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Abstract
Background: Migration and ethnic minority status have been associated with higher occurrence
of common mental disorders (CMD), while mental health care utilisation by non-Western migrants
has been reported to be low compared to the general population in Western host countries. Still,
the evidence-base for this is poor. This study evaluates uptake of mental health services for CMD
and psychological distress among first-generation non-Western migrants in Amsterdam, the
Netherlands.

Methods: A population-based survey. First generation non-Western migrants and ethnic Dutch
respondents (N = 580) participated in structured interviews in their own languages. The interview
included the Composite International Diagnostic Interview (CIDI) and the Kessler psychological
distress scale (K10). Uptake of services was measured by self-report. Data were analysed using
weighting techniques and multivariate logistic regression.

Results: Of subjects with a CMD during six months preceding the interview, 50.9% reported care
for mental problems in that period; 35.0% contacted specialised services. In relation to CMD,
ethnic groups were equally likely to access specialised mental health services. In relation to
psychological distress, however, Moroccan migrants reported less uptake of primary care services
(OR = 0.37; 95% CI = 0.15 to 0.88).

Conclusion: About half of the ethnic Dutch, Turkish and Moroccan population in Amsterdam with
CMD contact mental health services. Since the primary purpose of specialised mental health
services is to treat "cases", this study provides strong indications for equal access to specialised care
for these ethnic groups. The purpose of primary care services is however to treat psychological
distress, so that access appears to be lower among Moroccan migrants.
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Background
Equal access to care is a key-characteristic of quality of care
and a necessary – though not sufficient – condition for
equal opportunity to health [1,2]. Within Western Euro-
pean countries, where substantial and still increasing parts
of the general population consist of non-Western migrant
populations, equal access to care is also an important sub-
ject from a more political and moral point of view [3,4].
A growing proportion of these migrants have Muslim-reli-
gious backgrounds, and current political and social cir-
cumstances – by some characterised as "Islamophobia" –
have been argued to contribute to the marginalisation of
this religious minority [5,6]. Both migration and margin-
alisation have been suggested as possible risk factors for
(mental) health problems [5-8], which poses challenges
for research in determining whether current uptake of
health services by non-Western migrants adequately
meets their needs. As far as mental health problems are
concerned, there are indications that this is not the case
[9]. The present study focuses on uptake of services for
anxiety and depression, or common mental disorders
(CMD).

Apart from factors like gender, age (predisposing factors),
income and education (enabling factors), health care uti-
lisation is best predicted by need factors [10]. Considering
the organisation of the Dutch health care system, two
types of mental health care need are of interest. This is
because Dutch health care has a 'referral' system, meaning
that patients cannot directly consult a medical specialist,
but have to visit a general practitioner (GP) first. GPs sub-
sequently acts as gatekeepers (i.e. have to recognise a
potential CMD illness and may subsequently refer to spe-
cialised mental health care) [11]. Following from this, pri-
mary care services in the Netherlands are typically those
services to which patients are self-referred when they have
a subjective need [12]. Instead, the traditional purpose of
specialised mental health services is the diagnosis and
treatment of (common) mental disorders. The need for
care is therefore determined more objectively, by the pres-
ence of mental illness (or 'caseness') [13].

Studying equity in access to mental health services for
CMD thus involves information about objective and sub-
jective need in relation to CMD. Gathering data about the
prevalence of mental disorders among non-Western
migrants has however been shown to be difficult [14-16].
As a consequence of language problems and a lack of
cross-culturally validated instruments of measurement,
for example, minorities are often excluded from epidemi-
ological studies [14,17,18]. Moreover, research into the
mental health of non-Western migrants is often impeded
by barriers that relate to their traditional and religious cul-
ture [19].

By way of applying an elaborate set of strategies to limit
selective non-response, this study was conducted among
first generation (i.e. foreign born) Turkish and Moroccan
migrants in the Netherlands. Both groups belong to the
largest migrant groups in Western Europe [20,21], and by
far most of them have a Muslim religious background.
There are very strong indications that CMD are more prev-
alent among Turkish and Moroccan migrants [15,22-24].
While they are well represented in Dutch general practice
[3,25], it is unclear if this is for mental health problems.
Many of the factors that act as barriers in epidemiological
research among ethnic groups also serve as obstacles in
the help-seeking process. For example, Turkish and
Moroccan migrants are known to be reluctant in reporting
mental health problems, and to focus on somatic symp-
toms instead [15]. This reluctance and somatisation, but
also problems in doctor-patient communication and low
socioeconomic status, are likely to diminish the probabil-
ity that mental health problems are reported or identified
as such during a consultation [3,26,27]. Because GPs in
the Netherlands operate as gatekeepers to specialised
health services, migrants are consequently believed to be
underrepresented in specialised (mental) health care
[3,25,28-30].

This population-based study focuses on the following
questions: (a) what is the degree of uptake of primary and
specialised mental health services among first-generation
Turkish and Moroccan migrants and ethnic Dutch sub-
jects with CMD, (b) is uptake of mental health services by
migrants different compared to ethnic Dutch, and (c) do
differences persist/appear when differences in predispos-
ing, enabling and (objective/subjective) need factors are
taken into account?

Methods
Procedure
The study was conducted using data from 580 subjects
(304 ethnic Dutch and 276 first-generation Turkish and
Moroccan migrants). These were sampled from the 2004
Amsterdam Health Monitor (AHM), carried out by the
Amsterdam Municipal Health Service (GGD) in collabo-
ration with the National Institute for Public Health and
the Environment (RIVM) [31,32]. The AHM 2004 was
designed to map the general health status of the Amster-
dam population, aged 18 years or older, by means of a
structured interview and a physical examination. A ran-
dom sample was drawn from the municipal population
registration, and stratified by ethnicity (Dutch, Turkish,
Moroccan and other) and age groups (18–34, 35–44, 45–
54, 55–64 and 65 years and older). In conformation with
the definition of Statistics Netherlands, a subject was con-
sidered to be a first-generation Turkish or Moroccan
migrant if that person was born in Turkey or Morocco,
regardless of where his or her parents were born [33].
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Likewise, respondents were considered ethnic Dutch if
both parents of the respondent were born in the Nether-
lands.

During the AHM 2004, various measures were taken to
increase the response. These included (a) an announce-
ment of the survey by mail (in multiple languages) and
local media (e.g. on a local Turkish radio station), (b) an
additional reminder in the week before the data-collec-
tion commenced, (c) multiple contact attempts, (d) trans-
lation of instruments into English, Turkish and Standard
Arabic, (e) the application of oral interviews as opposed
to questionnaires, (f) ethnic matching of interviewers and
respondents (optional), (g) employment of bi-lingual
interviewers and (h) a financial incentive (15 Euros) for
actual participation.

The generic AHM 2004 was followed by a 'second wave',
which consisted of a structured interview that was specifi-
cally aimed at mental health, and which provided data for
the present study [23]. All respondents from the first wave
who consented with a second approach were asked to par-
ticipate. Again, a number of precautionary measures was
taken to minimise non-response. In addition to the afore-
mentioned measures, respondents were visited at home,
they could chose the location of the interview (i.e. at
home or in a neutral environment), and each interview
was planned between February and June, as to avoid
Christmas, Ramadan and the summer holidays. All study
procedures were approved by the ethical commission of
the Amsterdam Academic Medical Centre.

Response
Among ethnic Dutch, Turkish and Moroccan respondents
the response rate during the AHM 2004 was 44.7% (N =
1307). Specific response rates are described in de Wit et al.
[23]. Of these, 1076 subjects (82.3%) were willing to par-
ticipate in any follow-up study and were therefore eligible
for inclusion. The response rate for the eligible population
was 67.3% (i.e. 320 ethnic Dutch, 191 Moroccan, 213
Turkish). We studied only first-generation Turkish and
Moroccan migrants with complete data on all relevant
variables. Our study sample thus consisted of 580 ethnic
Dutch and first-generation Turkish and Moroccan
migrants.

During the first wave of the AHM, response was signifi-
cantly lower in the lowest age-group (18–34 years; p <
0.001), among men (39.6%) compared to women
(50.4%; p < 0.001), and among Moroccans (38.8%) com-
pared to ethnic Dutch (45.9%) and Turkish (49.6%; p <
0.001). With respect to differences in income and unem-
ployment, only raw comparisons were made, since data
were available at different levels (e.g. spendable house-
hold income per year from the municipality vs. self-

reported monthly family income after tax from the AHM)
[32]. Among subjects in the AHM, 38% reported a family
income of €17.550, 48% reported an income between
€17.550 and €41.600, and 14% had an income of at least
€41.600. This is comparable to the distribution of income
in the general Amsterdam population, since 31% of the
population in 2004 had spendable household incomes
below €15.800, 54% had incomes between €15.800 and
€39.900, and 15% had an income of at least €39.900 per
year. Regarding employment rates, 5% of AHM respond-
ents reported to be jobless, while 7% of the general
Amsterdam population was known to be unemployed in
2004 [32].

After the second wave de Wit et al. [23] calculated an over-
all response rate of 26.5%, ranging between 20.8 (Moroc-
cans) and 30.2 (ethnic Dutch). The follow-up rate was
lower among Turkish and Moroccans (62.2% and 70.5%
respectively) than among ethnic Dutch (76.9%; p <
0.001), and lower among men (68.1%) than among
women (73.2%; p = 0.027). However, there was no selec-
tion with respect to age (p = 0.856). Between participants
and non-participants in the second wave, there were also
no significant differences regarding perceived health sta-
tus (p = 0.101), psychological distress (p = 0.635), general
practice visits (p = 0.101) and outpatient health care utili-
sation (p = 0.480) in the past two months, any health care
utilisation for mental health problems in the past year (p
= 0.903), and current use of psychotropics (p = 0.903).

Measures
The outcome measure for this study indicated whether or
not a respondent contacted general health care for mental
problems and/or specialised mental health care. For that
purpose, health care utilisation was measured with an
adapted version of the Trimbos/iMTA questionnaire for
Costs associated with Psychiatric Illness [34]. For each
type of care deliverer, respondents reported the number of
contacts during the past six months and if at least one of
those contacts was for mental health problems. Contact
with primary care services for mental health problems was
defined as at least one visit to a GP or company-doctor for
mental health problems, or a visit to a first line psycholo-
gist, general social worker or social-psychiatric nurse. Spe-
cialised mental health services were defined as
ambulatory mental health care, a visit to a Centre for Alco-
hol and Drugs, or contact with a private psychiatrist/psy-
chotherapist.

Psychiatric morbidity (i.e. presence of CMD in the past six
months) was measured with the Composite International
Diagnostic Interview (CIDI) Basis Life time version 2.1
[35]. The CIDI has been translated into Dutch, Turkish
and Arabic [36,37]. Only the CIDI sections for depression
and anxiety were selected, because of the population-
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based design of the study: depression and anxiety are the
most common mental disorders in the general popula-
tion. Specific phobias were excluded from the interview.

While the CIDI diagnosis for a CMD was a measure of
objective need, psychological distress was measured addi-
tionally as to give subjects the opportunity to also express
subjective need. Psychological distress was measured
using the Kessler psychological distress scale (K10) [38].
Items of the K10 measure the extent to which psychologi-
cal symptoms are present (e.g. 'During the past 30 days,
about how often did you feel tired out for no good rea-
son?') with five response categories: 'none of the time', 'a
little of the time', 'some of the time', 'most of the time' and
'all of the time'. The total score is the sum of all responses;
scores thus range between 10 and 50. For further informa-
tion about the K10 the reader is referred to the National
Comorbidity Survey (NCS) website http://
www.hcp.med.harvard.edu/ncs/index.php. In the present
study, Cronbach's alpha was 0.93, indicating a very high
internal consistency. Previous research supported the
validity and reliability of the K10 as an instrument to
screen for anxiety and depression among Turkish, Moroc-
can and ethnic Dutch subjects [39].

Finally, information was available about age and gender,
type of health insurance and highest level of education
attained. The latter two were included as indicators of SES.
Type of health insurance used to be linked to income
because, until January 2006, people with a higher income
had a private insurance, as opposed to mandatory public
insurance for people with lower incomes. Furthermore,
almost everybody in the Netherlands has medical insur-
ance and thus there were virtually no missing values on
this variable. Both education and income are considered
suitable indicators of SES and have several advantages
over occupational class [40].

Analysis
An extensive non-response analysis was done, using infor-
mation on (mental) health and health care utilisation
from the generic (first) wave. Differences were analysed
using ANOVA, Chi2-tests and Fisher's exact tests. To
answer the study questions, health care utilisation was
analysed by calculating proportions weighed according to
the distribution of age, gender and ethnic background in
the Amsterdam population in 2004, thereby accounting
for possible selective response in relation to these charac-
teristics. Furthermore, multivariate logistic regression
analyses were conducted, in which outcome variables
indicated whether or not a subject reported primary and
specialised mental health services, respectively. Odds
ratios (ORs) were calculated, corrected for differences in
age and gender (model 1), presence of CMD (model 2),
psychological distress (model 3), and SES (model 4). Each
step in the analysis was judged on its significance. Finally,
we studied interaction between ethnic background and
mental health characteristics to see whether there were
differences in access among those who were in need vs.
those who were not in need. All analyses were done in
SPSS version 15.

Results
Migrants were significantly younger than ethnic Dutch
respondents (table 1). Among Moroccans, the proportion
of men was significantly higher. Migrants were generally
less well educated, more likely to be publicly insured and
attained significantly higher scores on the K10. The prev-
alence of a six-month diagnosis for a mood and/or anxiety
disorder was much higher among Turks [23].

Uptake of services
Table 2 shows the weighted proportions for primary and
specialised health services for mental health problems
among subjects with CMD, showing that 50.9% reported
any type of help for mental health problems in the past six
months. Almost 16 percent reported only primary care
services for mental problems and 35.0% reported special-

Table 1: Sociodemographic characteristics of the study population, per ethnic group (N = 580)

Ethnic Dutch
(N = 304)

Turkish
(N = 149)

Moroccan
(N = 127)

p-value*

Age (mean, sd.) 53.8 (14.5) 47.8 (13.2) 50.4 (12.9) 0.000
Gender (male, %) 41.8 45.6 55.9 0.027
Education (higher than vocational, %) 80.6 43.0 41.7 0.000
Health insurance (public, %) 62.5 81.2 95.3 0.000
CIDI-diagnosis for CMD (%) 10.9 27.5 12.6 0.000
K10 (mean, sd.) 15.0 (5.2) 20.8 (8.8) 19.0 (9.5) 0.000

* differences were tested using ANOVA (means) and Chi2-tests (proportions)
Sd. = standard deviation
CIDI = Composite International Diagnostic Interview
CMD = common mental disorder (anxiety and/or depression)
K10 = Kessler psychological distress scale
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ised mental health care. Services utilisation for mental
health problems appeared higher among migrants,
although observed differences between ethnic groups
were not statistically significant (Chi2 = 0.533, df1 = 3, df2
= 211, p = 0.868).

In table 3, ORs corrected for age and sex (model 1) indi-
cated that Turkish were more likely to contact primary
care services for mental health problems than ethnic
Dutch. There were no other ethnic differences. Entrance of
CMD and psychological distress to the model (i.e. steps 2
and 3) both yielded highly significant steps (p ≤ 0.001).
After entering CMD, ORs for Turkish and Moroccan eth-
nicity generally decreased, but did not indicate significant
differences in care utilisation compared to ethnic Dutch.
Inclusion of psychological distress, however, revealed sig-
nificantly lower use of primary mental health care among
Moroccans (p = 0.025). Differences in uptake between
Moroccans and ethnic Dutch could not be explained by
differences in SES, as step 4 in the analysis was highly
insignificant. Further investigation of the results learned

that there was indeed no association between uptake of
primary services for mental health problems and being
higher educated (OR = 0.82; 95% CI = 0.43–1.56) or hav-
ing private health insurance (OR = 0.90; 95% CI = 0.47–
1.73).

Regarding specialised mental health services, there were
no differences in uptake between migrants and ethnic
Dutch when taking into account differences in age and sex
(model 1) or prevalence of CMD (model 2). Entering psy-
chological distress to the model (model 3) suggested
lower uptake by Turkish and Moroccan migrants, but the
differences were not statistically significant. Again, SES
variables did not pay a significant contribution to the
model (model 4); the associations between uptake of spe-
cialised mental health services and being higher educated
(OR = 0.88; 95% CI = 0.41–1.91) or having private health
insurance (OR = 1.24; 95% CI = 0.54–2.85) were statisti-
cally non-significant.

Table 2: Mental health care utilisation by Amsterdam citizens with a mood and/or anxiety disorder in the previous 6 months, weighted 
for age and sex

All * Ethnic Dutch Turkish Moroccan

No mental health care 49.1 50.9 43.5 39.2
Only primary care services 15.9 15.2 18.3 19.3
Also specialised mental health care 35.0 33.9 38.2 41.5

Total 100 100 100 100

* Also weighted for ethnic background

Table 3: Association between ethnic background and uptake of primary health services for mental health problems and specialised 
mental health services (N = 580)*

Turkish
(N = 149)

Moroccan
(N = 127)

Primary care OR (95% CI) OR (95% CI) Chi2 value step (df) p-value step
Model 1a 1.83 (1.06–3.16) 0.70 (0.34–1.43) 12.63 (4) 0.013
Model 2b 1.14 (0.62–2.12) 0.60 (0.27–1.30) 68.92 (1) < 0.001
Model 3c 0.78 (0.40–1.53) 0.37 (0.15–0.88) 12.10 (1) 0.001

Model 4 d 0.85 (0.42–1.75) 0.41 (0.16–1.01) 0.52 (1) 0.770

Specialised care OR (95% CI) OR (95% CI) Chi2 value step (df) p-value step
Model 1a 1.66 (0.85–3.23) 1.03 (0.47–2.25) 4.41 (4) 0.353
Model 2b 0.97 (0.46–2.04) 0.94 (0.40–2.19) 56.0 (1) < 0.001
Model 3c 0.47 (0.20–1.10) 0.39 (0.14–1.07) 25.05 (1) < 0.001

Model 4 d 0.48 (0.19–1.17) 0.38 (0.13–1.10) 0.33 (1) 0.350

* ethnic Dutch serve as reference category
OR = odds ratio
CI = confidence interval
a Model 1: ethnicity + age + sex
b Model 2: ethnicity + age + sex + CIDI
c Model 3: ethnicity + age + sex + CIDI + K10
d Model 4: ethnicity + age + sex + CIDI + K10 + socioeconomic status (SES)
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Finally, there was no statistically significant interaction
between ethnic background and presence of CMD, or eth-
nic background and psychological distress, with respect to
primary mental health care utilisation. Regarding second-
ary mental health services there was no interaction
between ethnic background and mental health status
either.

Discussion
In an increasingly multicultural society, equity in access to
health services is a highly valued and essential dimension
of quality of care. In that context, the aim of the present
study was to focus on possible inequalities in uptake of
mental health services in a population based sample of
first generation Turkish and Moroccan migrants and eth-
nic Dutch respondents. The study investigated (a) the
degree of uptake of primary (i.e. generic) and specialised
mental health services among first-generation Turkish and
Moroccan migrants and ethnic Dutch subjects with CMD
in Amsterdam, (b) possible differences in uptake of men-
tal health services between migrants and ethnic Dutch,
and (c) the influence of predisposing (age, gender) and
enabling (SES) factors on possible differences.

In our study, more than 50 percent of subjects with CMD
reported uptake of care for mental health problems dur-
ing the six months preceding the interview. Of those who
reported care, the majority reported contact with special-
ised mental health care, which is in line with other studies
in the general Dutch population [41,42]. Among subjects
with a CMD, there were no statistically significant differ-
ences between ethnic Dutch and non-Western migrants,
either Turkish or Moroccan, regarding uptake of formal
mental health services. This was confirmed by the regres-
sion analyses, since (i) on average there were no differ-
ences in mental health services across migrant groups in
relation to the presence of CMD, and (ii) there was no
interaction between ethnic background and presence of
CMD. However, the analyses also showed that migrants
reported more psychological distress than did ethnic
Dutch respondents. In relation to these higher subjective
levels of mental illness, the uptake of mental health serv-
ices was lower among (Moroccan) migrants. This differ-
ence between ethnic groups could not be explained by
differences in socioeconomic status.

To understand the implications of these results, it is nec-
essary to consider again the purposes of the different types
of mental health care that were studied. Equal access to
care in this study was defined as equal access to available
care for equal need. With respect to specialist care, we
defined need for care by the presence of mental illness
(CMD), or 'caseness' [13]. Our study shows that, given the
presence of a common mental disorder, Turkish and
Moroccan migrants did not differ in the uptake of special-

ised mental health services compared to ethnic Dutch.
This is in line with the recent finding that, at least in
Amsterdam, migrants seem to be catching up in access to
and use of outpatient mental health services [43]. Addi-
tionally, in a study that included ethnic Dutch, Turkish
and Moroccan inhabitants of Rotterdam, which is another
large urban area in the Netherlands, only Moroccan
women were found to be underrepresented in specialised
mental health care [44]. Notably, this is also the group
that least often met the criteria for a mood and/or anxiety
disorder [23].

The principle of caseness applies less to primary care serv-
ices. Instead, subjective need plays a major role [12]. In
that context it is noteworthy that, given a certain level of
psychological distress, Moroccan migrants were less likely
to report uptake of primary care for mental health prob-
lems. This is a disturbing finding, for Turkish and Moroc-
can migrants are both considered to be frequent visitors of
general practice [3,25]. According to our study, they are
however less likely to do so for mental health problems.
This finding suggests differential uptake of primary men-
tal health services.

There may be several explanations for the observation that
Moroccan migrants were less likely to report uptake of pri-
mary care for mental health problems. These include
stigma or taboo attached to mental health problems, dis-
proportionate somatisation of mental health problems,
or communication problems in the doctor-patient rela-
tionship at different levels [3,19,26,27]. Communication,
for example, is complicated if patient and provider do not
share the same linguistic skills, have different ideas about
illness, or have prejudices against each other [45]. Such
problems negatively affect patient satisfaction, patient
compliance, perception of a good interpersonal relation-
ship, and patient trust in the physician [46,47]. Indeed,
problems in communication between ethnic minority cli-
ents and GPs have been associated with lower patient sat-
isfaction and lower perceived quality of care [48], which
decrease attendance in general practice for mental health
problems. It could be that Moroccan clients in this respect
differ from Turkish clients. For example, educational lev-
els are generally somewhat higher among first-generation
Turkish migrants than among Moroccan migrants. For
example, illiteracy tends to occur less often among Turk-
ish than among Moroccan first-generation migrants [49],
while it is known that illiteracy is associated with ill health
[50].

An additional explanation for the finding with respect to
primary care may be sought in the concept of perceived
need for care. Indeed, a higher perceived need for care has
been associated with increased service use, better compli-
ance with treatment, and less dropout [51,52]. Moreover,
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if people are convinced that problems do not require
treatment, this is an important reason for them not to seek
help [53,54]. So, although the term 'subjective need'
would suggest differently, the experience of psychological
distress does not necessarily imply that a need for mental
health care is perceived. This discrepancy between symp-
tom experience and care utilisation can be influenced by
ethnic minority background, among other factors [55]. In
a recent study within the same study population, it was
found that in case of similar mental morbidity, perceived
need for information, psychotropics, referral to special-
ised mental health care, or for counselling was lower
among Moroccan migrants than among ethnic Dutch
[56]. We recommend that future studies in this area take
the possible influence of perceived need for care into
account.

Various authors have argued that mental health care utili-
sation among Turkish and Moroccan migrants is lower
than among ethnic Dutch. The observation that access of
specialised mental health services was relatively equal for
all three ethnic groups is therefore surprising. The limita-
tions of the present study notwithstanding, there are rea-
sons why this observation may nevertheless reflect the
actual situation in present-day Dutch urban mental health
care. First, it should be noted that most other studies
addressing this issue tend to use a very different definition
of equal access to care, namely equal representation of
minority groups in (mental) health care compared to their
representation in the general population. In contrast, we
defined equal access on the basis of need factors, and we
used population-based prevalence estimates to define this
need. Second, health care in the Netherlands nowadays
has a history of 'interculturalisation', which means that
numerous efforts have been made to adapt mainstream
health services to suit clients from different cultures, as
opposed to the development of health services for specific
ethnic groups [57]. Based on these and other recent results
[43,44] one could argue that this may have had a positive
effect on accessibility of specialised mental health serv-
ices. At the same time, however, it should be noted that
equal access – though a necessary condition for equal
opportunity to health – does not guarantee equal result
[58].

Strengths and limitations
Apart from the fact that this is one of the first population-
based studies among two major European migrant popu-
lations to address inequalities in mental health care for
common mental disorders, additional strengths should
be mentioned. For example, the study was conducted by
well-trained bilingual interviewers, whose ethnic back-
grounds were matched to the background of respondents.
These and other measures resulted in the inclusion of
respondents who were not fluent in Dutch, while most

epidemiological studies in this area on beforehand
exclude respondents who do not sufficiently master the
dominant language(s) of the host country [14]. Also, the
study was conducted in a large urban area, which makes
the results potentially interesting for other urban settings.

However, there are some limitations to this study that
need to be addressed as well. Firstly, despite all measures
to increase response, we acknowledge that the generalisa-
bility of our results is compromised by the high non-
response and incompleteness of data. Considering the
efforts that have been made to limit non-response, the
response rate in the present study may yet be the highest
feasible response for this type of research [17]. Although
non-response in the second wave appeared to be non-
selective regarding mental health outcomes, and weight-
ing techniques were used to correct for selective non-
response according to demographic factors, the small
sample size limited the statistical power of the analyses.
Though we acknowledge this is partially related to the
deletion of cases with missing data, we refrained from
data imputation techniques for two reasons. Firstly, it is
known that imputation can distort coefficients of associa-
tion and correlation relating variables. Secondly, the
number of cases with missing data was relatively small. As
a rule of thumb, if a variable has more than 5% missing
values, cases are not deleted [59]. Educational level
(8.6%) was the only variable that – barely – exceeded this
level.

A second limitation is that health care uptake was meas-
ured by way of self-report, which may have resulted in
response bias. Still, though this may have influenced the
estimates of uptake of mental health services, self-report
measures are considered suitable for studying ethnic dif-
ferences in care utilisation [60,61].

Third, the results of the statistical analyses may have been
sensitive to model specification, which in this case could
have resulted from the failure to include other important
variables. For that matter, we fully acknowledge that
Anderson's behavioural model specifies other relevant
variables that could have been acting as confounders.
Examples are marital status, health beliefs, and accultura-
tion (predisposing), social support (enabling), and
somatic comorbidity (need). Inclusion of these variables
would have probably resulted in more accurate results. At
the same time, however, the limited sample size urged us
to be very conservative in the number of covariates that we
could include, and to only include the most relevant
information.

Finally, SES was indicated only by two rough measures of
education and income, while the concept of SES is much
broader [1]. Given the fact that most non-Western
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migrants have a relatively low SES, the influence of socio-
economic position was very difficult to study in this par-
ticular sample. It is strongly recommended that future
studies make efforts to further disentangle ethnic and
socioeconomic influences in the context of mental health
services research.

Conclusion
In summary, more than half of people with a CMD
reported uptake of help for mental health problems. Of
them, the majority contacted specialised mental health
services. There was equal uptake of specialised mental
health services across ethnic groups, given that the pur-
pose of specialised mental health services is to treat
"cases". Uptake of primary care services, however, is gen-
erally guided by self-referral. In that context, there was
lower uptake of primary care services by (Moroccan)
migrants in relation to the amount of psychological dis-
tress.

Competing interests
The authors declare that they have no competing interests.

Authors' contributions
TF and MASW formulated the research question. MASW,
WCT, APV, WHMG, ATFB and JD participated in the
design of the study. TF performed the statistical analyses
and drafted the manuscript together with MASW. WCT,
APV, WHMG, ATFB and JD contributed to the manuscript
with their interpretation of results and comments on ear-
lier drafts. All authors read and approved the final manu-
script.

Acknowledgements
The authors wish to acknowledge the valuable contributions of all respond-
ents, interviewers and other members of the research team. In addition, 
they like to thank Prof. Stronks and Dr. van der Wal for their comments 
on earlier drafts of the manuscript.

References
1. Barr DA: Health Disparities in the United States Baltimore: The Johns

Hopkins University Press; 2008. 
2. Campbell SM, Roland MO, Buetow SA: Defining quality of care.

Social Science and Medicine 2000, 51:1611-1625.
3. Stronks K, Ravelli AC, Reijneveld SA: Immigrants in the Nether-

lands: equal access for equal needs?  Journal of Epidemiology and
Community Health 2001, 55:701-707.

4. Watters C: Migration and mental health care in Europe:
report of a preliminary mapping exercise.  Journal of Ethnic and
Migration Studies 2002, 28:153.

5. Laird LD, Amer MM, Barnett ED, Barnes LL: Muslim patients and
health disparities in the UK and the US.  Archives of Disease in
Childhood 2007, 92:922-926.

6. Laird LD, de Marrais J, Barnes LL: Portraying Islam and Muslims
in MEDLINE: a content analysis.  Social Science and Medicine 2007,
65:2425-2439.

7. Bhugra D: Migration and mental health.  Acta Psychiatrica Scandi-
navia 2004, 109:243-258.

8. Bhui K, Lawrence A, Klineberg E, Woodley-Jones D, Taylor S, Stans-
feld S, Viner R, Booy R: Acculturation and health status among
African-Caribbean, Bangladeshi and White British adoles-

cents – validation and findings from the RELACHS study.
Social Psychiatry and Psychiatric Epidemiology 2005, 40:259-266.

9. Carta MG, Bernal M, Hardoy MC, Haro-Abad JM: Migration and
mental health in Europe (the state of the mental health in
Europe working group: appendix 1).  Clinical Practice and Epide-
miology in Mental Health 2005, 1:13.

10. Andersen RM: Revisiting the behavioral model and access to
medical care: does it matter?  Journal of Health and Social Behaviour
1995, 36:1-10.

11. Verhaak PF, Brink-Muinen  van den, Bensing JM, Gask L: Demand
and supply for psychological help in general practice in differ-
ent European countries: access to primary mental health
care in six European countries.  European Journal of Public Health
2004, 14:134-140.

12. Thorsen H, Witt K, Hollnagel H, Malterud K: The purpose of the
general practice consultation from the patient's perspective
– theoretical aspects.  Family Practice 2001, 18:638-643.

13. Lin E, Goering PN, Lesage A, Streiner DL: Epidemiologic assess-
ment of overmet need in mental health care.  Social Psychiatry
and Psychiatric Epidemiology 1997, 32:355-362.

14. Alonso J, Angermeyer MC, Bernert S, Bruffaerts R, Brugha TS, Bryson
H, de Girolamo G, Graaf R, Demyttenaere K, Gasquet I, Haro JM,
Katz SJ, Kessler RC, Kovess V, Lépine JP, Ormel J, Polidori G, Russo
LJ, Vilagut G, Almansa J, Arbabzadeh-Bouchez S, Autonell J, Bernal M,
Buist-Bouwman MA, Codony M, Domingo-Salvany A, Ferrer M, Joo
SS, Martínez-Alonso M, Matschinger H, Mazzi F, Morgan Z, Morosini
P, Palacín C, Romera B, Taub N, Vollebergh WA, ESEMeD/MHEDEA
2000 Investigators, European Study of the Epidemiology of Mental
Disorders (ESEMeD) Project: Use of mental health services in
Europe: results from the European Study of the Epidemiol-
ogy of Mental Disorders (ESEMeD) project.  Acta Psychiatrica
Scandinavia Suppl 2004:47-54.

15. Levecque K, Lodewyckx I, Vranken J: Depression and generalised
anxiety in the general population in Belgium: a comparison
between native and immigrant groups.  Journal of Affective Disor-
ders 2007, 97:229-239.

16. Takeuchi DT, Alegria M, Jackson JS, Williams DR: Immigration and
mental health: diverse findings in Asian, black, and Latino
populations.  American Journal of Public Health 2007, 97:11-12.

17. Feskens R, Hox J, Lensvelt-Mulders G, Schmeets H: Collecting Data
among Ethnic Minorities in an International Perspective.
Field Methods 2006, 18:284-304.

18. Streiner DL, Norman GR: Health measurement scales: A practical guide
to their development and use 3rd edition. Oxford: Oxford University
Press; 2003. 

19. Al-Krenawi A: Mental health practice in Arab countries.  Cur-
rent Opinion in Psychiatry 2005, 18:560-564.

20. Dijkshoorn H, Nierkens V, Nicolaou M: Risk groups for over-
weight and obesity among Turkish and Moroccan migrants
in The Netherlands.  Public Health 2008, 122:625-630.

21. van Oort FV, Ende J van der, Crijnen AA, Verhulst FC, Mackenbach
JP, Joung I: Ethnic disparities in mental health and educational
attainment: comparing migrant and native children.  Interna-
tional Journal of Social Psychiatry 2007, 53:514-525.

22. Bengi-Arslan L, Verhulst FC, Crijnen AA: Prevalence and determi-
nants of minor psychiatric disorder in Turkish immigrants
living in The Netherlands.  Social Psychiatry and Psychiatric Epidemi-
ology 2002, 37:118-124.

23. de Wit MAS, Tuinebreijer WC, Dekker J, Beekman ATF, Gorissen
WH, Schrier AC, Penninx BW, Komproe IH, Verhoeff AP: Depres-
sive and anxiety disorders in different ethnic groups : A pop-
ulation based study among native Dutch, and Turkish,
Moroccan and Surinamese migrants in Amsterdam.  Social
Psychiatry and Psychiatric Epidemiology 2008, 43:905-912.

24. Wurff FB van der, Beekman AT, Dijkshoorn H, Spijker JA, Smits CH,
Stek ML, Verhoeff A: Prevalence and risk-factors for depression
in elderly Turkish and Moroccan migrants in the Nether-
lands.  Journal of Affective Disorders 2004, 83:33-41.

25. Uiters E, Deville WL, Foets M, Groenewegen PP: Use of health
care services by ethnic minorities in The Netherlands: do
patterns differ?  European Journal of Public Health 2006, 16:388-393.

26. Claassen D, Ascoli M, Berhe T, Priebe S: Research on mental dis-
orders and their care in immigrant populations: a review of
publications from Germany, Italy and the UK.  European Psychi-
atry 2005, 20:540-549.
Page 8 of 9
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11072882
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11553652
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11553652
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17895342
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17895342
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17767988
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17767988
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15834776
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15834776
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15834776
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16135246
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16135246
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16135246
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15230497
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15230497
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15230497
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11739354
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11739354
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11739354
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9299930
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9299930
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16901547
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16901547
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16901547
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17138903
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17138903
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17138903
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16639119
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18294664
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18294664
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18294664
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18181354
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18181354
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11990008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11990008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11990008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18587679
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18587679
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18587679
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15546643
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15546643
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15546643
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16641158
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16641158
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16641158
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15963698
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15963698
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15963698


BMC Public Health 2009, 9:307 http://www.biomedcentral.com/1471-2458/9/307
Publish with BioMed Central   and  every 
scientist can read your work free of charge

"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."

Sir Paul Nurse, Cancer Research UK

Your research papers will be:

available free of charge to the entire biomedical community

peer reviewed and published immediately upon acceptance

cited in PubMed and archived on PubMed Central 

yours — you keep the copyright

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

BioMedcentral

27. Meeuwesen L, Harmsen JA, Bernsen RM, Bruijnzeels MA: Do Dutch
doctors communicate differently with immigrant patients
than with Dutch patients?  Social Science and Medicine 2006,
63:2407-2417.

28. Knipscheer JW, Kleber RJ: Help-seeking behaviour regarding
mental health problems of Mediterranean migrants in the
Netherlands: familiarity with care, consultation attitude and
use of services.  International Journal of Social Psychiatry 2005,
51:372-382.

29. Verhaak PF, Hoeymans N, Garssen AA, Westert GP: Mental health
in the Dutch population and in general practice: 1987–2001.
British Journal of General Practice 2005, 55:770-775.

30. Westert GP, Schellevis FG, de Bakker DH, Groenewegen PP, Bensing
JM, Zee J van der: Monitoring health inequalities through gen-
eral practice: the Second Dutch National Survey of General
Practice.  European Journal of Public Health 2005, 15:59-65.

31. Agyemang C, Ujcic-Voortman J, Uitenbroek D, Foets M, Droomers
M: Prevalence and management of hypertension among
Turkish, Moroccan and native Dutch ethnic groups in
Amsterdam, the Netherlands: The Amsterdam Health Mon-
itor Survey.  Journal of Hypertension 2006, 24:2169-2176.

32. Ujcic-Voortman J, de Wit M, Uitenbroek D, Tuinebreijer W, Vliet L,
Verhoeff A: Physical examinations and diagnostic interviewing
integrated in a general health survey among the multicul-
tural population of Amsterdam. The Amsterdam Health
Monitor 2004/2005.  Tijdschrift voor Gezondheidswetenschappen  in
press.

33. Foets M, Schuster J, Stronks K, eds.: Gezondheids(zorg)onderzoek onder
allochtone bevolkingsgroepen. Een praktische introductie Amsterdam:
Aksant; 2007. 

34. Hakkaart-van Roijen L: Trimbos/iMTA questionnaire for Costs associated
with Psychiatric Illness (TiC-P) Rotterdam: Erasmus University; 2002. 

35. WHO: Composite International Diagnostic Interview (CIDI) version 2.1
Geneva: WHO; 1997. 

36. Karam EG, Yabroudi P, Nasser-Karam A, Mansour C, Sabah S, Al
Atrash R: The Arabic Composite International Diagnostic
Interview (CIDI).  Arabic Journal of Psychiatry 1995, 6:19-29.

37. Simon GE, Goldberg DP, Von Korff M, Ustun TB: Understanding
cross-national differences in depression prevalence.  Psycholog-
ical Medicine 2002, 32:585-594.

38. Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand
SL, Walters EE, Zaslavsky AM: Short screening scales to monitor
population prevalences and trends in non-specific psycholog-
ical distress.  Psychological Medicine 2002, 32:959-976.

39. Fassaert T, de Wit MAS, Tuinebreijer WC, Wouters H, Verhoeff AP,
Beekman ATF, Dekker J: Psychometric properties of an inter-
viewer-administered version of the Kessler psychological dis-
tress scale (K10) among Dutch, Moroccan and Turkish
respondents.  The International Journal of Methods in Psychiatric
Research  in press.

40. Dalstra JA, Kunst AE, Geurts JJ, Frenken FJ, Mackenbach JP: Trends
in socioeconomic health inequalities in the Netherlands,
1981–1999.  Journal of Epidemiology and Community Health 2002,
56:927-934.

41. Bijl RV, Ravelli A: Psychiatric morbidity, service use, and need
for care in the general population: results of The Nether-
lands Mental Health Survey and Incidence Study.  American
Journal of Public Health 2000, 90:602-607.

42. ten Have M, de Graaf R, Vollebergh W, Beekman A: What depres-
sive symptoms are associated with the use of care services?
Results from the Netherlands Mental Health Survey and
Incidence Study (NEMESIS).  Journal of Affective Disorders 2004,
80:239-248.

43. Schrier AC, Theunissen JR, Kempe PT, Beekman ATF: Migranten in
de ambulante ggz maken een inhaalslag.  Tijdschrift voor Psychi-
atrie 2005, 47:771-777.

44. Dieperink C, van Dijk R, Wierdsma A: Mental health care for
migrants. Developments in health care utilization in the Rot-
terdam region 1990–1998.  MGv 2002, 57:87-97.

45. Suurmond J, Seeleman C: Shared decision-making in an intercul-
tural context. Barriers in the interaction between physicians
and immigrant patients.  Patient Education and Counselling 2006,
60:253-259.

46. Beck RS, Daughtridge R, Sloane PD: Physician-patient communi-
cation in the primary care office: a systematic review.  Journal
of the American Board of Family Medicine 2002, 15:25-38.

47. Thom DH: Physician behaviors that predict patient trust.  J
Fam Pract 2001, 50:323-328.

48. Harmsen JA, Bernsen RM, Bruijnzeels MA, Meeuwesen L: Patients'
evaluation of quality of care in general practice: what are the
cultural and linguistic barriers?  Patient Education and Counselling
2008, 72:155-162.

49. Prins KS: Van 'gastarbeider' tot 'Nederlander': Adaptatie van Marokkanen
en Turken in Nederland Groningen: Rijksuniversiteit Groningen; 1996. 

50. Bekker MH, Lhajoui M: Health and literacy in first- and second-
generation Moroccan Berber women in the Netherlands: Ill
literacy?  International Journal for Equity in Health 2004, 3:8.

51. Berghofer G, Schmidl F, Rudas S, Steiner E, Schmitz M: Predictors of
treatment discontinuity in outpatient mental health care.
Social Psychiatry and Psychiatric Epidemiology 2002, 37:276-282.

52. Katz SJ, Kessler RC, Frank RG, Leaf P, Lin E, Edlund M: The use of
outpatient mental health services in the United States and
Ontario: the impact of mental morbidity and perceived need
for care.  American Journal of Public Health 1997, 87:1136-1143.

53. Aoun S, Pennebaker D, Wood C: Assessing population need for
mental health care: a review of approaches and predictors.
Mental Health Services Research 2004, 6:33-46.

54. Kessler RC, Berglund PA, Bruce ML, Koch JR, Laska EM, Leaf PJ, Man-
derscheid RW, Rosenheck RA, Walters EE, Wang PS: The preva-
lence and correlates of untreated serious mental illness.
Health Services Research 2001, 36:987-1007.

55. Rabinowitz J, Gross R, Feldman D: Correlates of a perceived
need for mental health assistance and differences between
those who do and do not seek help.  Social Psychiatry and Psychiat-
ric Epidemiology 1999, 34:141-146.

56. Fassaert T, de Wit MA, Tuinebreijer WC, Verhoeff AP, Beekman AT,
Dekker J: Perceived need for mental health care among non-
western labour migrants.  Social Psychiatry and Psychiatric Epidemi-
ology 2009, 44:208-216.

57. de Jong JT, van Ommeren M: Mental health services in a multi-
cultural society: interculturalization and its quality surveil-
lance.  Transcultural Psychiatry 2005, 42:437-456.

58. Gutmann A: For and against equal access to health care.  Mil-
bank Memorial Fund Quarterly – Health and Society 1981, 59:542-560.

59. Data Imputation for Missing Values   [http://fac
ulty.chass.ncsu.edu/garson/PA765/missing.htm]

60. Reijneveld SA: The cross-cultural validity of self-reported use
of health care: a comparison of survey and registration data.
Journal of Clinical Epidemiology 2000, 53:267-272.

61. Reijneveld SA, Stronks K: The validity of self-reported use of
health care across socioeconomic strata: a comparison of
survey and registration data.  International Journal of Epidemiology
2001, 30:1407-1414.

Pre-publication history
The pre-publication history for this paper can be accessed
here:

http://www.biomedcentral.com/1471-2458/9/307/pre
pub
Page 9 of 9
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16928417
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16928417
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16928417
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16400912
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16400912
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16400912
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16212852
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16212852
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15788805
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15788805
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15788805
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17053537
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17053537
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17053537
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12102373
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12102373
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12214795
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12214795
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12214795
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12461114
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12461114
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12461114
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10754976
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10754976
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10754976
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15207937
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15207937
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15207937
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11300984
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15222885
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15222885
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15222885
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12111033
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12111033
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9240103
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9240103
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9240103
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15002679
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15002679
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11775672
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11775672
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10327839
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10327839
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10327839
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18787746
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18787746
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16268237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16268237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16268237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6912950
http://faculty.chass.ncsu.edu/garson/PA765/missing.htm
http://faculty.chass.ncsu.edu/garson/PA765/missing.htm
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10760636
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10760636
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11821355
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11821355
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11821355
http://www.biomedcentral.com/1471-2458/9/307/prepub
http://www.biomedcentral.com/
http://www.biomedcentral.com/info/publishing_adv.asp
http://www.biomedcentral.com/

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Procedure
	Response
	Measures
	Analysis

	Results
	Uptake of services

	Discussion
	Strengths and limitations

	Conclusion
	Competing interests
	Authors' contributions
	Acknowledgements
	References
	Pre-publication history

