consent was included (Westert et al., 2005). Random samples were drawn for participation in 
face-to-face interviews. The response rate of 64.5% was not selective regarding age and gender. For our 
study, we included persons of Dutch origin aged 18 and older (N = 7,772) (Uiters, Deville, Foets, & 
Groenewegen, 2006). 

For the largest migrant groups in the Netherlands, an additional random sample of 1,329 patients aged 18 
years or older was drawn from the sample: 400 were of Turkish origin, 297 Surinamese, 370 Moroccan, and 
262 Antillean. Response rates were approximately 49% and not selective regarding age or gender among 
Moroccans and Turks. In the Surinamese and Antillean groups, women and older people were relatively 
over-represented (Uiters et al., 2006). Migrant background was defined in accordance with Statistics 
Netherlands, i.e. at least one parent had been foreign-born (CBS, 2000). 

The content of interviews conducted among the Dutch and the migrant respondents was similar. 
Interviews of the migrant sample included additional questions related to language and cultural factors. 
Respondents were interviewed at home by trained interviewers. If necessary – and it was often the case – 
Turkish and Moroccan migrants were interviewed in their native languages.  

Measures 
1. The use of outpatient mental health services (the dependent variable) was measured by asking if there 

had been any contact in the last 12 months with mental health services (mental health care centre, 
psychiatric outpatient clinic, alcohol or drug-abuse clinic, psychiatric emergency centre, independent 
psychiatrist, psychologist, psychotherapist, sexologist or other psychosocial treatment facility). 
Responses were yes (= 1) or no (= 0). 

2. Need indicators (independent variables) comprised three measures:  
a. We used the three subscales of the Medical Outcomes 36-Item Short-Form Health Survey 

(SF-36) to assess ‘role limitations/emotional problems’ (RE), ‘vitality’ (VT) and ‘mental 
health’ (MH) (Ware & Sherbourne, 1992). Scores ranged from 0 to 100, with higher scores 
indicating better health. Cronbach’s α = 0.86, 0.79, 0.83, respectively.  

b. Self-reported anxiety and depression were measured according to the Advisory 
Commission of Statistics Netherlands (van den Berg & van der Wulp, 2003) with two 
single-item questions asking whether the respondent had been (i) seriously anxious or (ii) 
seriously depressed for at least two weeks in the past 12 months (0 = no/1 = yes for each 
question). Values were summed resulting in a variable range of 0–2.  

c. Perceived health was assessed by a single question: ‘In general, would you describe your 
health as excellent, very good, good, poor, or very poor?’ In the multivariate analysis, the 
variable was dichotomized into poor or very poor (0) and good, very good or excellent (1). 

3. Classic predisposing characteristics (independent variables) were age, gender and marital status. 
Marital status had five response categories: married, registered partnership, widowed, 
divorced/separated and unmarried. In the multivariate analyses this was reduced to two variables: 
single (never married, widowed, divorced/separated) and partnered (married, officially registered 
partnership). Predisposing characteristics related to cultural differences included (i) a measure of 
orientation towards modern western values and (ii) an assessment of lay views on illness and 
treatment. The latter comprised two measures. First, four items, with three possible responses each 
(yes (=2), sometimes (=1), no (=0)), were used to assess respondents’ beliefs about whether lifestyle 
and stress were main factors causing disease. The score ranged from 0 to 2 and had a moderate 
reliability (Cronbach’s α = 0.62). Second, five items (with the same response categories) assessed 
respondents’ beliefs in the healing power of nature and prayer. The score ranged from 0 to 2 and the 
reliability was also moderate (Cronbach’s α = 0.62). Orientation towards modern western values was 
assessed with a set of 31 propositions that reflected attitudes towards secularization, emancipation and 
the autonomy of children. The measure was developed by the Netherlands Institute for Social 
Research (SCP) for application in large-scale studies (Dagevos, Gijsberts, & van Praag, 2003). Factor 
and reliability analyses were performed to see whether the 31 items could be included in the analysis 
as a composite score; 21 items were retained whose mean score was used as a scale score with a 
theoretical range of 0 to 4 and good reliability (Cronbach’s α = 0.85). 

4. Enabling characteristics (independent variables): SES was first assessed by level of education, which 
had three categories: low (elementary school or basic vocational training), middle (high school) and 
high (higher vocational or academic training). Proficiency in Dutch language was included as an 
enabling factor and was measured by asking the degree to which respondents (i) understood Dutch and 
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(ii) spoke Dutch. Possible responses were no, a little, sufficiently and well. Both variables were 
dichotomized (0 = no, a little, sufficiently; 1 = well) and then summed to represent the variable ‘Dutch 
language proficiency; with a theoretical score of 0–2. 

Analysis 
First, descriptive analyses were carried out to examine ethnic differences in the outcome variable and all 

the independent variables. As the outcome was measured as a binary variable and individual observations 
were nested within primary care practices, we used multilevel logistic regression with practice defining the 
level variable. Analyses were executed with the Stata procedure xtmelogit (Rabe-Hesketh & Skrondal, 
2005). 

[TABLE 1] 
Five models were tested. Model 1 estimated the crude logit coefficients of the non-Dutch groups. Model 2 

estimated the logit coefficients adjusted for need variables. Model 3 included standard background factors 
(age, gender and marital status). Model 4 included educational level. Model 5 included proficiency in 
Dutch. Model 6 included the set of acculturation variables. Missing values were excluded from the 
analyses. Age, educational level, need variables, language and cultural variables were centred on their 
means to facilitate the interpretation of the logit coefficients. With respect to all cultural variables, the 
native population received a score of 0 – i.e. the effect of the cultural variables was only estimated for the 
migrant groups. The underlying assumption in this model was that the effect  

of acculturation was homogenous for all four migrant groups. The logit coefficients of the cultural 
variables can be interpreted as an indication of the relative importance of these variables in explaining 
ethnic differences in health care use vis-à-vis the average native population. 

RESULTS 
Table 1 shows a summary of the main sample characteristics for each group. The native population was on 

average older and Moroccans and Turks especially were on average younger. Most people were partnered 
in the Dutch, Moroccan and Turkish groups but the majority of the Antillean and Surinamese groups were 
single and had more divorced or separated people than the Dutch, Moroccans and Turks. 

The educational level of the native population was the highest; that of Moroccan and Turkish groups was 
especially low. Turks and Moroccans scored lower than Antilleans and Surinamese in Dutch-language 
proficiency. 

The use of services in ambulatory mental health care was lowest among the native population and highest 
among respondents of Turkish origin. All migrant groups had lower scores on the three SF36 dimensions – 
indicating worse health – than the native population; scores were lowest in the Turkish group. Feelings of 
anxiety or depression were also reported more often in all migrant groups compared to the native 
population. General perceived health was best among the native population. 

[TABLE 2 AND TABLE 3] 
Moroccans had the least tendency to consider lifestyle and stress a cause of illness. Compared to the 

Antilleans and Surinamese, Turkish and Moroccan migrants had higher scores regarding the role of nature 
and praying in illness. Finally, normative orientation was more modern among Antilleans and Surinamese 
than Turks and Moroccans. 

In Table 2 correlations between dependent and independent variables are displayed. Variables related to 
need are highly interrelated and show the highest correlations with mental health care use. 

Table 3 shows a summary of the results of the multilevel logistic regression analyses to predict the use of 
outpatient mental health care services. Crude logit coefficients showed that the Turkish group had a higher 
chance of using outpatient mental health services compared to the native population (Model 1). 

When adjusting for the need variables (Model 2), worse health was associated with a greater chance of 
outpatient mental health care use, except in the case of perceived health. The difference between Turkish 
and Dutch respondents disappeared, and there were no differences between the native population and the 
other migrant groups except  

for Moroccans, who were the least likely group to use outpatient mental health care services. 
After adding standard predisposing variables (Model 3), older age was associated with less-frequent use of 

outpatient mental health care services. All non-Dutch groups were clearly less likely to use outpatient 
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mental health care services than the native Dutch population, with the Moroccan group having the lowest 
likelihood, followed respectively by Turks, Surinamese and Antilleans. 

When educational level was added (Model 4), it appeared to be a significant predictor of outpatient mental 
health care utilization: higher educational levels were associated with a greater likelihood of use. 
Differences between native Dutch and migrant groups, however, were still observed, although to a lesser 
extent and with one exception: differences in the Antillean group’s educational level explained differences 
in utilization compared to the native Dutch group. For the other three groups, educational level partly 
explained their comparatively low level of utilization. 

Model 5 showed that proficiency in Dutch did not contribute to the explanation of mental health care 
utilization. (See discussion below.) 

Model 6 showed that having a more modern normative orientation was predictive of mental health 
services use, but this was not the case for the two health belief variables. Differences in normative 
orientation, however, did not explain differences in utilization between migrant groups and natives except 
for the Turkish group. Correcting for this variable even invoked a significant difference between the 
Antillean and the native Dutch groups. 

DISCUSSION 
Although the level of utilization of outpatient mental health care seemed comparable across ethnic groups 

after correcting for differences in subjective need and classical predisposing factors (especially age), 
adjusting for differences in need revealed substantial differences between migrant groups and the native 
population, showing lower levels of utilization in all migrant groups (Model 2). Our results seem to partly 
align with Fassaert, de Wit et al. (2009) despite some methodological differences. In their study, a lower 
(but not significant) uptake of outpatient mental health care services was found among Turks and 
Moroccans compared to the Dutch when taking into account psychological distress as assessed by the 
Kessler Psychological Distress Scale. 

Taking into account differences in educational level fully explained the difference between the Antillean 
and native Dutch group. While the variable reduced the differences between the native group and the 
Turkish and Moroccan groups, they remained significant. Unexpectedly, proficiency in Dutch was not 
associated with migrants’ use of outpatient mental health care services. 

After adjusting for differences in normative orientation, the degree of underutilization among Surinamese 
became more pronounced, and the difference between native Dutch and Antilleans was again significant. 
Such a finding suggests an interaction between normative orientation and Antillean background, but we 
could not provide statistical evidence (analysis not shown). 

In sum, although migrants seem to catch up regarding the use of mental health care (Schrier et al., 2005), 
our study suggests unequal access because the use of mental health care services is partly determined by 
differences other than need (Andersen, 2008). This finding should be used with caution, however, because 
it is based on need as defined by respondents’ subjective assessments of their mental health. 

Because age appeared to be predictive of outpatient mental health use (older age being associated with a 
lower likelihood of utilization), and adjusting for age led to significant disparities in migrant groups 
compared to natives, we decided to analyse possible interaction effects of age and migrant status on 
utilization (results not shown). The results of the additional analyses did not change those previously 
described: all interactions appeared to be trivial and not significant. This implies that older age has an 
overall effect of reducing the probability of using outpatient mental health services. Adjusting for age 
consequently has the strongest effect on the group with the highest number of older respondents, i.e. the 
native Dutch group. 

We only included one measure of SES, educational level, and its role was moderate. We did not include 
income because it was not possible to adapt it to household size. We decided to focus on educational level 
because it reflects financial resources as well as general health knowledge and health literacy. 

Our study did not find a relationship between proficiency in the host country’s native language and the use 
of outpatient mental health care services. Studies from the USA have provided no clear results. Both 
Fiscella et al. (2002) and Sentell et al. (2007) found a clear association between limited English and use of 
mental health services, but none was found in the study of Abe-Kim et al. (2007). Indeed, the relationship 
between language skills and health care use in general remains unclear (Scheppers, van Dongen, Dekker, 
Geertzen, & Dekker, 2006; Smith, Chaturvedi, Harding, Nazroo, & Williams, 2000) and has seldom been 
assessed in Europe, especially with respect to mental health care. While Fassaert, Hesselink et al. (2009) 
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found that Dutch language ability played a central role in the use of mental health care services, it was 
assessed by asking whether the respondents speak Dutch with their relatives. The unclear relationship 
between proficiency in the language of the host country and the use of health care services might thus be 
the consequence of assessment measures. Cheng, Chen and Cunningham (2007) showed that speaking a 
language at home different from the host country (English) was a risk  

factor for not receiving recommended health care services such as cancer screening, cardiovascular 
disease prevention and diabetes care, regardless of respondents’ comfort level in speaking the host 
country’s language. This might explain the difference between our study and that of Fassaert, Hesselink et 
al. (2009), whose measure of language proficiency was whether respondents spoke Dutch in their private 
domains rather than our less restrictive ‘Do you speak (understand) Dutch?’. 

A major advantage of our study is that it can be considered representative of the Netherlands, whereas 
previous studies were limited to the city of Amsterdam (Fassaert, de Wit et al., 2009; Ten Have & Bijl, 
1999). Moreover, Fassaert, de Wit et al. (2009) included only the two largest groups of non-western 
migrants in the Netherlands; our larger sample reduced power problems. A second strength is that is our 
interviews were conducted in the participants’ chosen language. 

Limitations 
Our study is not without limitations. We relied on self-reporting for both the outcome variable (mental 

health care use) and independent variables, which may have introduced some bias. Nevertheless, there are 
indications that self-reports provide valid estimates of health care use in immigrants (Reijneveld, 2000; 
Reijneveld & Stronks, 2001). Also, the questionnaires had been piloted to see if migrant respondents 
understood the items. 

The measurement of some variables can be criticized, as illustrated above regarding proficiency in Dutch. 
Contrary to our expectations, certain health beliefs were not associated with the use of outpatient mental 
health care services and did not contribute to explaining ethnic differences. Future studies should include 
more specific beliefs and assess certain cultural values associated with using mental health care such as 
stigmatization, loss of face, taboos and perceived effectiveness. In a recent European study that did not 
concern migrant groups, such attitudes were significantly associated with seeking mental health care 
services (Ten Have et al., 2010). 

Future research should also investigate migrants’ use of alternative or spiritual healers or other services 
that may be substitutes for mental health care. An older study among immigrant women in the Netherlands 
found that, while they did not often seek mental health care, they were more apt to use social services (Ten 
Have & Bijl, 1999). Ethnic disparities in our study thus might be (partly) explained by differences in 
preferences. 

Last, migrants may present their health complaints differently because of a cultural adversity to reporting 
mental health problems with a resultant inclination towards somatization (Aragona et al., 2005; Levecque et 
al., 2009). Because the Dutch health care system requires a GP to provide a referral for outpatient mental 
health care, such a situation may mask the need for mental health referrals. Indeed, we only included 
respondents’ subjective assessment of need. Although subjective assessments are decisive in seeking health 
care, including information of the assessment by the referring care provider would be a relevant addition. 
Indeed, future research should investigate the degree to which underuse of outpatient mental health care 
services might be explained by differences in GPs’ assessments. 

CONCLUSION 
To conclude, our study was the first to provide a national picture of outpatient mental health service use of 

different migrant groups compared to the native population. Taking self-perceived need into account, our 
study indicates that access is not yet equitable; that is, access appears to depend on factors other than need. 
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