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Abstract
Objective: To confront the views of refugee patients and general practitioners in the Netherlands, focusing on medically unexplained physical

symptoms (MUPS).

Methods: The study is based on in depth interviews with refugees from Afghanistan (n = 36) and Somalia (n = 30). Additionally, semi-

structured interviews were conducted with 24 general practitioners. Text fragments concerning the relationship between mental worries and

health or physical ailments were subject of a secondary analysis, the results of which are presented.

Results: Medically unexplained physical symptoms were a key issue for both refugees and GPs. The GPs saw MUPS as a significant part of

the illness presentation by refugee patients. Refugees felt GPs were often prejudiced, too readily using their difficult background as an

explanation for physical symptoms. A ‘general narrative’ circulating in the refugee communities undermines trust. The GPs applied different

strategies in dealing with MUPS presented by their refugee patients. A ‘human interest strategy’ is distinguished from a ‘technical strategy’.

The results are discussed in the wider context of the literature on MUPS and patient satisfaction.

Conclusion: No fundamental difference in paradigms was found between refugees and GPs as to the negative influence worries and bad

experiences can have on health. For a fruitful cooperation to develop, based on trust, GPs need to invest in the relationship with individual

refugees, and avoid actions based on prejudice.

Practice implications: The importance of (a lack of) trust is underestimated in medical practice. Phenomena undermining trust are often out

of sight for practitioners. Critical reflection is needed on the strategies practitioners employ to deal with MUPS.

# 2006 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Mrs. A22: ‘GPs think that we Afghans always have

psychological problems. That we come from a Third World

country where there was war and we have suffered a lot and

therefore we are all mad or psychologically ill. That is not
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true. Of course we have suffered a lot of misery, but this is

another story. A gallstone has nothing to do with a

psychological problem. [. . .] GPs here think that all our

problems are psychological.’

Mrs. A22 is one of the Afghan women we interviewed for

our research on the experiences of Dutch healthcare by

refugees from Afghanistan and Somalia. The refugees in this

study actually are ‘former refugees’: they have got a permit,

they have settled in municipalities spread over the country,

and have been busy building a new life for themselves for

several years.

Since the general practitioner has a central role in Dutch

healthcare and everybody living in the Netherlands is
.
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supposed to be on the list of a GP, we decided also to

interview general practitioners about their experiences

working with refugees from Afghanistan and Somalia,

exploring their perceptions of refugees’ problems and

illness presentation, and the way they were dealing with

these problems. The results of the refugee interviews and

the GP interviews separately are being published elsewhere

[1–3].

Virtually all GPs we interviewed mentioned the

presentation of medically unexplained physical symptoms

(MUPS) as an important part of the illness presentation by

their refugee patients, and many of them acknowledged

meeting difficulties in managing these complaints.

Dr. 18 (referring to the illness presentation of Afghan

refugees): ‘Many backaches and stomach complaints are –

according to me – expressions of psychological problems,

but I cannot put my finger on it. [. . .] They think in different

paradigms, they deal differently with illness, they see

another connection between body and mind, more focused

on the physical complaints.’

It seems both refugee patients and GPs have a problem

here. Since the issue of physical complaints without an

apparent medical explanation emerged as an important

subject from both refugee and GP interviews, we decided to

make it a central focus in our analysis. In this article we

present the results of this analysis. The following questions

will be addressed:
� W
hat are the refugees’ perspectives on health, illness and

mental worries?
� W
hat are their expectations from doctors?
� W
hat are their problems dealing with Dutch doctors?
� W
hat are the GPs’ perspectives on medically unexplained

physical symptoms presented by their refugee patients?
� W
hich strategies do the GPs use to address these

complaints?
� W
hich problems do they encounter while assisting

refugee patients with this type of complaints?
� W
hat can we learn by confronting the refugees’ and GPs’

perspectives with each other?

We shall place our findings in the wider context of

research on MUPS in general practice.

The doctors used different terminologies: ‘somatisation’,

‘psychosomatic complaints’, or ‘stress-related complaints’.

For our own analysis, we shall keep to the designation

‘medically unexplained (physical) symptoms’. The other

terms will frequently appear, however, when quoting others.

Before presenting our study, we shall give a brief outline of

the literature concerning MUPS.

Dealing with MUPS is a frequently occurring challenge

for general practitioners—and not only in relation to refugee

patients. Depending on the source and definition used,

between 15 and 20% of consultations in general practice

concern patients presenting with physical symptoms without
apparent organic disease. Exploring the field of literature on

this subject [4–6], the reader is confronted with different

terminologies used by different practitioners (psychiatry,

general medicine, general practice) and scholars (medicine,

anthropology, psychology). Our search therefore included

the terms ‘somatisation’, ‘somatoform disorders’, and

‘somatic fixation’.

In a review article, Burton [4] gave the following

definitions, which we quote here, because we think they

contribute to semantic clarity:
� M
edically unexplained physical symptoms (MUPS):

physical symptoms for which no clear or consistent

organic pathology can by demonstrated, although organ

dysfunction may be an integral part of the symptoms;
� S
omatisation: the process by which patients with

psychological distress (as measured by psychiatric

diagnostic interview or questionnaire) present physical

symptoms to their doctor;
� S
omatoform disorder: presentation of a specified number

of physical symptoms without organic cause in the

absence of other major psychiatric diagnosis; this

includes DSM-IV somatisation disorder, considered part

of the psychiatric domain [7], requiring presentation of at

least eight out of 40 symptoms and an age of onset before

30 years.

Somatic fixation (not dealt with by Burton) points to the

process going on between the ‘somatising’ patient and the

doctor trying to heal [8,9].

The literature confirms ‘somatisation’ or ‘physical

complaints without diagnosis’ as being an important part

of the illness presentation by refugees in different countries

and situations [10,11]. Hondius and Van Willigen [12]

found a correlation between the number of physical

complaints and a history of physical torture. Lin’s [13]

findings among Asian refugees and immigrants in a US

primary care situation point to an association between

‘somatisation’ and a high social burden in combination

with lack of resources—both material, social, and

personal. Refugees had a higher rate of somatisation than

immigrants.

Coker [14] collected and analysed narratives from over

100 Southern Sudanese refugees living in Cairo and

presenting with physical symptoms at a special clinic.

The refugees told their stories, consistently interweaving

physical sensations with their experiences of exile, loss, and

marginalisation. Coker advocates listening to these narra-

tives as ‘a message about the existential crisis in which their

(the refugees’) community is embroiled.’

Burton [4] concludes his review article saying that ‘‘The

notion that most MUPS are the result of a single process of

somatisation (particularly the somatisation of mental

distress), [. . .] is no longer supported by the evidence.

There is now good evidence that physiology, personality, life

experiences, health cognitions, and interactions with
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healthcare professionals are all important, and any new

paradigm needs to include them.’’

The interaction and communication between doctors

and patients have become central issues in the research on

MUPS. From the comparison of three qualitative studies,

May et al. [15] demonstrated that differences between

doctor and patient about the interpretation of the

presented complaints are an important source for conflict.

General practitioners express frustration and powerless-

ness when dealing with this type of complaint [16].

Negative stereotyping of patients can play a role [17], and

doctors often have wrong ideas about patients’ explana-

tory models [18]. Patients employ their own tactics to

convince the doctor of their point of view [19]. Doctors

with a higher perceived workload, lower job satisfaction,

and a lack of training in communication skills reported

higher numbers of ‘heartsink patients’ in their practices

[20].

Somatisation in general practice was found to be

associated with damaging earlier life events, often unknown

to the general practitioner [21,22]. Mollica [23] advocates

the systematic assessment of the impact of traumatic life

experiences in new primary care patients, especially

refugees.

Management of MUPS has been another focus of

study: what do GPs do and which strategies work?

Kuyvenhoven [24] identified three parameters for quality

of performance by GPs: attention paid to somatic aspects,

patient orientation, and prevention of unnecessary harm,

i.e. superfluous prescriptions and referrals. She was able

to construct profiles of GPs in which more patient

orientation correlated with less risk of unnecessary harm.

Later observational studies have tried to clarify the

dynamics of why GPs order physical interventions.

Ring et al. [25] demonstrated from audio taped consulta-

tions that patients with unexplained physical symptoms

often did not directly request physical interventions—

but the GPs felt pressurised by the style of presentation.

GPs were found to offer little effective explanation

or empathy in consultations with patients presenting

MUPS [26].

Burton [4] found few studies concerning treatment of

MUPS in primary care. Recognising and treating depression

[27] and cognitive behavioural therapy [28] have appeared

to be promising. Blankenstein [29] found reattribution to be

a promising approach. In the refugee and trauma literature,

body-oriented treatments are advocated, but they have

mostly been developed in a mental healthcare setting

[30,31]. The statement in 1997 that ‘effective interventions

are available’ for treating medically unexplained physical

symptoms [32] had apparently not yet become common

knowledge in 2005 [33].

Having outlined the ‘state of the art’ above, we return to

our interview material in order to explore how our results

relate to the state of the art and possibly shed some new light

on it.
2. Methods

2.1. Procedure

Since little research has been done eliciting refugees’

views on the way the healthcare system serves them in

countries of resettlement, we set up an open ended,

explorative study to learn about their frames of reference,

expectations and experiences concerning health and

healthcare. Elements from grounded theory [34,35] were

used in designing the study, during data collection and in the

analytical process.

We held 25 in depth interviews with refugees from

Somalia, involving 30 participants, and 24 with refugees

from Afghanistan, involving 36 participants. The refugees

were approached through refugee initiated community

organisations, volunteers of the Dutch Council for Refugees

and personal networks. In a later stage, some participants

volunteered for an interview, after hearing about the study

from other participants.

The participants lived in different municipalities in the

Netherlands. The interviews lasted between 1.5 and 2 h and

were conducted by the first author (a female, former general

practitioner) with the help of a female Somali or Afghan

assistant researcher interpreting and, where necessary,

explaining issues. At different stages, two Somali women

and three Afghan women were involved as assistant-

researchers. All of them had academic education and were

committed to the subject of the research. One of the Afghan

women was a professional interpreter. All assistant

researchers were fluent in Dutch and in their own language,

had good knowledge of the specific terminology and strong

communication skills. They were also important as ‘cultural

intermediaries’ and assisted in developing a trust-based

relationship with the participants. Eight of the Somali

participants and nine of the Afghan participants were

approached by the assistant researchers and therefore known

to them. Ten Afghan interviews and three Somali interviews

were conducted directly in Dutch by the first author alone.

All interviews were recorded on tape with the consent of the

participants and a verbatim transcription was made.

A topic list was designed with advice from refugee experts,

and used in a flexible way, following the line of thought of

participants. The topic list was adapted during the process of

data collection, adding issues that appeared to be important

during the interviews, such as ‘stories heard from others’.

The first part of the interviews focused on participants’

experiences with healthcare in their country of origin. In the

second part they were asked to speak about their situation

and health in the Netherlands, naturally leading to their

experiences with healthcare. The narratives focused on their

experiences with general practitioners. At the end of the

interview participants were asked to formulate what health

and illness mean to them, what their ideas are about causes

of illness, and they were invited to make their own additions

and recommendations.



C.T. Feldmann et al. / Patient Education and Counseling 65 (2007) 369–380372
In a later stage we interviewed 24 GPs with Somali and/or

Afghan refugee patients in their practice. Twenty-one of

them responded to our letter of invitation, which was sent to

a non-selective sample of 325 Dutch GPs in different (urban

and rural) areas of the country. Three more GP interviews

were realised through personal contacts. The GPs were

therefore not the GPs of the refugees we had interviewed. In

the developmental stage of the research we briefly

considered the possibility of trying to interview refugees

and GPs in pairs. We dropped this idea almost immediately,

because of the expectation, and urgent advice we were given,

that refugees will refuse to give an interview or not speak

freely if they were asked whether their GPs could be

interviewed later.

The GP interviews had a semi-structured character with

open-ended questions. A senior medical student conducted

22 of the interviews, coached by the first author. The first

author carried out three interviews, one of which was a

follow-up interview to clarify specific issues. Twelve of the

GP interviews were conducted by telephone and the other 12

face-to-face, according to the doctor’s preference. The

interviewer took notes during the interviews and elaborated

on them conscientiously immediately afterwards. Three GP

interviews were recorded on tape with the consent of the

doctor and transcribed verbatim.

2.2. Groups of participants

2.2.1. Afghan refugees

Thirty-six Afghan participants took part in 24 interviews

(a husband and wife giving an interview together are counted

as 2 participants); 12 couples, 9 women alone, and 3 men

alone. Their ages ranged between 18 and 66 years, and they

had lived in the Netherlands for between 3 and 13 years. All

participants were Muslims. The level of education of the

participants varied; 12 had completed academic or higher

vocational education, 16 a secondary or lower vocational

education, 7 had received only primary education, and 1

elderly woman was illiterate.

Sixteen participants were unemployed, nine were

employed, four were receiving some sort of training, three

were doing voluntary work, and four were over 60 years of

age. Twenty-three participants had acquired Dutch nation-

ality, 13 had a refugee or humanitarian residence permit.

Seven participants lived in a major city, 18 in a smaller city,

and 11 in a village. Young, unmarried men were under

represented among our participants, as compared to the

Afghan population in the Netherlands [36].

2.2.2. Somali refugees

Thirty Somali participants took part in 25 interviews (a

husband and wife giving an interview together are counted

as 2 participants); 16 women have been interviewed alone or

in the presence of small children, 5 women together with

their husbands, and 4 men alone. Their ages ranged between

24 and 68 years, and they had lived in the Netherlands for
between 6 and 15 years. All participants were Muslims.

Eleven participants had completed academic or higher

vocational education, 13 secondary or lower vocational

education, 5 had received only primary education, and 1

woman was illiterate.

Sixteen participants, mostly women, were busy looking

after their families, five female participants and two male

participants were engaged in paid work, two men were over

60 years of age, one of whom was active in voluntary work,

and one young man was a fulltime student. Apart from two

women, all Somali participants had acquired the Dutch

nationality. Nineteen participants lived in a major city, seven

in a smaller city, and four in a village. Young, unmarried men

were under represented among our participants, as compared

to the Somali population in the Netherlands [36].

2.2.3. General practitioners

Among the 24 participating GPs, 17 were male and seven

were female—a ratio similar to that of practising GPs in the

Netherlands in 2003. The participating group was atypical in

other characteristics: GPs under 40 years of age (36% of GPs

in the Netherlands) were under represented and GPs aged

50+ (19% of GPs in the Netherlands) were over represented.

GPs from strongly urbanised areas were also over

represented, as were GPs working in group practices and

health centres—50% in the participating group, 30% of GPs

in the Netherlands.

Fifteen of the 24 participating GPs worked 4 days or more

in their practices, nine GPs less than 4 days. Except for one,

all GPs were of Dutch origin. Twenty-one GPs had more

than 5 years experience working with Afghan and Somali

refugees, some up to 10 or 15 years. Most participants had

both groups in their practice and three had only one of the

two. The number of Somalis ranged between 3 and 250 per

practice, the number of Afghans between three and 60. The

practices varied widely in their percentage of patients of

non-Dutch origin: from 97% in strongly urban practices to

1% in rural practices.

2.3. Analysis

The first author analysed and coded the transcripts of the

refugee interviews, using the WinMAX software program

[37] to organise the data and facilitate retrieval. The use of

the software programme enhanced the consistency of the

coding process, and facilitated cross-sectional comparison

and the recoding of text fragments. After initial coding and

cross-sectional comparison, a schematic presentation in

short quotes was made of each refugee interview [1,2].

Using this method facilitated analysis along the time axis. In

a process of constant comparative analysis, starting from

some extreme cases, the refugee narratives were analysed.

Personal experiences appeared to be intermingled with

stories about other people’s experiences. In the personal

narratives ‘critical episodes’ could be distinguished,

encounters with healthcare providers that left a positive
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or a negative mark in the participant’s memory [1,2].

Participants also provided explanations for their negative

experiences. The feeling of ‘not having been taken

seriously’ by a healthcare provider was central in negative

critical episodes. Explanations provided were mostly based

on perceived prejudice or lack of interest from the provider’s

part.

The GP interviews were analysed and coded in the same

way. A short profile was written for each doctor, linking

interview results to doctor and practice variables. In an

initial analysis, rough codes were assigned for the doctors’

perceptions of the refugee groups, the problems the refugees

presented to them, the way they dealt with these problems,

and the constraints they met [3].

Dealing with MUPS emerged as one of the central themes

in both the refugee and the GP interviews. In order to explore

this topic further, we performed a secondary analysis of our

interview data, both refugee interviews and GP interviews,

introducing the code ‘body and mind’, which was attached

to all statements concerning this theme. Further content

analysis linking refugee statements to GP statements

revealed agreements, disagreements, and bottlenecks, which

form the body of this article.
3. Results

The perspectives of refugees and general practitioners are

presented successively in the next section, under content

headings derived from the analytical process.

3.1. Perspectives of refugees

3.1.1. General narrative versus personal narratives

The refugee participants frequently interspersed their

personal narrative with stories they had heard from others –

friends or family members – in their respective communities

about experiences with healthcare. Instead of discarding

these ‘second-hand’ stories, we gratefully accepted and

analysed them. In contrast to the variety of the personal

narratives, the ‘second-hand stories’ had an overall negative

content of prejudice, lack of good care for foreigners or

refugees, and professional mistakes (sometimes with severe

consequences). These stories functioned as a sort of shared

backdrop—either contrasting with the personal narrative or

underlining it. We introduced the concept of ‘general

narrative’ for this phenomenon, which was identified in both

the Afghan and Somali refugee communities.

3.1.2. Refugees’ concepts of health and illness

Both Afghan and Somali participants, when asked to

describe what health means to them, used terms like ‘the

most valuable thing a human being can have’ and related it to

physical functioning, as well as social, emotional, and

mental functioning, and autonomy: to be able to think well,

to radiate happiness, to work, to walk around and eat well, to
relate to others, and to be independent. Exceptions were two

young Afghan participants (A13 and A25), who specifically

referred to health as ‘something in the body’ or the absence

of physical impairments.

Illness, on the other hand, was referred to as ‘the worst’

and associated with loss of independence. The terminologies

used by Somali and Afghan participants were strikingly

similar and pointed to a comprehensive concept of health, in

which autonomy was a central characteristic.

3.1.3. Causes of illness—mental worries

We asked all participants what, in their view, are causes of

illness. Both Afghan and Somali participants mentioned a

wide range of possible causes: climate and environment, bad

food or lack of food, the will of God, lifestyle items like

alcohol, drugs, and smoking, lack of hygiene, infections and

‘bad’ sexual contacts, lack of physical exercise, or too much

physical strain. The single most frequently mentioned item,

though, was mental worries or ‘thinking too much’ because

of loneliness, unemployment, war experiences, loss of

family members, being separated from family, or not being

able to support family members in bad situations.

Participants in 21 out of 24 Afghan interviews sponta-

neously mentioned this item, husband and wife agreeing

completely in the interviews with couples.

Mrs. A02: ‘Nerves play a role; the cause of physical

complaints, thousands of complaints, lies in psychological

problems.’ ‘We have a saying,’ her husband adds, ‘that

worries are the mother of many diseases. [. . .] This

expression is part of the culture of our country, a proverb

of our older men, of our ancestors.’

There seems to be a difference between generations. Mr.

and Mrs. A02, quoted here, belonged to the middle-aged

generation and considered the notion of the link between

worries and illness as part of their cultural heritage. Mrs.

A25, who is much younger and arrived in the Netherlands at

the age of 19, said that before leaving her country she was

not aware of the influence of emotional problems on the

body, but she discovered it from her own experience.

Among the Somali participants there was less general

agreement about worries or living in a bad situation as

causes of illness: participants in 15 out of 25 interviews

mentioned it. This still makes ‘worries’ the single most

mentioned cause of illness, also by Somali participants. But

contrary to the Afghan participants, Somali participants saw

this as a new discovery, as part of their experience as exiles.

Mrs. S09: ‘But about the mental problems and illness, that I

learnt here. I never heard that in Somalia. [. . .] [In Somalia] I

have never seen someone who is ill because of stress or fear.

[. . .] Maybe Somalia was an open country. People have their

own family and they have more contact. I think in Somalia

they don’t have stress.’

The comprehensive concept of health was reflected in the

way participants, both of Somali and Afghan origin,
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described their (ill) health in specific situations in the past or

in the present. The present situation, i.e. the perception of

self and others as persons not being able to fully participate

in the new society and therefore unable to re-establish

autonomy, was also described in terms of illness, by both

Somali and Afghan participants:

Mrs. S15: ‘Many refugees from Somalia are what we call

‘outpatients’. Everybody is ill because of the situation,

especially the men. They are sitting at home and they are not

used to sitting at home. [. . .] There is no job for them here.

That makes people ill.’

3.1.4. Personal responsibility—strategies to stay healthy

First and foremost participants felt responsible for their

own health and situation. They were active in their

endeavours to keep themselves healthy and sound. Being

careful in the choice of food, being meticulous with hygiene,

and taking regular physical exercise were mentioned by

almost all of them.

Both Somali and Afghan participants mentioned a range

of strategies to cope with their worries and bad memories:

indulging in activities, praying, doing sports or other

physical activity, listening to music, trying to think

positively, talking with friends or family. Many participants

combined different strategies.

Sharing the burden of worries by talking with family

members or friends was the most frequently mentioned

strategy, both by Afghans (10) and Somalis (17). But it was

also a disputed strategy:

Mrs. A24 (a 29-year-old mother of two): ‘In the beginning I

thought it was good to talk about my experiences. But after

two or three years in the Netherlands I noticed I became

angrier and sadder when I talked about it. All these

memories came back into my mind. Therefore I tried to

forget everything. And each time these memories come

back, I do something to forget. In this way I helped myself a

lot. Four or five years ago, these memories jumped on me

five times a day, nowadays only once a week. [. . .] The

memories have a very bad influence on my life; they catch

my joy of life. I don’t want to live again.’

3.1.5. Expectations from doctors

Recognising that participants view health as a very

valuable entity, closely linked to autonomy, and actively try to

stay healthy, our next question was: what do participants

expect from doctors, especially general practitioners? It is

clear from the interviews that a doctor is primarily expected to

address physical complaints; that is considered to be his

expertise. You do not go to a doctor to discuss your problems:

Mr. A13: ‘I never talked with anybody about my stress and

pain, because I knew that it is part of my life. When you have

left your country, you have to fight the pain and the stress.

[. . .] Keep yourself busy with other things, with other

people, playing football, studying, reading.’
But participants consider it important that a doctor shows

interest in their person and their background.

Mr. A08: ‘I don’t think the doctor can help you to get a job.

His job is the health of the patient. [. . .] But it is important

that the doctor knows something about the background of

the patient. He should know which things influence the

health of the patient, in his country of origin and here.’

Kind words as a welcome are considered very important:

Mrs. A20: ‘When you sit with a doctor and you hear kind

words, that has an influence on your nerves, on your body.

You start feeling better, healthier, than when the doctor is

angry. It is all psychology.’

Anxiety about symptoms is an important motive to visit

the GP, and the first need the participants expressed is the

need to know the cause of the symptom. They expect a

thorough physical examination. Fears related to symptoms

can be very specific:

Mr. A15: ‘Sometimes I get this idea that perhaps when I was

so much under pressure, because of the strokes on my head

(he refers to torture during his stay in prison in Afghanistan),

that perhaps that is the cause of my headaches. [. . .] And

sometimes I think, if no real examination is done, I cannot

have certainty what causes this headache. First there must be

a diagnosis [of] where it comes from. Now I don’t watch TV,

I don’t worry about anything, only about my health, and still

this headache remains the same.’

Several participants expressed the wish to be part of the

discussions with the doctor on how their problem can best be

addressed:

Mr. A16: ‘I would want the doctor to say: You are my client.

We have five minutes to discuss and find a solution together.

Correct and accept each other. That is the right way.’

These expectations don’t seem extraordinary: a positive,

welcoming attitude, recognition and adequate examination

of the physical complaint, resulting in an explanation that

deals with specific fears, and an exchange of views on how to

proceed. Still, a lot of complaints about Dutch GPs are

circulating in both the Afghan and the Somali refugee

communities. So what is going wrong?

3.1.6. Refugees’ problems with doctors

Our analysis of both personal narratives and the ‘general

narrative’ shows that refugees have problems with doctors

who they feel do not take them or their complaints seriously:

there is fear of misjudgement. Stories circulate in both the

Afghan and the Somali communities about physical

symptoms that for a long time were misjudged by doctors

and in the end appeared to be caused by a serious physical

disease.

Mrs. S24: ‘Somali people don’t trust Dutch doctors. [. . .] For

instance, my friend, she died last week in this neighbourhood.
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She had a terrible headache for almost five years. She visited

her GP several times, he sent her to the hospital for a photo.

Nothing was found. Later she went into a coma because she

had a tumour in her head. She died shortly after. And other

Somalis hear that a young woman died like that. How can you

have trust if you hear something like that? Somebody who

lives in Europe and has a headache for five years, then

suddenly dies. Like somebody living in the jungle without a

doctor.’

Participants want to be approached as individuals, not as

representatives of a group. With the understanding that they

have suffered many bad experiences and that these can

influence their present state of health, like Mrs. A22 quoted

at the beginning of this article, they feel doctors focus too

much on this ‘refugee experience’ at the cost of open-

minded attention to what is wrong with the individual

patient:

Mr. S25: ‘What angered me most was his generalising

attitude that blocks everything: this person comes from

Somalia, so he is traumatised.’

Paracetamol has become a metaphor by itself in refugee

narratives. It is not so much the paracetamol as a

medicament that is blamed, but it has become an

unappreciated replacement for serious professional attention

and human recognition.

Tranquillizers, more or less the counterparts of para-

cetamol, also figured in a number of narratives as substitutes

for real professional interest in the patient:

Mrs. A09: ‘After those nine months in the reception centre, I

came to my house. [. . .] It started with headaches and pains

in my neck and shoulders and body. [. . .] During two or three

years I went to see the doctor and I got tranquillizers and

sleeping tablets. And the doctor said: because you are here in

a foreign country and you have gone through a lot of

experiences, these are normal reactions because of the

problems you have had in the past. For two or three years I

got these tablets. [. . .] Until I told the doctor: I don’t want to

take the tablets again. One becomes addicted to them.’

Some participants felt they are too often identified with

their past experiences of war and oppression, and that

attention to their present situation and struggle is lacking:

Mr. A12: ‘[. . .] I want to move forward. [. . .] Maybe I have

experienced a lot of bad things, but I don’t want to talk about

these bad things again. If I go back to these problems that I

left behind, that drives me mad.’

3.2. The general practitioners’ perspective

The GPs we were able to interview probably were more

positively inclined towards refugee patients than the

average Dutch GP: they were prepared to make the extra

investment of giving an interview concerning this relatively

small group in their practice. The general tone of the
interviews was one of interest and commitment, though

sometimes mixed with feelings of insufficiency and

powerlessness. We did not come across statements with a

discriminatory content.

3.2.1. General practitioners on refugee problems

With presentation of medically unexplained physical

symptoms being such a central issue in the experience of the

participating GPs, we focused our analysis on problem

definitions they gave, difficulties they met, and management

strategies they had developed. The GPs connected the

presentation of a wide spectrum of physical complaints to

the situation their refugee patients were living in, and also to

their past experiences:

Dr.14: ‘The Somali’s don’t root well in the Netherlands. [. . .]
Evident physical complaints; besides that, psychosocial and

psychosomatic complaints, like headache, stomach ache, as

a cover on top of the bad situation in which they are. They

feel unhappy. [. . .] Restrained anger about their bad social

situation.’

The doctors made a link to the level of education, not only

for refugee patients, but also for other patients of Dutch and

non-Dutch origin: people with less education more often

present with this type of complaint, according to the

participating GPs.

The supposed ‘difference in paradigms’ has been

mentioned before when quoting Dr.18 in the introduction

of this article. We now proceed to present an overview of

management strategies as they arose from our GP inter-

views.

3.2.2. How doctors deal with refugee problems

From our interview data we can roughly make a division

between 15 doctors who said they invest in the relationship

with their refugee patients, and 9 others who seemed to do

this less. We labelled the two strategies ‘human interest

strategy’ and ‘technical strategy’.

The ‘human interest’ GPs were more often older, had a

longer experience of working with refugees, sometimes

expressed a special interest working with these groups, and

had larger groups of refugee patients in their practice.

The nine GPs following a ‘technical strategy’ spoke

about their refugee patients in a more ‘distant’ way,

stressing cultural differences, ‘strangeness’ of complaints,

lack of education, and differences in thinking about health.

They were more often (but not always) the doctors with

fewer than 10 Somali and/or Afghan refugee patients in

their practice and fewer years of experience working with

them.

Both the ‘human interest strategy’ and the ‘technical

strategy’ can take different varieties. Some components

appeared in both strategies. Ten out of the 24 GPs we

interviewed expressed feelings of powerlessness when

dealing with these types of problems in their refugee

patients.
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3.2.3. Human interest strategy

3.2.3.1. Investing in the relationship. Fifteen doctors who

said they do invest in the relationship with refugee patients,

saw this investment as a necessary basis for dealing with

unexplained physical symptoms.

Dr. 03: ‘Creating trust is an important aspect, to show that

you are interested in the person, not only in the disease; to

show that you want to know something about the context.

Sometimes it is difficult to find time for it in a busy practice,

but I see it is a worthwhile investment. [. . .] For refugees,

where do you come from, how did you get here? [. . .] I ask

about shocking events, specifically why they came to the

Netherlands, whether they have family here and where the

family is. [. . .] You should not do that when they have

already been in the practice for six months. You have to

separate it from the presentation of a problem. [. . .] This is

what I worked out by trial and error.’

The GPs who had the most experience working with

refugees stressed the importance of meeting each refugee

patient as an individual, not as a representative of a group.

Dr. 24: ‘Looking at Afghan and Somali refugees, you always

have to approach people as individuals. You can only go on

‘experience’ to a very limited extent. [. . .] That complicates

matters, but also makes it easy. You can just as well say, I’ll

wait and see who comes in, and whatever his or her story, I

can always listen.’

3.2.3.2. Biopsychosocial approach. Eight GPs stated they

follow a biopsychosocial approach in dealing with the

‘stress-related complaints’ of their refugee patients. These

doctors seemed most satisfied with the approach they had

developed, sometimes in the course of many years. They

also felt their refugee patients were satisfied. Only two of

these GPs expressed feelings of powerlessness.

Dr. 24: ‘I tell people I am a doctor with a biopsychosocial

approach. I look at both physical and psychological causes

and I like to talk openly about that. [. . .] I purposely do it this

way. Because if you talk too much about psychological

aspects, people, not only Somalis, say that there is really

something wrong with me, doctor. [. . .] This feeling, that

physical complaints must have a physical cause, Somalis

certainly have that. But the longer I work as a doctor, the

more I wonder whether this is something specific for other

cultures. [. . .] This biopsychosocial approach does justice to

how people feel. [. . .] There are people who tell me: doctor, I

am very tense these days, many problems . . ..’

3.2.3.3. ‘Fishing’ for the cause. Another strategy we

distinguished is the ‘fishing strategy’. The GP starts fishing

for a psychological cause after somatic causes have been

excluded—in this context the GPs mostly referred to

traumatic experiences in the past. The ‘fishing strategy’,

therefore, is different from the biopsychosocial approach.
Five participating GPs said they follow this strategy: three of

them as part of a ‘human interest strategy’, two of them as

part of a ‘technical strategy’. These doctors did not appear to

be very successful in their efforts; they expressed feelings of

powerlessness more often than doctors who followed a

‘biopsychosocial approach’ right from the beginning.

3.2.4. Technical strategy

3.2.4.1. Keeping to a somatic approach. Four GPs stated

they keep to a somatic approach as much as possible, three of

them had less than 5 years experience in working with

refugees. They connected their preference for this strategy to

either language problems or a supposed inadequate insight

on the part of their refugee patients, and often a combination

of both. Doctors following this strategy seemed to do so as

an alternative to personally investing in the relationship with

their refugee patients. Three of them expressed feelings of

powerlessness in helping refugee patients.

Dr. 04 (referring to refugees in general): ‘The patient often

has difficulty making the translation between physical

complaints and a psychological cause. [. . .] I keep as much

as possible to a somatic approach. The patient interview is

often difficult because of the language barrier, so I request

more diagnostic procedures. Some problems resolve

themselves in the course of time.’

The other ‘technical strategy’ GPs combined the somatic

approach with explaining, fishing, or referrals to a mental

healthcare service or social worker, without really investing

in the relationship themselves.

3.2.5. Elements that occur in both ‘human interest’ and

‘technical’ strategies

3.2.5.1. Explaining. The doctors mainly used language as

an instrument: explaining what the complaint does or does

not mean, but they felt hampered by the language barrier.

Twelve doctors mentioned explaining as their main strategy,

four of them as part of a biopsychosocial approach. They

appreciated education and intelligence in their patients and

associated this with a better insight into illness.

They often encountered resistance to their explanations.

Some doctors attributed this to a lack of insight on the

patient’s part or to different cultural paradigms. Doctors who

invested less in the relationship with their refugee patients

also seemed to invest less in giving explanations.

3.2.5.2. Extra diagnostic procedures. Ten out of 24 doctors

said they refer their refugee patients, or patients of non-

Dutch origin in general, for diagnostic procedures more

often than their Dutch patients. These referrals can be part of

broader strategies and were also mentioned by doctors who

did invest in the relationship with their refugee patients.

Pressure from the patient was most often given as an

argument, but also uncertainty in the doctor’s mind, and the

wish to wind up the consultation:
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Dr. 03: ‘In the beginning I tried to explain in words alone, but

that did not work. I saw them coming back, so I took another

route. [. . .] But I think we are also afraid sometimes that

refugees could have unfamiliar types of diseases. That we

could miss something. . . (mentions tuberculosis and vitamin

D deficiency).’

3.2.5.3. Consultation with or referral to social work or

mental healthcare. Eighteen doctors mentioned consulta-

tion with or referral to social work or (specialised) mental

healthcare, mostly as part of a broader approach. Twelve

‘human interest’ GPs refer to these professionals after

investing in the relationship themselves. Six GPs seemed to

refer without investing themselves, among them the three

doctors with less than 5 years experience working with

refugees. The others did not mention these referrals.
4. Discussion and conclusion

4.1. Discussion

Contrary to our expectations refugees and GPs generally

speaking share the view that worries and bad experiences

can have a negative influence on health. There seems to be a

difference, though, between Afghan participants and Somali

participants. Whereas the concept of worries influencing

health was presented to us as part of Afghan cultural

heritage, Somali participants saw it as part of their exile

experience. Of course at the level of the individual

consultation a difference in ‘explanatory models’ [38]

may exist which, if not clarified, will prevent that ‘mutual

understanding’ [39] is reached. Our design of reflective

interviews with refugees and GPs, not engaged with each

other, does not allow us to say anything about individual

consultations. The phenomenon of doctors not being aware

of their patients’ explanatory models has already been

pointed out by Helman in 1985 [18].

If paradigms do not differ fundamentally between

refugees and GPs as far as the possible relationship

between worries and health is concerned, then where is the

problem?

The refugee participants feel they are too readily being

identified with their traumatic past experiences and present

hardships, at the cost of open-minded attention to their

individual needs at a certain moment. The general narrative

provides a body of evidence that this can lead to professional

mistakes with sometimes-dramatic consequences, and

therefore adds to the feeling in refugee patients that they

have to be ‘on their guard’ when consulting a doctor. The

trust, which is basic to a successful medical consultation, is

not there. Innes et al. [40] described the consultation as a

‘complex, adaptive system’, composed of ‘networks of

agents’. Complex decision-making arises when agreement

and certainty have to be traded for. The general narrative

from the refugee community and earlier personal negative
experiences are typical ‘agents’ in the ‘network’ of refugee

patients that play a role in undermining trust, but which are

unknown to the doctor. They are part of the ‘internal context’

[41] of the refugee patient.

Our refugee participants are very clear that first and

foremost they need serious and unprejudiced attention for

the physical aspects of their problem. If the doctor fails to

acknowledge the physical complaint and to empathise with

the underlying anxiety, explanations will not lead to

accepted reassurance [19,42,43]. Anxiety and uncertainty

related to physical symptoms are generally important

driving forces for consulting a health professional [44,45].

Though doctors are aware of the risk of missing a serious

disease, our interview data creates the impression that they

tend to be more focused on preventing unnecessary harm by

limiting interventions. Recently, Klein [46] analytically

underlined the risk of doctors taking wrong decisions based

on prejudice, stereotype, or overconfidence. Our minds

have the tendency to be more focused on information that

fits our pre-existing expectations rather than on conflicting

information. Klein advises that it can be helpful to make a

habit of seeking the opinion of colleagues.

We distinguished two mutually exclusive main strategies

the GPs were applying: a ‘human interest strategy’ and a

‘technical strategy’.

The GPs employing a ‘technical strategy’ speak in a

rather ‘distant’ way about their refugee patients, emphasis-

ing cultural differences, ‘strangeness’ of complaints, and

differences in paradigms: probably reflecting their difficulty

in ‘connecting’ to these patients. They experience a ‘cultural

distance’ [47]. For them, the refugee patients remain

‘generalised others’ [48]. It seems likely that a technical

strategy, combined only with explanations and/or referrals,

and without investment in the relationship, leads to

dissatisfaction on the part of refugee patients, and often

also on the part of the GP.

The GPs applying the ‘human interest strategy’ seemed

more satisfied with their approach, especially if they

combined it with a systematic biopsychosocial approach.

Satisfaction on the part of the GP implied their belief that the

refugee patients were satisfied. Fairhurst and May [49]

related GPs’ satisfaction with consultations to their

communication and reasoning style. The GPs were more

satisfied with consultations where they felt they had

‘connected’ to the patient, resulting in ‘inductive knowl-

edge’ of patients, rather than ‘deductive knowledge’ based

on mere facts.

There is an interesting and heartening parallel between

what refugees expect from doctors, according to our

interview data, and what we tend to call the ‘best practices’

of the GPs. Interest in the person and her/his background,

showing a welcoming attitude, serious and careful history

taking plus a physical examination, seeking agreement on

possible explanations, and further discussion on the course

to follow figure in both refugees’ expectations and doctors’

best practices. This strategy is in line with recommendations
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in the MUPS literature [4]. Asking about the way refugee

patients deal with their situation and worries may be a useful

addition, and helps to shift the ‘locus of control’ partially

back to the patient [50], creating an atmosphere of joint

responsibility [51].

The literature on MUPS relates requests for diagnostic

interventions to ‘perceived patient pressure’ [25,52]. GPs

often miss cues to start discussing psychosocial issues

[53,54]. Ring et al. [26] concluded that the focus of attention

should be more on a doctor’s tendency to offer somatic

interventions and neglect psychological cues, than on

special characteristics of patients. Our interviews illustrate

that GPs sometimes consciously order diagnostic interven-

tions to wind up the consultation or because they feel unable

to communicate in another way.

The question arises as to how far refugee patients are

different from other patients in general practice. In a review

of studies concerning patient views on quality of care in

general practice, Rees Lewis [45] concludes that nearly all

studies emphasise communication as one of the aspects of a

consultation most indicative of quality in the eyes of the

patient. From his meta-analysis, the following emerge as the

top four items (in order of significance) correlating with

general satisfaction:
� G
P gives enough information
� L
ike GP as a person
� G
P spends enough time on consultation
� G
P has good medical skills

Looking at these items and having listened to our refugee

participants, but also reflecting on the wider MUPS

literature, we can conclude that communication tuned to

the individual patient is of central importance, together with

clinical competence. Safran et al. [55] found in a large

survey among primary care patients that not only satisfac-

tion but also self-reported health improvements correlated

strongly with integration of care, thoroughness of physical

examination, communication, comprehensive knowledge of

patients, and trust. Patients, refugees or otherwise, want and

need professionally competent doctors with good inter-

personal skills.

4.2. Conclusion

Surprisingly, no fundamental difference in paradigms

was found between refugees and GPs as to the negative

influence worries and bad experiences can have on health.

But refugees felt GPs were often prejudiced towards them,

too easily bringing up psychological explanations for their

physical complaints. A ‘general narrative’ circulating in the

refugee communities, with an overall negative content of

prejudice, lack of good care for foreigners or refugees, and

professional mistakes with serious consequences, under-

mines trust. General practitioners were not aware of this

‘internal context’ of their refugee patients. For a fruitful
cooperation to develop, based on trust, GPs need to invest in

the relationship with individual refugees, and avoid

statements or actions based on stereotypes and prejudice.

There is a heartening parallel between refugees’ expecta-

tions and GPs’ best practices.

More qualitative and quantitative research is needed to

assess whether a ‘general narrative’ phenomenon also

exists in other refugee communities, and how widespread

it is.

Systematic introduction and evaluation, first qualita-

tively and later quantitatively, of an introductory con-

sultation with new refugee patients could establish the

value and best elaboration of this extra investment in

general practice.

Direct observation, visual registration and later (quali-

tative) analysis of consultations between general practi-

tioners and refugee patients, combined with eliciting

refugees’ expectations and level of trust before the

consultation, and both the GPs’ and the refugees’ assess-

ments afterwards, can help to raise awareness of possibilities

for improvement in specific practices.

4.3. Practice implications

We feel our findings have the following implications for

practice:
� E
arly investment in the relationship with new refugee

patients may be crucial to establishing a basis of trust

and dealing with unexplained physical symptoms

effectively.
� A
sking (refugee) patients about their situation and the

way they are dealing with it, separate from the complaint

that is being presented, helps to create an atmosphere of

joint responsibility.
� A
 physical complaint always deserves a thorough

physical examination.
� T
he tendency to stereotype refugee patients may be a

serious pitfall for practitioners.
� C
ritical reflection by practitioners is needed on strategies

they employ for dealing with unexplained physical

symptoms.
� P
rofessional errors by medical practitioners have a long

life circulating as part of the ‘general narrative’ in refugee

communities, undermining trust. A more open climate

when dealing with professional mistakes, especially

towards the patients involved and their relatives, may

help to address this phenomenon.
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