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ABSTRACT

Objectives Some migrant groups are disproportionately
affected by key infectious diseases in European countries.
These pose a challenge for healthcare systems providing
care to these groups. We aimed to explore the views of
general practitioners (GPs) on the acceptability, adaptability
and feasibility of a multidisease screening programme
based on an innovative clinical decision-support system
for migrants (the ISMiHealth tool), by examining the current
gaps in healthcare provision and areas of good practice
and the usefulness and limitations of training in the health
needs of migrants.

Methods We undertook a qualitative descriptive study
and carried out a series of focus groups (FGs) taking a
pragmatic utilitarian approach. Participants were GPs from
the four primary healthcare (PHC) centres in Catalonia,
Spain, that piloted an intervention of the ISMiHealth tool.
GPs were recruited using purposive and convenience
sampling. FG discussions were transcribed and analysed
using thematic content analysis.

Results A total of 29 GPs participated in four FGs. Key
themes identified were: (1) GPs found the ISMiHealth tool
to be very useful for helping to identify specific health
problems in migrants, although there are several additional
barriers to screening as part of PHC, (2) the importance

of considering cultural perspectives when caring for
migrants, and of the impact of migration on mental health,
(3) the important role of PHC in healthcare provision for
migrants and (4) key proposals to improve screening

of migrant populations. GPs also highlighted the urgent
need, to shift to a more holistic and adequately resourced
approach to healthcare in PHC.

Conclusions GPs supported a multidisease screening
programme for migrant populations using the ISMiHealth
tool, which aided clinical decision-making. However,
intercultural participatory approaches will need to be
adopted to address linguistic and cultural barriers to
healthcare access that exist in migrant communities.

8,10,11,12

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Our study is the first to describe the perception and
attitudes of general practitioners (GPs) concerning
the challenges of screening of migrant populations
and the role of PHC in these programmes.

= Focus groups (FGs) enabled the researchers to ex-
plore in depth the views of GPs about embedding
the ISMiHealth tool within clinical practice. Data
generated will be used to improve the tool and bet-
ter understand its clinical applicability.

= The study is limited as it does not consider the views
of other professionals involved in delivering prima-
ry care, or of other stakeholders or of the migrants
themselves.

= Another limitation is the lack of response by some
GPs, since the opportunity to attend the FGs was of-

fered primarily to the more motivated GPs.

INTRODUCTION
In a globalised world with demographic imbal-
ances and political-economic crises, migra-
tion is a complex phenomenon involving all
European countries.' According to 2021 data,
there were more than 5million migrants
(defined as foreign-born people) in Spain,
which represents 11.3% of its total popula-
tion.” In fact, migrants account for more than
15% of the population in certain regions,
such as Catalonia.” Migrants are entitled to
full access to primary healthcare (PHC) in
Spain; the current legislation also allows for
the provision of healthcare to undocumented
immigrants, but there are barriers that limit
the provision of these benefits arising from
problems with proof of residency and the lack
of both legal and administrative clarity.*

On the whole, migrants are healthy,” but
vulnerable migrants, in particular, those in
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an irregular situation, asylum seekers and refugees, are
disproportionately affected by key infectious diseases,
including tuberculosis (TB), HIV and viral hepatitis®
and other imported diseases that have a low incidence in
Spain.”® These diseases are chronic, asymptomatic for the
majority of individuals, but potentially severe in certain
circumstances. These characteristics make them the
target of screening programmes.” '’ Various studies have
provided evidence for the cost-effectiveness of screening
these conditions in migrants’ "''* and have argued for
a more holistic, multidisease approach to addressing
the health needs of migrants, in so doing, moving away
from the historic focus of single-disease screening—for
example, for TB." Despite the availability of screening
guidelines for PHC in Europe,'® these recommendations
are often not implemented thoroughly, and key health-
care professionals lack the appropriate training and
skills in many cases to understand the needs of mobile
populations.

There are socioeconomic, cultural and legal factors
throughout European countries that may affect the phys-
ical and psychological health of migrants,'”” ' including
precarious labour conditions, stigma and discrimination,
migrant legal status or even the infection risk associated
with their countries of origin or through which they
transit.'” The migratory trajectory and its related health
risks and exposure to violence can influence the emer-
gence or exacerbation of different types of mental health
problems.”” Issues such as female genital mutilation
(FGM) may also need to be considered.”!

Primary care is often the first contact point with health
systems, and often the only one for migrants. However,
there are recognised challenges for health professionals
when providing healthcare to migrants.” To attempt
to address some of the current shortfalls in the provi-
sion of screening to migrant patients as part of PHC, we
successfully piloted the implementation of an innovative
clinical decision-support system, called the ISMiHealth
tool, that guides general practitioners (GPs) through
computer prompts about screening recommendations
for migrants.”> During the pilot, the tool was integrated
within the primary care electronic patient record (EPR)
in Catalonia and displayed prompts about screening
recommendations based on an individualised approach
that uses three variables: sex, age and country of origin.
These variables are routinely registered in the EPR system
of health centres, thereby providing a passive yet practical
tool for health professionals, who receive a prompt with
screening recommendations based on a migrant person’s
background characteristics when they attend the centre
for any reason. In our study, we defined migrants as
foreign-born people, irrespectively of when they arrived in
Spain.” No exclusion criteria were stipulated concerning
the year of arrival to provide the screening recommen-
dation, except for TB. This criterion was established
because all other infections are chronic and because, for
several infections, the risk remains even after migration.
We also organised training sessions on specific areas of

migrant health (infectious diseases, mental health and
FGM) in all the centres involved in the study. A guide-
line was written with the screening recommendations
and made available for GPs in digital format. Our pilot
study highlighted an increasing yield of infections in the
centres where the tool was implemented compared with
centres that followed the routine care procedures.”

The tool can easily be adapted to accommodate epide-
miological changes of the disease under consideration and
to cover other atrisk populations (eg, travellers), settings
and conditions, such as rare infections in migrants, and
other relatively neglected topics, such as mental health,
which is not included systematically in migrants’ health
assessments.”

We subsequently wanted to explore the views and
concerns of frontline clinicians regarding approaches to
multidisease testing, treatment gaps and potential strat-
egies and the extent to which prompting tools such as
the ISMiHealth could be useful. Qualitative evaluation
before embarking on a rigorous randomised clinical
trial to validate and scale up the tool can be invaluable
for optimising the tool. Therefore, we conducted a study
to evaluate GPs’ views on the acceptability, adaptability
and feasibility of a multidisease screening approach, the
current knowledge gaps and areas of good practice, the
use of decision support tools implemented in PHC from
their perspective and the usefulness and limitations of
face-to-face training in migrant health.

METHODS

Design

We carried out a qualitative, descriptive study using
focus groups (FGs), guided by a pragmatic, utilitarian
approach.?* This approach is used for process evaluation
studies, which adopts standards that require evaluations to
be useful, practical, ethical and accurate.” FGs were used
as the technique in which to learn about GPs’ opinions
and experiences of the ISMiHealth tool and about the
screening programme for migrants. They gave the partici-
pants the opportunity to discuss matters while comparing
their responses in small groups that are ‘focus’ on a
particular topic or set of issues.”” These were guided by
a topic-schedule developed by the research team under
the following headings: usefulness and limitations of face-
to-face training in migrant health; usefulness of the new
guidelines for screening recommendations for migrants
in primary care; use of the ISMiHealth tool in daily clin-
ical practice and the healthcare provision gaps and areas
that require strengthening in migrant health, areas for
improvement and benefits of digital tools to support
clinical decision-making regarding migrant health. The
research team comprised researchers in PHC, public
health, social science and clinical practice.

Study setting and participants
We conducted one FG per centre. FG participants were
GPs from the four PHC centres in Catalonia, Spain,
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involved in the intervention arm of the pilot study of the
ISMiHealth tool. The distribution of GPs by PHC centre
was: 32 in Barcelona, 18 in Lleida, 17 in Manresa and
29 in Tortosa. Other characteristics of the PHC centres
are summarised in a previous publication.”” GPs were
recruited using purposive and convenience sampling.*®
All GPs from each centre were invited by e-mail to partic-
ipate in the FG. A reminder email was sent 48 hours
before each scheduled FG in order to avoid absenteeism.
The number of GPs agreeing to participate was less than
the normal recommended limit of 12 participants for an
FG,** then the final sample was made up of all the GPs
who volunteered and who met the inclusion criteria.

Patient and public involvement

Migrant communities were not formally involved in
the study design. However, as part of another study, we
organised an FG with patients with Chagas disease, which
highlighted the importance of screening at primary care
rather than specialised care. This finding informed the
design of the current study. The results of the study have
been disseminated through seminars involving migrant
communities, held in the PHC centres where the study
was carried out.

Data collection and analysis

Data were collected in the form of digital audio record-
ings of the FGs in each participating PHC centre between
March and June 2019. FGs lasted 60-70min and were
conducted by an experienced moderator (PhD expert
in qualitative research) and an observer (PhD in the
biomedical field). Participants had no previous contact
with the research team before the FG sessions.

All FGs were manually transcribed by one interviewer
and field notes were made during or after the session.
Data were evaluated by thematic content analysis, which
consisted of six phases: becoming familiar with the data,
generating initial codes, searching for themes, reviewing
themes, defining final themes and writing up.”’” The anal-
ysis was flexible and iterative. In order to validate the
data, reflexivity was carried out in the different phases
of the study. In addition, the coding and final categories
were triangulated by the research team. The diversity of
perspectives of the research team members aided the
discussion and analysis of the data, eventually enabling a
consensus to be reached.”

Ethical approval was granted by the Research Ethics
Committee of IDIAP]Gol (number:19/020-P). All partic-
ipants in the FGs gave their oral consent for their contri-
butions to be used.

The study was reported using the Standards for
Reporting Qualitative Research (see online supplemental
annex 1).%

RESULTS
A total of 29 GPs (22 women and 7 men) with a mean
age of 43 (+9.27) years participated in the FGs. The

distribution of participants by setting was: 7 in Barcelona
(FG1), 3 in Lleida (FG2), 10 in Manresa (FG3) and 9 in
Tortosa (FG4).

Four key themes were identified from the FGs. The
first comprised four subthemes covering the bene-
fits of training on migrant health, the usefulness of
the screening tool and the challenges and barriers to
screening in PHC. The second theme consisted of three
subthemes describing the difficulties in clinical practice
related to cultural perspectives, with especial emphasis
on GPs’ lack of skills for offering adequate care for some
groups of migrant women and on GP’s views about the
impact of migration on mental health. The third theme,
comprising two subthemes, described GPs’ opinions about
the role of PHC in healthcare provision for migrants and
the challenge of more holistic care that takes account
of the social determinants of health. The fourth theme
comprised five subthemes related to GPs’ proposals for
improving the screening performance when targeting
migrant populations.

Theme 1: training and the use of the IS-MiHealth tool to
identify health problems in migrants

Broadening knowledge about migrant health

The training on migrant health was generally highly
valued. GPs explained that it broadened their knowl-
edge about migrant health-related problems, particularly
for imported diseases about which many health profes-
sionals are unfamiliar. Chagas disease was exemplified as
a neglected problem about which the training enabled
GPs to become more knowledgeable.

Yes, I studied [imported diseases] when I did the MIR [Internal
Medical residence] and all this and so on, but I am not aware
that here we can screen for Chagas, can we not? Because, ... until
a few years ago, there wasn't this awareness... (FG4)

The lack of training and guidelines as barriers to healthcare
GPs emphasised that training in migrant health is not
usually offered in PHC centres. PHC consultations with
a high percentage of migrants together with the lack of
training in migrantrelated diseases (including imported
diseases, FGM and mental health) were identified by
GPs as barriers to providing adequate healthcare, and
for mental health in particular. Another challenge they
reported was the absence of guidelines to support health-
care provision for migrants. The need for more thorough
training about FGM was identified as a new health issue
for GPs.

I do not have any training in migrant health ... You see the
agenda of my patients and, ... I also have more than 20% of
migrants ... I mean, ... how do you handle all this? (FG4)

Usefulness of the ISMiHealth tool for screening

We explored the usefulness of ISMiHealth as a screening
tool for health professionals. The participants considered
it to be very valuable for several reasons. They mentioned
that, without it, they would have not screened most of their
patients. They also stated that, in the case of infections
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with which they were more familiar (eg, HIV and viral
hepatitis), the screening would not have been done in
many cases because of the absence of symptoms or clin-
ical risk factors. More significantly, without the tool, they
would not have screened for imported parasitic infections
since they would not have been able to assess information
about the epidemiology of such conditions.

If we had not had the prompt, we would not have tested for this
... Anyway, if there are clinical symptoms, yes you think about
it, but in a first visit screening,... no. For HIV, for example,
you think about it... because you know the risk,...but for these
parasites. .. (FG3)

Challenges and barriers to screening in primary care

Some GPs reported difficulty performing the screening
on the first occasion the person attended the PHC.
However, other GPs differed in opinions, saying that they
carried out more screenings during patients’ first visits.

The first visit is quite difficult. Sometimes. .. with a “greeting”
in his language, it breaks the ice. I do this a lot“ “Salam
Alaitkum”, and they smile from ear to ear (FFG3).

An additional challenge for them was to schedule the
follow-up visits after the screening had been performed.
Accordingly, GPs pointed out to a subgroup of migrants
who are highly likely to move or who do not under-
take the blood test, both behaviours resulting in a high
percentage of loss to follow-up.

Furthermore, the lack of time during the clinical
appointment due to the high workload currently experi-
enced by GPs in primary care was highlighted as another
barrier during the implementation of the screening
programme. However, this work overload was not related
to the introduction of the ISMiHealth tool. Some partic-
ipants also expressed concerns about the utility or cost-
effectiveness of screening people who have lived in Spain
for many years even though all infections included in the
screening programme were chronic infections.

Theme 2: GPs’ views on the influence of cultural perspectives
when caring for migrants and on the impact of migration on
mental health

Difficulties with clinical practice arising from distinct cultural
perspectives

GPs reported considerable variation in the ways patients
expressed their health problems, possibly depending on
which cultural or ethnic group to which they belonged.
For example, GPs had the perception that migrants from
Asian countries do not usually express their feelings,
whereas those from South American communities are
perceived as culturally closer to the host country (cultural
proximity) and are used to talking more openly about
their problems. Furthermore, certain migrant groups
were described as being more difficult to approach, such
as those from the Indian subcontinent. Finally, the GPs
felt that some cultures do not place great importance
on mental health, or at least that it is considered in a
different way from how it is viewed within host countries.

For example,... in Eastern culture or so... specifically depres-
sion is very difficult to identify, because they are programmed to
work and not to feel (FG3).

Other aspects were recognised by the participant GPs
that may influence their clinical practice, such as a lack of
identification with other cultures, which leads to stereo-
typing and prejudiced attitudes towards the migrant
groups.

We are marked by prejudices,... I have prejudices too. I have
a kind of mistrust, too. I don't know why....With things that
I have come across...this prejudice affects my work, affects the
relationship. .. (FG3).

The feeling or the fear of stigmatising migrant individ-
uals by offering screening only to migrant communities
was also expressed.

It is somehow a way of stigmatizing people..., for being immi-
grants... and why is the screening not offered to other people, too?
Just because they are immigrants, should this be done to them?
(rG4)

Unheard voices of some migrant women and GPs’ lack of skills
lo care for them adequately.

The main concern of the participants was the difficulty
of communicating effectively with migrant women from
some geographical regions. According to GPs’ views,
women from the Maghreb region are a very ‘closed
group’, such that they only interact with each other, and
they barely speak the languages of the host country—
instead they speak only their local languages—and they
only attend the medical appointments very occasionally.
GPs declared that when Maghreb women come to the
PHC centre, they are always accompanied by a man, who
takes charge of the communication with health profes-
sionals in Spanish or Catalan.

They [woman and a man from the family], come to the PHC
centre for her sake [for the woman to obtain health care], but the
woman does not speak. She cannot really express herself (FG1).

The perception of GPs about the lack of autonomy,
especially among Maghreb women, and the cultural
differences between doctors and patients make commu-
nication more difficult. Some GPs expressed a feeling of
powerlessness, arising from not being able to understand
their patients properly and so were less able to offer them
adequate care.

. she expresses herself through someone else and, you know,
you miss a lot of information.(FGI)

GPs also experienced frustration because the expected
relationship of trust between doctor and patient did not
develop. Conversely, several GPs mentioned that some
female patients gained confidence over time, which led
to improve communication. In the case of the approach
to FGM, GPs remarked on the need to establish a trusting
relationship and noted their lack of the theoretical and
clinical skills needed to address it.

Migration process and mental health
Women were also identified by GPs as having a higher
risk of mental health problems due to their difficulties in
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adapting to life in a new country, as a consequence of the
migration process.

Immigrant women have an added problem, especially if
they come from the Maghreb culture,...their adaptation is very
complex, much more than that of men. They are locked up at
home, they communicate much less, and...they only have rela-
tionships with women from their own cultural group (FG4).

One participant, though aware of the emotional
impact of ablation on women, expressed the difficulty
of addressing FGM, and the need to approach other
cultures with an attitude of humility and with cultural
competence.

Of course... for that woman who does not get ablated, it is
brutal, because.. . she is taken out of the village, she is not allowed
to eat because she is “unclean” and. .. she will bring sickness to the
village. Of course, dismantling this belief is very complicated. It
has to be done without the arrogance of the “white coat”... (FG3).

Theme 3: role of PHC in the healthcare provision for migrant
populations
PHC as a migrant care referent and challenges for adequate care
Some participants talked about the importance of consid-
ering the perspective of PHC when implementing a
screening programme for migrant populations. There is
a general understanding in Spain that the responsibility
of migrant care lies with GPs, since they are the back-
bone of the National Health system. However, some GPs
agreed that few resources are allocated to the reception
of migrants (ie, specific programmes for migrant care,
supported by intercultural mediators) and that there are
too few resources to address the social problems of the
migrant population in PHC.

Very scarce, the resources are very limited. ...and I think we are
very unable to offer help to mothers who are separated from their
children, to families or to children who come alone (FGI ).

The neglect of social problems in PHC

The GPs’ opinion about promoting a social approach in
PHC emerged particularly strongly, due to the need to
change the healthcare approach to include social deter-
minants of health, since society has evolved over time and
health needs have changed markedly, most health prob-
lems being directly related to social problems.

What is happening is that we are working as we did 30 years
ago, and society is very different. So, what happens? Most of the
pathologies we see arve social problems and are very complex...
(FG4).

Some of the participants observed a conservative
perception of healthcare provision and that social prob-
lems are being medicalised in PHC, whereas others felt
that PHC was outdated in terms of adapting to changes
in society, given the current complex social problems
that need to be addressed. In addition, the idea that PHC
could no longer be sustained without an integrated social
perspective was also noted.

1 think that primary health care will either be “social” or it will
not be... I mean... nowadays... the problems we have are the
determinants of health, social problems, immigration, and all of

this. And we have to integrate these problems in the health care
provision, because otherwise ...we are lost (FG4).

On the other hand, positive aspects were also identi-
fied. One participant believed that, overall, healthcare
provision at PHC has substantially improved and that
new innovative programmes are emerging, such as social
prescription.

Theme 4: proposals for improving screening of the migrant
population

Key areas for improving the screening of the migrant
populations were highlighted by GPs. These are presented
as five subthemes (table 1).

In the field of training, the participants expressed the
need for more training on cultural competence, and also
continuous training in screening. They also specifically
suggested training one health professional in each health
catchment area in the field of FGM, so they could become
an expert referent for this aspect of health for the rest of
health professionals in her/his centre. Regarding tech-
nical improvements to the ISMiHealth tool, they suggested
adding one indicator (time since arrival in Spain) to the
screening algorithm, and to register follow-ups, especially
for patients with mental health conditions.

GPs also suggested incorporating a variable that
reported travel of migrants to their country of origin,
although disagreements about its usefulness emerged
given the large amount of additional information that
might have to be collected and managed. With respect
to screening, the importance of including nursing profes-
sionals and of improving referrals to specialised units in
International Health was highlighted. Support groups
based at PHCs were proposed, such as psychoeducational
groups, targeting migrants with mental health problems
and other support groups specifically addressing FGM.
In addition, the development of quality-of-care indica-
tors related to screening performance in migrants was
proposed.

DISCUSSION

Our findings suggest that the multidisease screening tool
targeting migrant population that was piloted in four
PHCs in Spain was positively valued by GPs and that it may
help them to individualise the screening decision-making
process based on epidemiological evidence. Qualita-
tive analysis based on GPs’ opinions indicated that the
screening approach was well accepted. In fact, training
on specific migrant health expanded GPs’ knowledge of
migrant health-related topics and the active participation
in the screening intervention improved the sensitivity of
GPs with respect to migrant-related health problems and
highlighted the need for continuous training in these
problems and in culturally competent care. However,
not all migrant health problems can be easily addressed
or evaluated as part of a screening programme in PHC
settings. In this regard, when addressing mental health
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Table 1

Subthemes and quotations of proposals for improving screening the migrant population in PHC

Subthemes Quotations

Cultural competency training

Mourning, for example. We express the death of someone in different ways and each culture

does it differently. And it is also a mental health approach that we face on many occasions, and
we need to understand that every culture has a way of working and dealing with it, do we not?
And ... well, of course, training in how to support mourning is very important so that we can

understand all this too. (FG3)

Training of professionals in
female genital mutilation
(FGT1)

This requires training, huh. Because it is violent for us. | think there should be some training,
that it should be more centralized only in one person who will become an expert on the topic...

Upgrade referral to specialised And updating referrals [to specialized International Health units] again, because ... | personally

units in international health

did not ask for it, but, if there had been one occasion [to make a referral), | would have thought,

let’s see how | will manage to do it. (FG1)

Create quality standard
indicators for screening

... this could also be considered as an indicator of the standards of quality of care.... In this
regard, an immigration section could be created in the system, which could indicate the total

number of migrants and how many of them have been requested to take an HIV test? (FG4)

Group approach in PHC:
psychoeducational groups
for migrants at risk of mental
health problems

PHC, primary healthcare.

and FGM, the screening performance could be evaluated
through a series of quality-of-care indicators.

Among the barriers to the implementation of the
screening programme, some GPs reported the difficulty
of screening during initial visits, due to the lack of trust
in the care doctor—patient relationship and the challenge
of performing follow-up visits in a highly mobile popula-
tion with large numbers lost to follow-up in some migrant
groups. They also remarked the overload of work that
GPs usually experience in primary care as being a barrier,
although this was not related to the introduction of the
ISMiHealth screening tool. The GPs questioned the
utility of screening for migrants who had lived in Spain
for many years. This suggests that more epidemiological
and clinical aspects of these health problems should be
addressed on training sessions, since most of the health
conditions featured in the programme are chronic and
should be addressed irrespective of when the patient first
arrived in the host country.

The ISMiHealth tool has room for improvement and
some approaches have been suggested, such as adding
other indicators (eg, time since arrival in the host
country), establishing organised and efficient referrals to
specialised international health units and improving the
registry of follow-up and outcomes.

There has been a similar initiative in the United
Kingdom that integrates screening for multiple infectious
diseases. A qualitative study confirmed the programme’s
feasibility and acceptance by migrants and healthcare
professionals.” However, as far as we know, our study is
the first to describe the perceptions and attitudes of GPs
concerning the challenges of screening migrant popula-
tions and the role of PHC in such programmes, including
the evaluation of the clinical decision-support system.

...the adjustment disorder often improves more with this kind of support groups, rather than
with the drugs/ pills... Because they get into a dynamic,... First of all, they do not feel lonely,...
they share their problems, they can talk about them ... And indeed, perhaps, this would be a
place for discussion for certain migrant groups that are more vulnerable. (FG4)

With the trend towards increasing migrant populations
in European countries, several guidelines have been put
in place and screening recommended for certain condi-
tions in migrant populations.®? "''° Primary care is the
strategic level of care where these programmes would be
most suitable, but at the same time, it is the most chal-
lenging.” One study addressing knowledge and attitudes
among health professionals recommended interven-
tions to improve professional awareness of migrants who
require specific testing for certain diseases to reduce the
undiagnosed and untreated burden of infections in this
vulnerable population.”” Our study highlighted addi-
tional challenges, such as the lack of knowledge among
staff regarding the testing policy and screening recom-
mendations. This is one specific advantage of our tool
that we have identified in this study. Our tool provides
prompts for infections about whose risks in migrants,
physicians are not sufficiently aware.

Language and cultural barriers in everyday clinical
practice and during the implementation of a screening
programme were highlighted by GPs as additional chal-
lenges when implementing interventions targeting
migrant populations. In this regard, some cultural and
gender barriers of migrant communities (eg, women
from non-Spanish-speaking countries) may prevent
adequate healthcare provision, especially for those
who have newly arrived, because the feasibility of the
screening programme is compromised. In our study, GPs
expressed great concern about the inadequate healthcare
provision in certain groups of migrant women (especially
those from Maghreb, who form a very prevalent migrant
community in the area studied) due to communication
difficulties and different cultural outlooks. However,
they also stated that the trust gained over time with some

6

Gongalves AQ, et al. BMJ Open 2022;12:¢065645. doi:10.1136/bmjopen-2022-065645

"1ybuAdoos Ag paroalold

‘uopuo Jo Ausianiun ‘s,ab1089) 1S e £20z ‘9 Arenuer uo jwod fwa uadolwg//:dny wol) papeojumod ‘220z JaquIBAoN 9T U0 G19590-220z-uadolwa/osTT 0T se paysignd 1siy :uado CINg


http://bmjopen.bmj.com/

women substantially improves the quality of the rela-
tionship, which was highlighted to be key, for example,
to the approach adopted for dealing with FGM. There-
fore, addressing these cultural and gender barriers when
designing the strategy for implementing the screening
tool is essential if certain health aspects, such as FMG and
mental health.

Gender inequalities affect all societies, but the inter-
sectionality of being a woman and a migrant may
represent an even greater disadvantage because some
migrant women experience more socioeconomic disad-
vantage, have fewer opportunities to learn the language
and to connect to the labour market, have a greater
childcare burden and are at greater risk of violence,
all of which are risk factors for mental disorders.”*™*
This must be considered when developing culturally
and gender-sensitive strategies. These aspects have also
been recognised in other qualitative studies targeting
migrant groups™ *' * % and should be addressed in
future studies.

Participants in our study remarked that they faced diffi-
culties when addressing women’s emotional problems
during a consultation due to a lack of training in intercul-
tural competence. On the other hand, different under-
standings of mental health and the perceived stigma may
inhibit patients in this population from seeking care.
The lack of culturally sensitive health services that are
adapted to the family and social environment of patients
can also create barriers to healthcare access.” ™ Unfor-
tunately, mental health problems may not be a priority
for patients and for the health systems, which consider
other social and structural problems to be more relevant.
The cultural awareness of health professionals has previ-
ously been identified as a component of good clinical
practice that needs to be reinforced.* This is even more
important for conditions, such as FGM, that are difficult
to address with some migrant populations.*’ The percep-
tion that some migrant groups understand and express
illnesses in different ways, making the doctor—patient
relationship more difficult, was previously identified in a
study in 14 European countries™ and indicates a lack of
fit with the hegemonic medical model by which the GPs
were trained.*

The heterogeneity in migrant communities may lead to
conflicts in healthcare.*” This is a key aspect for guaran-
teeing culturally competent healthcare services and for
building trust-based relationships with migrant patients.**
This was also noted in our study, in which GPs recognised
how their own prejudices towards the migrant popula-
tion could affect their clinical practice, and likewise, the
feeling that they could stigmatise migrants by offering
screening of certain infections, which were of relevance
only to members of migrant communities. In the study
by Seedat et al, migrant community leaders highlighted
this stigma as being a barrier in their migrant screening
programme.® In another study, the stigma did not have
the expected effect, but rather generated trust in the
health professionals as a result of them, providing a clear

and simple explanation of test results that were a cause
for concern among the migrants.*

Finally, GPs discussed the role of PHC in migrant
healthcare and the urgent need to change to more
holistic type of healthcare provision that takes social
determinants of health into consideration. However, they
commented on the lack of resources in PHC centres for
targeting the reception (health assessment) of migrants
and the social and health needs of migrant populations.
This means that a multidisciplinary approach and good
practice should be developed when addressing migrant
health needs, whereby social needs are taken into consid-
eration to indirectly improve the health of migrant popu-
lations.™ Social prescribing, as note by GPs in our study, is
another way by which gaps in healthcare treatment could
be filled, through connecting migrant populations with
community services run by councils or charities. In addi-
tion to the social connection involved, this approach help
migrant communities to find the resources they need and
to facilitate the pursuit of pathways to change.

To implement this kind of screening programme in
the future, they will have to be adapted in accordance
with GPs’ experiences and views, so that they reinforce a
participatory research approach.*® This could be achieved
by expanding the qualitative study to migrants and other
PHC stakeholders to obtain other relevant opinions. A
policy brief could compile the final recommendations for
PHC improvements. Some of the relevant policy recom-
mendations made so far are: (1) to allocate more human
and economic resources for the holistic care of migrant
populations; (2) to improve continuous training for
health professionals, including aspects such as cultural
competence; (3) to upgrade the clinical guidelines and
(4) to create quality indicators for screening migrant
health problems. In addition, it is important to offer a
service that responds to the needs of the population while
taking care not to stigmatise certain groups on the basis
of their origin or race.*’

The ISMiHealth tool is inexpensive to run. It is esti-
mated to cost around 10 000 €, including its mainte-
nance for 5 years, in one EPR system.” The next steps are
to redesign and validate the screening tool on a larger
scale through a robust trial, including cost and a cost-
effectiveness analysis of the intervention, and to test the
clinical decision-support system further in other EU/EEA
countries that receive large numbers of migrants.

Limitations

The study has some limitations. First, the targeted groups
included only GPs from PHC and no other health profes-
sionals such as nurses or administrative staff. This may
have limited the introduction of other themes during the
discussion. Other limitations include the lack of response
by some health professionals, since the fact that only
more motivated GPs were attending FGs, implies thereby,
that the FG did not fully represent the diversity of GPs
as a whole. In this sense, the gender imbalance of the
participants, with its clear predominance of women, is
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remarkable. Although professional women predominate
in PHCs in Catalonia, it is possible that they are also more
motivated than men to participate voluntarily studies of
this nature.* New strategies should be employed to obtain
the male perspective in qualitative studies. Finally, efforts
should be made to evaluate the perception of members
of migrant communities about the screening programme
that targets them specifically.

CONCLUSIONS

This study demonstrates the acceptance and positive evalu-
ation by GPs of implementing a screening programme for
migrant populations through a clinical decision-support
system implemented at PHC. The tool helps health
professionals to identify health problems in migrants.
GPs highlighted the importance of specific training on in
PHC screening including learning about cultural compe-
tence. Intercultural participatory approaches should be
adopted during implementation to address linguistic and
cultural barriers among migrant communities related to
healthcare access and lack of follow-up. GPs also identi-
fied an urgent need to switch to a model of holistic care
in PHC that considers the social determinants of health,
and that invests in the necessary sources. Further quali-
tative studies that evaluate other views, (of migrants and
other stakeholders), about the screening programme are
warranted.
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