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Keywords: Background: Migrants in host countries are at risk for the development of mental health conditions. The two aims
Mental health of the study were to describe routine diagnoses of mental disorders among migrant patients at primary healthcare
Migrant

level and the associated risk factors, and to test the utility of an innovative migrant mental health assessment by
evaluating whether the health professionals followed the recommendations proposed by the clinical decision
support system (CDSS) tool.

Methods: A cross-sectional study was carried out in eight primary care centres (PCCs) in four non-randomly
selected health regions of Catalonia, Spain from March to December 2018. Routine health data and mental
health diagnoses based on the International Classification of Diseases (10th edition), including mental, behav-
ioural and neuro developmental disorders (FO1-F99), symptoms and signs involving emotional state (R45), and
sleep disorders (G47), were extracted from the electronic health records. The proportion of mental health con-
ditions was estimated and logistic regression models were used to assess any possible association with mental
health disorders. The utility of the mental health assessment was assessed with the proportion of questionnaires
performed by health professionals for migrants fulfilling the mental health screening criterion (country of origin
with an active conflict in 2017) and the diagnoses given to the screened patients.
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Results: Of 14,130 migrants that visited any of the PCCs during the study period, 7,358 (52.1 %) were women
with a median age of 38.0 years-old. There were 520/14,130 (3.7 %) migrant patients diagnosed with a mental
disorder, being more frequent among women (342/7,358; 4.7 %, p-value < 0.001), migrants from Latin-America
(177/3,483; 5.1 %, p < 0.001) and those who recently arrived in Spain (170/3,672; 4.6 %, p < 0.001). A lower
proportion of mental disorders were reported in migrants coming from conflicted countries in 2017 (116/3,669,
3.2 %, p = 0.053).

Out of the 547 mental health diagnoses reported in 520 patients, 69/14,130 (0.5 %) were mood disorders, 346/
14,130 (2.5 %) anxiety disorders and 127/14,130 (0.9 %) sleeping disorders. Mood disorders were more com-
mon in migrants from Eastern Europe (25/2,971; 0.8 %, p < 0.001) and anxiety disorders in migrants from Latin-
America (126/3,483; 3.6 %, p < 0.001), while both type of disorders were more often reported in women (p <
0.001).

In the adjusted model, women (aOR: 1.5, [95 % CI 1.2-1.8, p < 0.001]), migrants with more than one visit to the
health center during the study period (aOR: 4.4, [95 %CI 2.8-6.8, p < 0.001]) and who presented an infectious
disease (aOR: 2.1, [95 %CI 1.5-3.1, p < 0.001]) had higher odds of having a mental disorder.

Lastly, out of the 1,840 migrants coming from a conflicted country in 2017 who were attended in centres where
the CDSS tool was implemented, 29 (1.6 %) had a mental health assessment performed and the tool correctly
identified one individual.

Conclusions: Mental health is a condition that may be overlooked in migrants at primary healthcare. Interventions
at this level of care must be reinforced and adapted to the needs and circumstances of migrants to ensure equity

in health services.

Introduction

Migration is a global and increasing phenomenon with 281 million
international migrants in 2020 (Aksoy and Poutvaara, 2019; Interna-
tional Organization for Migration 2022). As of 2020, 15.2 % of the
Spanish population was foreign-born, including 10.6 % born in a
non-European country, largely from Latin America and Eastern Europe
(International Organization for Migration 2022; Instituto Nacional de
Estadistica 2021). Immigration numbers rank Spain among the most
popular destinations for international migrants, being the fourth country
in Europe and the 10th worldwide (The World Bank 2022; McAuliffe and
Triandafyllidou, 2021).

Migrant populations of host countries are at higher risk for the
development of mental health conditions compared with the autoch-
thonous population (Bedaso and Duko, 2022), particularly in people
who have been exposed to war, armed conflict, political instability, and
other types of organized violence (Mesa-Vieira et al., 2022), such as
trafficking (Goldenberg, 2015). Pre-migration trauma does predict
mental disorders, but the post-migration context can be an equally
important determinant of mental health (Hynie, 2018). Accordingly,
post-migration living difficulties were reported to be more strongly
associated with psychological distress than the socio-demographic
characteristics of the individuals (Schick et al., 2016). The risk of
certain mental disorders, such as psychosis, increases among migrants
after their arrival at the host country (Termorshuizen and Selten, 2022),
whereas other mental disorders, such as anxiety and affective disorders,
may be present during pre-departure and transit migration stages
(Hynie, 2018). Conversely, several studies observed that soon after
arriving in their host country, migrants typically demonstrate lower
rates of common mental health problems compared with native-born,
corroborating the “healthy immigrant effect” (Calderdén-Larranaga
et al., 2011; Constant et al., 2018). However, over time, the rate in-
creases and becomes like in native-born populations (Kirmayer et al.,
2011; Kennedy et al., 2015; McDonald and Kennedy, 2004).

General practitioners (GPs) are the healthcare professionals that
most commonly attend migrants with mental health needs. Compared to
the general population, migrants are less likely to seek out care for
mental health conditions (Lu et al., 2020). Each year, approximately
10-20 % of migrants consult a GP for a mental health problem (Aery and
Mckenzie, 2018). Although several studies have estimated the burden of
mental disorders among migrant populations at host countries (Green-
halgh, 2009), to our knowledge no studies have focused on the routine
diagnosis of mental disorders at primary care level among migrants in
Spain. There exist various assessment tools to detect and diagnose

mental disorders. However, these tools are complex, contain an exces-
sive number of questions, and require a significant amount of time to
administer, leading to low participation and completion rates. Addi-
tionally, the results obtained from these tools must be analysed and
interpreted manually by health professionals, which may yield inaccu-
rate diagnoses. Clinical decision support systems (CDSS) have been
implemented in primary care to support practitioners in clinical decision
making (Rgst et al., 2020). Computerized-CDSS can reduce in-
consistencies in the identification, assessment and management of
mental health problems by GPs by guiding them through the consulta-
tion (Horrocks et al., 2018).

We hypothesized that mental health needs among migrants are not
properly addressed at primary care in Spain. Our study aimed i) to
describe the common mental disorders diagnosed on routine basis
among migrants at primary care level in Catalonia, Spain, while
exploring the associated risk factors towards the development of such
conditions and ii) to test the utility of a migrant mental health screening
strategy considering whether the health professionals followed the
screening recommendations supported by the computerized-CDSS.

Methodology
Study design and population

This is a cross-sectional study carried out in eight primary care
centres (PCCs) located in four areas of Catalonia, Spain: Barcelona,
Manresa, Lleida, and Tortosa, from March to December of 2018. All
areas have a high migrant density accounting for 20 % or more of the
total population (Instituto de Estadistica de Catalunya, 2019). This study
was part of a pilot clustered-randomized-controlled trial where an
opportunistic standardized screening program was implemented in
eight PCCs based on an individualized risk assessment for each migrant
(Sequeira-Aymar et al., 2021). As part of the screening strategy, a CDSS
implemented into the electronic health record (EHR) system of four
randomly allocated PCCs sent real-time prompts to health professionals
for the screening of different conditions targeting migrant patients. The
screening program included seven infectious diseases, female genital
mutilation, and a mental health assessment. To evaluate the effective-
ness of the intervention, the four PCCs with the CDSS integrated into the
EHR system were compared to the four centres which followed the
standard of care (Sequeira-Aymar et al., 2021)

The study population included all migrants >15 years-old, who
visited any of the eight PCCs during the intervention period for any
reason and were born in the areas of Eastern Europe (EE), Latin America
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(LA), Northern Africa (NA), Sub-Saharan Africa (SSA), Middle East,
Eastern and Southeast Asia, using convenient sampling methods.
Migrant patients coming from countries of Northern and Southern
Europe, Anglo-Saxon America, and Oceania, categorized under Western
countries due to sociocultural, political, and economic criteria (Shvili,
2021), were excluded from the study (Annex 1).

Study procedures

Firstly, face-to-face training sessions on migrant mental health were
conducted for the healthcare staff, including nurses and GPs at all eight
PCCs of the study (a one-hour session per center). The trainer was a
psychiatrist expert in migrant mental health. The sessions covered
background information on intercultural competence, common mental
disorders in migrants included in the target population, screening and
diagnostic processes, treatment recommendations and care pathway
referral criteria to specialist care.

During the intervention, health professionals from the four inter-
vention centres, received prompts for a mental health screening
assessment. The assessment was recommended to health professionals
for migrant patients coming from countries in conflict in 2017 as re-
ported by the institution Escola Cultura de Paz (2018) (Escola de Cultura
de Pau, 2018). This screening criterion was agreed in a consensus
workshop with experts on migrant mental health and GPs, and has been
published elsewhere (Sequeira-Aymar et al., 2020). When the screening
recommendation was taken into consideration, GPs had to fill in a short
screening questionnaire of seven dichotomous questions which
included: year of arrival in Spain, experience/witnessing episode(s) of
violence during migration trajectory, substance abuse, adjustment dis-
orders, sleeping disorders, difficulty falling sleep, disruptive sleep dis-
orders and insomnia. The questions were based on general clinical
observations at specialized migrant mental health units.

After the screening assessment was completed, it was the re-
sponsibility of the GPs, as part of the standard procedures of each PCC,
to complete the follow-up and refer the patient to a mental health
specialist when required.

Data extraction

Routine health data were retrospectively and pseudo-anonymously
collected from the SIDIAP (Sistema d’Informacié per al Desenvolupa-
ment de la Investigacio en Atenci6-Primaria) database (Recalde et al.,
2022). For the purpose of this study the data collected included mental
health diagnoses based on the International Classification of Diseases
tenth revision (ICD-10). Mental, behavioural and neurodevelopmental
disorders codes (F01-F99), symptoms and signs involving emotional
state (R45), and sleep disorders (G47) were included in the analysis.
Additional information extracted was socio-demographic data (country
of birth, age, and sex), entry and exit date to the PCCs, number of visits
during the intervention period, whether the patient came from an area
in conflict in 2017, a laboratory test or the diagnosis of the seven in-
fectious diseases included in the screening program [human immuno-
deficiency virus (HIV), active tuberculosis, viral hepatitis B and C,
strongyloidiasis, schistosomiasis, Chagas] to assess the comorbidity with
an infectious disease, and the dichotomous variables collected in the
short screening questionnaire on mental health.

For each PCC, we included the health region and the Mortality in
small Spanish areas and Socioeconomic and Environmental Inequalities
(MEDEA) index, a socioeconomic deprivation score estimated in health
settings in Spain (Dominguez-Berjon et al., 2008). It is a useful instru-
ment for the detection of unfavorable socioeconomic characteristics,
related to work, education and housing conditions, in specific areas of
large cities in Spain (Garcia-Gil et al., 2014). This deprivation index is
classified into quintiles, from Medea 1 (low deprivation) to Medea 5
(high deprivation) and it is a numerical continuous variable depending
on the demographic census data. In this sense, there are minimum and
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maximum scores. Duque et al. (Duque et al., 2021) have estimated
MEDEA scores in Spain into five quintiles that range from —2.58 to 4.88
[Medea 1 (low): —2.58/—0.86; Medea 2 (intermediate low):
—0.87/—-0.27; Medea 3 (intermediate): —0.28/—0.21; Medea 4 (inter-
mediate high): 0.22/0.82; Medea 5 (high): 0.83-4.88].

Country of birth was extracted and aggregated into geographical
areas of birth adapting the international classification of GeoSentinel
(Annex 1) (Field et al., 2010). Age was categorized as <18 years (mi-
nors), 18-35 years (early adulthood), 36-55 years (mid adulthood), and
>55 years (late adulthood). Finally, the time registered in the Catalan
health system was categorized based on the European center for Disease
Prevention and Control definition of newly arrived migrants (<5 years)
and long-term residing migrants (>5 years) (European Centre for Dis-
ease Prevention and Control, 2018).

Statistical analysis

The primary outcome measure was the diagnosis of any mental
disorder based on ICD-10 codes registered by GPs in migrant patients at
any of the eight PCCs.

Summary statistics were presented as frequencies for categorical
variables and as means with the standard deviation (SD) for normally
distributed continuous variables or medians with interquartile range
(IQR) for non-normally distributed continuous variables. Associations
were tested with Fisher’s exact or Chi-square tests for categorical vari-
ables. For normally distributed quantitative variables, t-tests, or one-
way analysis of variance (ANOVA) were performed, while for not nor-
mally distributed quantitative variables, Wilcoxon Rank-Sum and
Kruskal-Wallis tests were carried out. Logistic regression models were
used to identify associations between the outcome, presenting a mental
disorder, and the exposure variables, which included socio-demographic
characteristics (area of birth, age and sex), coming from an area with an
active conflict in 2017, variables related to health services (time regis-
tered in the Catalan health service, visits to the PCC, being attended at
the intervention centres (where the CDSS tool was implemented in the
EHR system for the mental health assessment), and the health region
where the PCC is located) and presenting any of the infectious diseases
included in the screening program. Odds ratio (OR), adjusted odds ratio
(aOR) and 95 % confidence interval (CI) were computed.

For the utility of the mental health assessment tool, we assessed the
proportion of questionnaires performed by health professionals,
following the screening prompt made by the CDSS, and the diagnoses
given to the assessed migrant patients.

The significance level was established at the 5 % level and variables
with missing values higher than 10 % were not considered for the
analysis of the study. Stata-IC-16.0 was used as the statistical software
(Stata-16. TX:Stata-Corp).

Ethical considerations

This study was approved by the Ethics committee of Hospital-Clinic,
Barcelona (HCB/2016,/0858) and the Fundacié Institut Universitari per
ala recerca a ]’ Atencié Primaria de Salut Jordi Gol i Gurina (IDIAPJGol)
(4R17/066). The study was reported using the STROBE (Strengthening
the Reporting of Observational studies in Epidemiology) guidelines
(Annex 2).

Results
Socio-demographic characteristics of the study population

The total number of migrants with any record registered in the eight
PCCs was 24,916 and 14,130 (58.4 %) of them attended any of the eight
participating centres at least once from March to December in 2018
(Fig. 1).

Table 1 shows the characteristics of the study population. The
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Migrants coming from
the studied areas of
origin.

n=24,916

Migrants who did not attend
any of the centres during the
study period.

[ n=10,786

Migrants with an active
status during the study
period.*

[ n=14,130

Migrants coming from a non-
conflicted country in 2017.

| n=10,461

Migrants coming from a
conflicted country in
2017.

n=3,669

Fig. 1. Flowchart of the study population
*Study population.

median age was 38.0 (IQR: 30.0-47.0) years old. Half of the migrant
cohort were women (7358/14,130, 52.4 %). Overall, patients came
more frequently from NA (4587,/14,130, 32.5 %) and LA (3483/14,130,
24.7 %) countries (Table 1). Further, 3669/14,130 patients (26.0 %)
came from a country of birth where an active conflict took place in 2017,
with a high proportion of individuals in the PCCs of Barcelona (1022/
2389, 42.8 %). The mean number of visits of all migrants was 4.0 (IQR:
2.0-7.0), meaning that the vast majority visited the PCCs more than one
time (11,937/14,130, 84.5 %). A high proportion of patients were
registered in the Catalan health system for >5years (10,458/14,130,
74.0 %). However, in the health region of Barcelona the vast majority
were, considered newly arrived migrants (registered <5years) (2354/
2389, 98.5 %) (Table 1). According to the MEDEA index, the lowest
socioeconomic deprivation rate was attributed to the PPCs in Manresa
(0.4, SD 0.33) and in Lleida (0.6, SD 0.01).

Mental disorders

There were 520/14,130 (3.7 %) migrants diagnosed with at least one
mental disorder during a routine consultation with a GP (Table 1). In
addition, 36/14,130 (0.3 %) had more than one type of mental health
diagnoses and 34/14,130 (0.2 %) were also diagnosed with one of the

Journal of Migration and Health 8 (2023) 100205

infectious diseases included in the screening program (Table 1).

Overall mental disorders were most frequent among women (342/
7358; 4.7 %, p-value<0.001) and among LAs (177/3483, 5.1 %), fol-
lowed by EEs (139/2971, 4.7 %), NAs (137/4587, 3.0 %), and SSAs (43/
1789, 2.4 %) (p < 0.001) (Table 2). Further, mental disorders were less
frequent in migrants registered in the Catalan health system for >5 years
(350/10,458; 3.4 %, p < 0.001) and among migrants coming from a
country in conflict during 2017 (116/3669; 3.2 %, p = 0.053), of which
67 were long residing and 49 newly arrived migrants.

Type of mental health disorders

During the study period, 547 mental health diagnoses were made
during the intervention period in 520 patients, of which 75.7 % (414/
547) were new diagnoses. Precisely, out of 14,130 patients, 69 (0.5 %)
were diagnosed with mood disorders, 346 (2.5 %) with anxiety disor-
ders, and 127 (0.9 %) with sleeping disorders (Table 3). Being a woman
was associated with the presence of mood disorders (51/7358; 0.7 %, p
< 0.001) and anxiety disorders (240/7358; 3.3 %, p < 0.001). EEs (25/
2971, 0.8 %, p = 0.004) presented mood disorders more often than the
rest of the migrants, while anxiety disorders were most common among
LAs (126/3483; 3.6 %, p < 0.001). Comorbidity with an infectious
disease was associated with anxiety disorders (20/482; 4.2 %, p =
0.014) and sleeping disorders (9/482; 7.1 %, p = 0.030). Moreover, five
cases were diagnosed with other mental health conditions, and these
were also associated with presenting an infection (2/482; 0.4 %, p =
0.011) (Table 3).

Three patients (two who were women) were diagnosed with post-
traumatic stress disorder (PTSD) (F43.1), of which only one recently
arrived from a country in conflict, and two women were diagnosed with
acute stress reaction (F43.0), both of whom were long residents in
Catalonia and originated from non-conflicted countries. 40/14,130 (0.3
%) migrant patients were diagnosed with adjustment disorders (F43.2),
mostly women (29/40, 72.5 %) who have been residing in Catalonia for
>5 years (Annex 4). Of the five cases with other mental health condi-
tions, two were diagnosed with symptoms and signs involving emotional
state (R45) (e.g., nervousness), one with cocaine-related disorders
(F14.0) and two with psychotic disorders (F23.0 and F23.2) (Annex 5).
Annex 4 includes the detailed distribution of specific mental disorders in
the cohort.

Factors associated with mental health disorders

Women presented higher odds (aOR: 1.5, [95 % CI 1.2-1.8, p <
0.001]) of being diagnosed with a mental disorder than men when
adjusting the model for age, sex, area of birth, countries in conflict in
2017, health region, visits during the intervention, time registered in the
Catalan health system, and being diagnosed with an infectious disease
(Table 2). In addition, migrants from SSA (aOR: 0.5, [95 %CI: 0.3-0.71),
NA (aOR: 0.7, [95 %CI 0.5-0.9]), Southern Asia and Middle East (aOR:
0.5, [95 %CI 0.3-0.8]), and Eastern and Southeast Asia (aOR: 0.3, [95 %
CI 0.2-0.7]) were associated with lower odds of being diagnosed with a
mental disorder when compared with migrant patients from EE coun-
tries (p < 0.001) (Table 2).

Mental disorders were most common in the PCCs located in Barce-
lona (114/2389; 4.5 %, p < 0.001) (Table 2), having higher odds of
presenting a mental disorder compared with migrants attended at other
health regions (p = 0.020) when adjusting the model (Table 2). Mental
health disorders were also associated with having visited more than one
time the PCCs during the intervention (500/11,937, 4.2 %; aOR: 4.4,
[95 %CI 2.8-6.8, p < 0.001]) and with having an infection (34/482,7.1
%; aOR: 2.1, [95 %CI 1.5-3.1, p < 0.001]) (Table 2). Furthermore, even
though no associations were found in the adjusted model, migrants
coming from conflicted countries and individuals registered for >5years
in the Catalan health system presented significantly lower odds of
mental disorders compared with migrants coming from non-conflicted
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Table 1
General characteristics of the study population.
Barcelona Lleida Tortosa Manresa Total
n (%) n (%) n (%) n (%) n (%)
Total 2389 5158 3419 3164 14,130

Age (in years)”
Age category

37.0(30.0-46.0)

40.0 (32.0-48.0)  39.0(29.0-47.0)  38.0(29.0-46.0)  38.0(30.0-47.0)

<18 years 54 (2.3) 152 (3.0) 131 (3.8) 114 (3.6) 451 (3.2)
18-35 years 1033 (43.2) 1715 (33.3) 1247 (36.5) 1246 (39.4) 5241 (37.1)
36-55 years 1020 (42.7) 2782 (53.9) 1705 (49.9) 1510 (47.7) 7017 (49.7)
>55 years 282 (11.8) 509 (9.9) 336 (9.8) 294 (9.3) 1421 (10.1)

Sex

Women 1515 (63.4) 2420 (46.9) 1671 (48.9) 1752 (55.4) 7358 (52.1)
Men 874 (36.6) 2738 (53.1) 1748 (51.1) 1412 (44.6) 6772 (47.9)

Area of birth

EE 265 (11.1) 1318 (25.6) 849 (24.8) 539 (17.0) 2971 (21.0)
LA 1399 (58.6) 859 (16.7) 486 (14.2) 739 (23.4) 3483 (24.7)
NA 149 (6.2) 1530 (29.7) 1439 (42.1) 1469 (46.4) 4587 (32.5)
SSA 28 (1.2) 1275 (24.7) 172 (5.0) 314 (9.9) 1789 (12.7)
Southern Asia and Middle East 134 (5.6) 176 (3.4) 473 (13.8) 103 (3.3) 886 (6.3)
Eastern and Southeast Asia 414 (17.3) 0(0.0) 0(0.0) 0 (0.0) 414 (2.9)

Country of birth in conflict in 2017 1022 (42.8) 1411 (27.4) 799 (23.4) 437 (13.8) 3699 (26.0)

Number of visits* 4.0 (2.0-6.0) 4.0 (2.0-8.0) 4.0 (2.0-7.0) 4.0 (2.0-7.0) 4.0 (2.0-7.0)

Visits during the study period

1 visit 417 (17.5) 764 (14.8) 583 (17.1) 429 (13.6) 2193 (15.5)
>1 visit 1972 (82.5) 4394 (85.2) 2836 (82.9) 2735 (86.4) 11,937 (84.5)

Time registered in the system

<5 years 2354 (98.5) 632 (12.3) 290 (8.4) 396 (12.5) 3672 (26.0)
>5 years 35 (1.5) 4526 (87.8) 3129 (91.5) 2678 (87.5) 10,458 (74.0)

MEDEA index** 0.9 (0.12) 0.6 (0.01) 0.9 (0.05) 0.4 (0.33) 0.7 (0.28)

Individuals diagnosed with at least one mental disorder 114 (4.8) 198 (3.8) 85 (2.5) 123 (3.9) 520 (3.7)

Individuals diagnosed >1 mental disorder 9 (0.4) 15 (0.3) 6 (0.2) 6(0.2) 36 (0.3)

Individual diagnosed with at least one ID 121 (5.1) 247 (4.8) 58 (1.7) 56 (1.8) 482 (3.4)

Individuals with a mental disorder and an ID' 7 (0.3) 18 (0.4) 2(0.1) 7 (0.2) 34 (0.2)

Migrants with a questionnaire answered as part of the screening 0 (0.0) 12 (0.2) 0 (0.0) 17 (0.5) 29 (0.2)

strategy

* See Annex 1 for details of the classification of countries in areas of birth: Eastern Europe (EE), Latin-America (LA), Northern Africa (NA), and Sub-Saharan Africa

(SSA); Infectious diseases (ID).

" Infectious diseases included in the study: Human immunodeficiency virus (HIV), Viral hepatitis B and C, Active Tuberculosis, Chagas disease, Strongyloidiasis and

Schistosomiasis.
" Presented in median and IQR.
** Presented in mean and SD.

areas and those registered for <5 years, respectively (Table 2).

Use of the CDSS

Healthcare professionals followed the screening strategy for only 29
of the 1840 (1.6 %) migrants coming from countries in conflict in 2017,
attended at centres with the CDSS implemented; where 12 (41.4 %) of
the questionnaires were addressed by professionals of the health region
of Lleida and the other 17 (58.6 %) by professionals of the region of
Manresa. Only one man of the 29 (3.4 %) migrant patients with an
assessment performed was diagnosed with a mental disorder (Annex 3).

Discussion

We have described a relatively low proportion (3.7 %) of migrant
patients who were diagnosed with a mental disorder on a routine basis at
primary care level. There are several explanations for this low propor-
tion. Migrants are not likely to actively seek care for their mental health
problems (Lu et al., 2020) mainly because of language barriers and
unfamiliarity with the available healthcare services in the host country,
cultural aspects of seeking help for mental health problems and coping
strategies, as well as the stigma attached to mental health (Desa et al.,
2020; Colucci et al., 2014).

Further, those migrants who reach primary care services may face
barriers related to the cultural influences of the presentation and
expression of their mental health symptoms as well as the lack of or
inappropriate use of cultural mediators/interpreters (Kirmayer et al.,
2003; Feldman, 2006). Migrants’ mental health needs are complex and

multifaceted; for example, somatic symptoms can be the presentation of
a mental disorder, which can also be part of the differential diagnosis of
certain infectious diseases to which some migrant population groups are
frequently exposed. This can result in undetected mental health prob-
lems or misdiagnoses of mental health conditions. Health professionals
may be more focused on biomedical care, overlooking psychological
distress, especially when faced with challenging medical conditions such
as infectious diseases or physical ailments (Kroenke and Harris, 2001;
Kroenke, 2003). Further, time limitations during medical visits may
necessitate an almost exclusive focus on physical symptoms for patients
with serious medical illnesses (Kroenke and Unutzer, 2017).

In our study’s migrant population, anxiety disorders were the most
common, followed by mood disorders and sleep disorders. Migrants
usually live under highly distressing situations (unemployment,
discrimination, and social exclusion) and overgoing uncertainties in
their resettlement environments, which may have a negative impact on
their mental health and wellbeing (Feyissa et al., 2022). Mental disor-
ders were most common among women. Migrant women constitute a
highly vulnerable group to mental disorders, especially anxiety and
mood disorders. Particularly, for those migrants in the perinatal period,
high rates of anxiety, prenatal depression (Iliadou et al., 2019) and
postnatal depression (Schmied et al., 2017) have been reported. Women
were also more likely to present PTSD and adjustment disorders, which
may be a consequence of the physical violence experienced during the
migration journey and psychosocial stressors in the host country. Our
clinical results corroborate the findings from another qualitative study
with general professionals, where they described that migrant women
show a higher risk of mental health problems due to their difficulties in
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Table 2

Factors associated with mental health disorders.

Bivariate Simple Firth Adjusted Firth
associations Logistic Logistic Regression
Regression
Total n/ p-value OR (95 %CI) aOR (95 p-value
N (%) %CI)
Total 120/
Age category
<18 years 12/451 0.537 reference reference 0.403
18-35 years 2.7) 1.4 (0.8-2.5) 1.2
36-55 years 191/ 1.5(0.8-2.6) (0.7-2.2)
>55 years 5241 1.3 (0.7-2.4) 1.3
(3.6) (0.7-2.4)
269/ 1.0
7017 (0.5-2.0)
(3.8)
48/1421
(3.4)
Sex
Women 342/ <0.001 1.8 (1.5-2.2) 1.5 <0.001
7358 (1.2-1.8)
“4.7)
Area of birth
EE 139/ <0.001 reference reference <0.001
LA 2971 1.1(0.9-1.4) 1.0
NA “4.7) 0.6 (0.5-0.8)  (0.8-1.3)
SSA 177/ 0.5 (0.4-0.8) 0.7
Southern Asia 3483 0.4 (0.2-0.6)  (0.5-0.9)
and Middle 5.1) 0.4 (0.2-0.8) 0.5
East 137/ (0.3-0.7)
Eastern and 4587 0.5
Southeast Asia (3.0) (0.3-0.8)
43/1789 0.3
2.4 (0.2-0.7)
16/886
(1.8)
8/414
(1.9)
Country of birth 116/ 0.053 0.8(0.7-1.0) 1.0 0.731
in conflict in 3669 (0.8-1.2)
2017 (3.2)
Health region
Barcelona 114/ <0.001 reference reference 0.020
Lleida 2389 0.8(0.6-1.0) 1.0
Tortosa (4.8) 0.5 (0.4-0.7) (0.7-1.5)
Manresa 198/ 0.8 (0.6-1.0) 0.7
5158 (0.5-1.0)
3.8) 1.0
85/3419 (0.7-1.5)
(2.5)
123/
3164
(3.9)
Visits during
the
intervention
period
1 visit 20/2193 <0.001 reference reference <0.001
>1 visit (0.9) 4.7 (3.0-7.4) 4.4
500/ (2.8-6.8)
11,937
(4.2)
Time registered
in the system
<5 years 170/ <0.001 reference reference 0.150
>5 years 3672 0.7 (0.6-0.9) 0.8
(4.6) (0.6-1.1)
350/
10,458
B4
Comorbidity 34/482 <0.001 2.1 (1.4-2.9) 2.1 <0.001
with an ID' (7.1) (1.5-3.1)
Intervention - -
centres
No 304/ 0.392 reference
Yes 7609 0.9 (0.8-1.1)
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Table 2 (continued)

Bivariate Simple Firth Adjusted Firth

associations Logistic Logistic Regression
Regression

Total n/ p-value OR (95 %CI) aOR (95 p-value

N (%) %CI)

(4.0)

305/

8171

3.7)

* Area of birth: Eastern Europe (EE), Latin-America (LA), Northern Africa
(NA), and Sub-Saharan Africa (SSA); Infectious disease (ID).

" Infectious diseases included in the study: Human immunodeficiency virus
(HIV), Viral hepatitis B and C, Active Tuberculosis, Chagas disease, Strongy-
loidiasis and Schistosomiasis.

" p-values were estimated using Chi-square test.

Note: Simple and multiple logistic regressions were conducted to obtain
odds ratio (OR), adjusted odds ratio (aOR) and 95 % CI of factors associated with
mental disorders. The final model was adjusted by age, sex, area of birth, country
of birth in conflict in 2017, health region, visits during the intervention period,
time registered in the system and comorbidity with an ID.

adapting to life in a new country, as a consequence of the migration
process (Gongalves et al., 2022).

In relation to the region of birth, Latin American migrants showed a
higher proportion of mental disorders when compared to migrants from
other regions. This finding may appear contrary to what should be ex-
pected given the notion of cultural congruity (Bhugra and Arya, 2005),
which holds that cultural similarity correlates negatively with psycho-
pathology. Additionally, despite the fact that age was not proved to be
significant in relation with mental diagnosis, further research needs to
be conducted towards this regard. Previous research highlights the
special vulnerability of both accompanied and unaccompanied migrant
minors (<18years) in terms of mental health (Kien et al., 2019).

Interestingly, mental health problems were more frequent among
migrants registered in the primary healthcare centres in Barcelona city.
Social stress is an important factor of mental disorders in cities, mostly
related to social and economic disparities (e.g., income disparities, cost
of living, incidence of crime) and environmental dimensions (e.g., air
pollution, loss of green spaces) (Bhugra et al., 2019). Those who visited
the health facilities more than once during the study period, and those
migrants who were newly registered (<5 years) in the Catalan health-
care system, were more likely to present a mental disorder. Our study
supports previous findings, which suggest that patients with medical
unexplained physical symptoms (MUPS) and somatic representations of
their mental health conditions are frequent visitors of health facilities
(Vermeir et al., 2021). Further, high prevalence of mental disorders has
been previously reported in newly arrived migrants in host countries
(Serre-Delcor et al., 2021; Knights et al., 2022).

Having a concomitant infectious disease was also associated with
mental health disorders, what have been previously reported in partic-
ular for those stigmatizing infections common in migrants such as HIV
(Remien et al., 2019), Tuberculosis (Doherty et al., 2013) or Chagas
diseases (Jackson et al., 2012)). On one side mental disorders are risk
factors for the development of communicable (and non-communicable)
diseases, since mental disorders may increase the transmission risk of
certain infectious diseases (Deaterly et al., 2023; Matodzi et al., 2023).
On the other side, some infectious diseases can increase the risk for
mental disorders or exacerbate existing mental illness. In this regard, the
subsequent comorbidity can complicate diagnosis, quality of care pro-
vided, treatment and adherence, and further affects treatment outcomes
for both conditions (Lopez et al., 2023; Prince et al., 2007).

Towards the improvement of screening and diagnosis for mental
health problems in migrant patients at primary care, we tested a CDSS
tool specific to migrant mental health. At the primary care centres where
the tool was tested (intervention sites), the migrant mental health CDSS
tool had not been proven useful towards the opportunistic screening of
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Table 3

Distribution of total number of diagnostic categories (ICD-10).
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Diagnostic groups

Mood disorders

Anxiety disorders*

Sleeping disorders** Other disorders™**

(ICD-10) (F30-F39) (F40-F48) (F50-F59 and G47)
n/N (%) p-value n/N (%) p-value n/N (%) p-value n/N (%) p-value
Total 69/14,130 (0.5) 346/14,130 (2.5) 127/14,130 (0.9) 5/14,130 (0.04)
Age category
<18 years 1/451 (0.2) 0.591 8/451 (1.8) 0.238 2/451 (0.4) 0.118 1/451 (0.2) 0.208
18-35 years 26/5241 (0.5) 140/5241 (2.7) 36/5241 (0.7) 1/5241 (0.02)
36-55 years 32/7017 (0.5) 172/7017 (2.5) 74/7017 (1.1) 3/7017 (0.04)
>55 years 10/1421 (0.7) 26/1421 (1.8) 15/1421 (1.1) 0/1421 (0.0)
Sex
Women 51/7358 (0.7) <0.001 240/7358 (3.3) <0.001 66/7358 (0.9) 0.981 2/7358 (0.03) 0.461
Men 18/6772 (0.3) 106/6772 (1.6) 61/6772 (0.9) 3/6772 (0.04)
Area of birth
EE 25/2971 (0.8) 0.004 93/2971 (3.1) <0.001 30/2971 (1.0) 0.429 0/2971 (0.0) 0.739
LA 21/3483 (0.6) 126/3483 (3.6) 37/3483 (1.1) 1/3483 (0.03)
NA 18/4587 (0.4) 89/4587 (1.9) 35/4587 (0.8) 3/4587 (0.1)
SSA 4/1789 (0.2) 21/1789 (1.2) 18/1789 (1.0) 1/1789 (0.1)
Southern Asia and Middle East 0/886 (0.0) 11/886 (1.2) 6/886 (0.7) 0/886 (0.0)
Eastern and Southeast Asia 1/414 (0.2) 6/414 (1.5) 1/414 (0.2) 0/414 (0.0)
Health region
Barcelona 19/2389 (0.8) 0.094 84/2389 (3.5) <0.001 18/2389 (0.8) 0.007 0/2389 (0.0) 0.058
Lleida 22/5158 (0.4) 117/5158 (2.3) 64/5158 (1.2) 5/5158 (0.1)
Tortosa 12/3419 (0.4) 59/3419 (1.7) 19/3419 (0.6) 0/3419 (0.0)
Manresa 16/3164 (0.5) 86/3164 (2.7) 26/3164 (0.8) 0/3164 (0.0)
Comorbidity with an ID 5/482 (1.0) 0.086 20/482 (4.2) 0.014 9/482 (7.1) 0.030 2/482 (0.4) 0.011

T Area of birth: Eastern Europe (EE), Latin-America (LA), Northern Africa (NA), and Sub-Saharan Africa (SSA); Infectious disease (ID).
" Infectious diseases included in the study: Human immunodeficiency virus (HIV), Viral hepatitis B and C, Active Tuberculosis, Chagas disease, Strongyloidiasis and

Schistosomiasis.

: Anxiety, dissociative, stress-related, somatoform and other nonpsychotic disorders.

. . . .
Inorganic insomnia and sleep disorders.

" Other disorders include mental and behavioural disorders due to psychoactive substance use (F10-F19), psychotic disorders (F20-F29), symptoms and signs

involving emotional state (R45) and sleep disorder (G47).
p-values were estimated using Fisher’s exact or Chi-square tests.

cases. Only 29 patients were screened; this suggests that mental health
screening questionnaires implemented as part of the routine primary
care visits may not be as feasible as screening for infectious diseases
based on simply ordering laboratory tests (Sequeira-Aymar et al., 2021),
due to the complexity of the questions to be addressed and the lack of
time to address them properly. In addition, only in one screened patient
a mental diagnosis was reported. Therefore, the screening criteria of the
tool, -patients coming from countries in conflict in 2017-, may not be
adequate for the detection of cases with mental health needs for two
main reasons. The personal resilience factors may vary among migrants
(Papadopoulos, 2021). Therefore, migrants’ response to adversity, such
as displacement caused by war and conflict, is not limited to being
traumatized but includes resilience in individual functioning and
adaptation at different levels: individual, family, community and so-
ciocultural (Papadopoulos, 2007). Secondly, the psychological impact of
an armed conflict on an individual may differ depending on whether the
person has been recently arrived from a country of armed conflict or
s/he has been long time away from that context. This may be the reason
why in our study, mental disorders were less frequent among long
residing migrants coming from countries in conflict.

Based on the aforementioned reasons, the criterion for mental health
screening as well as the items of the screening tool need to be revised
considering the interplay of social determinants in mental health. For
the purpose of the study, and both at intervention and control sites, a
one-hour training was provided by a trained consultant psychiatrist
specialized in migrant mental health. Health professionals at primary
healthcare level could greatly benefit from follow-up trainings with a
more comprehensive agenda regarding the mental health screening
assessment of migrants.

Limitations

Our results were limited to the analysis of data retrieved from routine

data collection by health care professionals at primary health care.
Therefore, sociodemographic characteristics of the migrant cohort had
not been collected, other than age, sex, country of birth and time of
registration at the national health system. Variables such as legal status,
socioeconomic features, number of dependents, employment and time of
stay in the country have not been included in the study. No distinction
was thus made between refugees, asylum seekers, or undocumented
migrants. The retrospective routine data collection may have led to
inaccuracies or measurement errors since data were collected on a
routine base without a specific epidemiological methodology. These
data were extracted from the EHR system of the PCCs of the four health
regions that were selected due to their high migration density (>20 %).
Thus, the study findings can only be representative of the migrant
population residing in these regions of Catalonia, Spain. An additional
limitation is that the items of the mental health screening assessment
tool had not been previously validated. Its statistical validation could
have ensured the psychometric properties of the tool, its sensitivity and
specificity dimensions.

We do acknowledge that there is a within-group variation that we are
unable to account for. Migrants are not a homogeneous group (refugees
vs immigrants) and the context (country of birth vs host country), as well
as settings (clinical vs community) in which they are examined, in-
fluences the experience, expression and explanation of their mental
health and psychosocial problems (Carta et al., 2005). Also, migrants
born in the geographical areas of Northern and Southern Europe,
Anglo-Saxon America, and Oceania were excluded from the analysis,
which might have biased our results, because these countries were not
considered in the definition of the target population for the mental
health screening assessment supported by the CDSS.

The study entails some important clinical and policy implications. As
the main point of access to mental health services for migrant patients,
PCCs can play an important role in the early identification and treatment
of mental disorders[18]. In 2008, the World Health Organization (WHO)
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and the World Organization of Family Doctors (WONCA) released a
report to systematically promote the integration of mental health ser-
vices into primary care (Collins, 2016), highlighting that best practices
in screening and intervention services for mental disorders in migrants
need to be sensitive to where individuals and their families are in the
resettlement trajectory. The successful integration of mental health in
primary care is highly dependent on the policy context. Our study has
demonstrated important unmet mental health needs among migrants, as
a result of social inequalities in health. Policy makers are thus informed
on the urgency of improving the access and cultural relevance of mental
healthcare. Strengthening capacity for migrant mental health in primary
care can improve health equity outcomes by providing timely access to
coordinated and integrated mental health care.

Conclusions

The proportion of mental disorders was low among the migrant pa-
tients in our study, suggesting that mental health problems in migrants
constitute a neglected condition resulting in mental health inequities at
primary healthcare. Health policy actions need to consider sex, region of
birth, settlement area at host country and frequency of medical visits as
key factors for the experience, expression and manifestation of mental
health conditions among migrants. Our screening assessment tool was
not successfully applied and the screening criteria should be revised in
order to account for the mental health needs of different migrant sub-
groups in primary care. Addressing the barriers that health professionals
may experience in their clinical decision processes relies on public
health investments that are integral, inclusive, and non-discriminatory.

Data availability
Data available on request.
CRediT authorship contribution statement

Stella Evangelidou: Conceptualization, Methodology, Data cura-
tion, Formal analysis, Writing — original draft, Writing — review &
editing. Angeline Cruz: Conceptualization, Data curation, Formal
analysis, Writing — original draft, Writing — review & editing. Yolanda
Osorio: Funding acquisition, Conceptualization, Writing — review &
editing. Ethel Sequeira-Aymar: Funding acquisition, Conceptualiza-
tion, Project administration, Investigation, Writing — review & editing.
Alessandra Queiroga Goncalves: Conceptualization, Project adminis-
tration, Investigation, Writing — review & editing. Laura Camps-Vila:
Project administration, Investigation, Writing — review & editing. Marta
M. Monclis-Gonzalez: Project administration, Investigation, Writing —
review & editing. Alba Cuxart-Graell: Writing — original draft, Writing
- review & editing. Elisa M. Revuelta-Munoz: Project administration,
Investigation, Writing — review & editing. Niria Busquet-Solé: Project
administration, Investigation, Writing — review & editing. Susana Sar-
riegui-Dominguez: Project administration, Investigation, Writing —
review & editing. Aina Casellas: Methodology, Data curation, Formal
analysis, Writing — review & editing. M. Rosa Dalmau Llorca: Project
administration, Investigation, Writing — review & editing. Carina
Aguilar Martin: Conceptualization, Project administration, Investiga-
tion, Writing — review & editing. Ana Requena-Mendez: Funding
acquisition, Conceptualization, Methodology, Data curation, Formal
analysis, Writing — original draft, Writing — review & editing.

Declaration of Competing Interest
The authors declare that they have no known competing financial

interests or personal relationships that could have appeared to influence
the work reported in this paper.

Journal of Migration and Health 8 (2023) 100205

Acknowledgements

We are grateful to the patients, general practitioners, nurses, and
other staff from the primary care centres who made this study possible in
order to improve migrants’ mental health and the provision of services.

Funding

The work was supported by the Catalonian government [PERIS 2017
SLT002/16/0045]. ISGlobal acknowledges support from the grant
[CEX2018-000806-S] funded by MCIN/AEI/10.13039/501100011033,
and support from the Generalitat de Catalunya through the CERCA
Program. ARM is funded by the Strategic Research Program in Epide-
miology at Karolinska Institutet.

The funders of the study had no role in the study design, data
collection, data analysis, data interpretation nor in the writing of the
manuscript.

Supplementary materials

Supplementary material associated with this article can be found, in
the online version, at doi:10.1016/j.jmh.2023.100205.

References

Aery, A., Mckenzie, K., 2018. Primary care utilization trajectories for immigrants and
refugees in Ontario compared with long- term residents. Wellesley Institute.

Aksoy, C.G., Poutvaara, P., 2019. Refugees’ self-selection into Europe: who migrates
where? ifo Working Papers. Leibniz Institute for Economic Research at the
University of Munich.

Bedaso, A., Duko, B., 2022. Epidemiology of Depression Among Displaced People: A
systematic Review and Meta-Analysis. Psychiatry. Res. 311, 114493. https://doi.
org/10.1016/j.psychres.2022.114493.

Bhugra, D., Arya, P., 2005. Ethnic density, cultural congruity and mental illness in
migrants. Int. Rev. Psychiatry 17 (2), 133-137. https://doi.org/10.1080/
09540260500049984.

Bhugra, D., Castaldelli-Maia, J.M., Torales, J., Ventriglio, A., 2019. Megacities,
migration, and mental health. Lancet Psychiatry 6 (11), 884-885. https://doi.org/
10.1016/52215-0366(19)30294-9.

Calderdn-Larranaga, A., Gimeno-Feliu, L.A., Macipe-Costa, R., Poblador-Plou, B.,
Bordonaba-Bosque, D., Prados-Torres, A., 2011. Primary care utilisation patterns
among an urban immigrant population in the Spanish National Health System. BMC
Public Health 11, 432. https://doi.org/10.1186/1471-2458-11-432.

Carta, M.G., Bernal, M., Hardoy, M.C., Haro-Abad, J.M., 2005. Migration and mental
health in Europe (the state of the mental health in Europe working group: appendix
1). Clin. Pract. Epidemiol. Ment. Health 1 (13). https://doi.org/10.1186/1745-0179-
1-13.

Collins, A.M., 2016. Integrating mental health into primary care. Am. J. Nurs. 116 (12),
68-69. https://doi.org/10.1097/01.NAJ.0000508676.69402.4c.

Colucci E., Szwarc J., Minas H., Paxton G., Guerra C. The utilisation of mental health
services by children and young people from a refugee background: a systematic
literature review. Http://DxDoiOrg/101080,/175428632012713371 2014;7:86-108.
https://doi.org/10.1080/17542863.2012.713371.

Constant, A.F., Garcfa-Munoz, T., Neuman, S., Neuman, T., 2018. A “healthy immigrant
effect” or a “sick immigrant effect”? Selection and policies matter. Eur. J. Health
Econ. 19 (1), 103-121. https://doi.org/10.1007/5s10198-017-0870-1.

Deaterly, C.D., Varma, D.S., Li, Y., Manavalan, P., Cook, R.L., 2023. Mental health,
substance use, and risky sexual behaviors among women living with HIV. J. Nurs.
Scholarsh. 55 (3), 751-760. https://doi.org/10.1111/jnu.12900.

Desa, S., Gebremeskel, A.T., Yaya, S., 2020. Barriers and facilitators to access mental
health services among refugee women in high-income countries: study protocol for a
systematic review. Syst. Rev. 9, 1-6. https://doi.org/10.1186/513643-020-01446-y.

Doherty, A.M., Kelly, J., McDonald, C., O’'Dywer, A.M., Keane, J., Cooney, J, 2013.

A review of the interplay between tuberculosis and mental health. Gen. Hosp.
Psychiatry 35 (4), 398-406. https://doi.org/10.1016/j.genhosppsych.2013.03.018.

Dominguez-Berjon, M.F., Borrell, C., Cano-Serral, G., Esnaola, S., Nolasco, A., Pasarin, M.
L., Ramis, R., et al., 2008. Construccion de un indice de privacion a partir de datos
censales en grandes ciudades espanolas (Proyecto MEDEA). Gac. Sanit. 22 (3),
179-187.

Duque, 1., Dominguez-Berjon, M.F., Cebrecos, A., Prieto-Salceda, M.D., Esnaola, S., Calvo
Sanchez, M., et al., 2021. Deprivation index by enumeration district in Spain, 2011.
Gac. Sanit. 35 (2), 113-122. https://doi.org/10.1016/j.gaceta.2019.10.008.

Escola de Cultura de Pau. Alerta 2018. Informe sobre confli-tos, derechos humanos y
construccion de paz. Barcelona: 2018.

European Centre for Disease Prevention and Control, 2018. Public health guidance on
screening and vaccination for infectious diseases in newly arrived migrants within
the EU/EEA. ECDC, Stockholm.


https://doi.org/10.1016/j.jmh.2023.100205
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0019
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0019
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0001
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0001
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0001
https://doi.org/10.1016/j.psychres.2022.114493
https://doi.org/10.1016/j.psychres.2022.114493
https://doi.org/10.1080/09540260500049984
https://doi.org/10.1080/09540260500049984
https://doi.org/10.1016/S2215-0366(19)30294-9
https://doi.org/10.1016/S2215-0366(19)30294-9
https://doi.org/10.1186/1471-2458-11-432
https://doi.org/10.1186/1745-0179-1-13
https://doi.org/10.1186/1745-0179-1-13
https://doi.org/10.1097/01.NAJ.0000508676.69402.4c
https://doi.org/10.1080/17542863.2012.713371
https://doi.org/10.1007/s10198-017-0870-1
https://doi.org/10.1111/jnu.12900
https://doi.org/10.1186/s13643-020-01446-y
https://doi.org/10.1016/j.genhosppsych.2013.03.018
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0029
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0029
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0029
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0029
https://doi.org/10.1016/j.gaceta.2019.10.008
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0033
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0033
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0033

S. Evangelidou et al.

Feldman, R., 2006. Primary health care for refugees and asylum seekers: a review of the
literature and a framework for services. Public Health 120 (9), 809-816. https://doi.
org/10.1016/j.puhe.2006.05.014.

Feyissa, L.F., Yeop, N., Yoon, M.S., 2022. Post-migration life adversity and mental health
of refugees and asylum seekers: the mediating role of resilience between perceived
discrimination, socio-economic strains, structural strains, and mental health. Behav.
Sci. 12 (7), 208 https://doi.org/10.3390/bs12070208.

Field, V., Gautret, P., Schlagenhauf, P., Burchard, G.D., Caumes, E., Jensenius, M., et al.,
2010. Travel and migration associated infectious diseases morbidity in Europe,
2008. BMC Infect. Dis. 10, 330. https://doi.org/10.1186/1471-2334-10-330.

Garcia-Gil, M., Elorza, J.-M., Banque, M., Comas-Cufi, M., Blanch, J., Ramos, R., et al.,
2014. Linking of primary care records to census data to study the association
between socioeconomic status and cancer incidence in southern Europe: a nation-
wide ecological study. PLoS One 9 (10), e109706. https://doi.org/10.1371/journal.
pone.0109706.

Goldenberg, S.M., 2015. Supporting the mental health of trafficked people. Lancet
Psychiatry 2 (12), 1048-1049. https://doi.org/10.1016/52215-0366(15)00354-5.

Gongalves, A.Q., Sequeira-Aymar, E., Aguilar Martin, C., Dalmau, R.M., Cruz, A.,
Evangelidou, S., et al., 2022. Usefulness and practicality of a multidisease screening
programme targeting migrant patients in primary care in Spain: a qualitative study
of general practitioners. BMJ Open 12 (11), e065645. https://doi.org/10.1136/
bmjopen-2022-065645.

Greenhalgh, T., 2009. WHO/WONCA report - Integrating mental health in primary care:
a global perspective. Lond. J. Prim. Care 2 (1), 81-82. https://doi.org/10.1080/
17571472.2009.11493254.

Horrocks, M., Michail, M., Aubeeluck, A., Wright, N., Morriss, R., 2018. An electronic
clinical decision support system for the assessment and management of suicidality in
primary care: protocol for a mixed-methods study. JMIR Res. Protoc. 7 (12), 1-9.
https://doi.org/10.2196/11135.

Hynie, M., 2018. The social determinants of refugee mental health in the post-migration
context: a critical review. Can. J. Psychiatry 63 (5), 297-303. https://doi.org/
10.1177/0706743717746666.

Iliadou, M., Papadakaki, M., Sioti, E., Giaxi, P., Leontitsi, E., Petelos, E., et al., 2019.
Addressing mental health issues among migrant and refugee pregnant women: a call
for action. Eur. J. Midwifery 3, 9. https://doi.org/10.18332/ejm/108626.

Instituto de Estadistica de Catalunya. El municipio en cifras 2019. https://www.idescat.
cat/emex/?id=081136&lang=es#h701e0 (accessed October 25, 2020).

Instituto Nacional de Estadistica. Poblacion (espanoles/extranjeros) por Pais de
Nacimiento, sexo y ano 2021. https://www.ine.es/jaxi/Datos.htm?path

/t20/e245/p08/10/&file=01006.px#!tabs-tabla (accessed June 22, 2022).

International Organization for Migration. World Migration Report 2020 | IOM
Publications Platform. 2022 2022.

Jackson, Y., Castillo, S., Hammond, P., Besson, M., Brawand-Bron, A., Urzola, D., et al.,
2012. Metabolic, mental health, behavioural and socioeconomic characteristics of
migrants with Chagas disease in a non-endemic country. Trop. Med. Int. Health 17
(5), 595-603. https://doi.org/10.1111/j.1365-3156.2012.02965.x.

Kennedy, S., Kidd, M.P., McDonald, J.T., Biddle, N., 2015. The healthy immigrant effect:
patterns and evidence from four countries. J. Int. Migr. Integr. 16, 317-332. https://
doi.org/10.1007/5s12134-014-0340-x.

Kien, C., Sommer, L., Faustmann, A., Gibson, L., Schneider, M., Krczal, E., et al., 2019.
Prevalence of mental disorders in young refugees and asylum seekers in European
Countries: a systematic review. Eur. Child Adolesc. Psychiatry 28 (10), 1295-1310.
https://doi.org/10.1007/s00787-018-1215-z.

Kirmayer, L.J., Groleau, D., Guzder, J., Blake, C., Jarvis, E, 2003. Cultural consultation: a
model of mental health service for multicultural societies. Can. J. Psychiatry 48,
145-153.

Kirmayer, LJ, Narasiah, L, Munoz, M, Rashid, M, Ryder, AG, Guzder, J, Hassan, G,
Rousseau, C, Pottie, K, Canadian Collaboration for Immigrant and Refugee Health
(CCIRH), 2011. Common mental health problems in immigrants and refugees:
general approach in primary care. CMAJ 183 (12), E959-E967. https://doi.org/
10.1503/cma;j.090292.

Knights, F., Munir, S., Ahmed, H., Hargreaves, S., 2022. Initial health assessments for
newly arrived migrants, refugees, and asylum seekers. BMJ 377, e068821. https://
doi.org/10.1136/bmj-2021-068821.

Kroenke, K., Harris, L., 2001. Symptoms research: a fertile field. Ann. Intern. Med. 134 (9
Pt 2), 801-802. https://doi.org/10.7326/0003-4819-134-9_Part_2-200105011-
00001.

Kroenke, K., Unutzer, J., 2017. Closing the false divide: sustainable approaches to
integrating mental health services into primary care. J. Gen. Intern. Med. 32 (4),
404-410. https://doi.org/10.1007/511606-016-3967-9.

Kroenke, K., 2003. Patients presenting with somatic complaints: epidemiology,
psychiatric co-morbidity and management. Int. J. Methods Psychiatr. Res. 12 (1),
34-43. https://doi.org/10.1002/mpr.140.

Journal of Migration and Health 8 (2023) 100205

Lépez, C.M., Goodrum, N.M., Brown, T.P., O’Brien, A., Davies, F., Moreland, A, 2023.
The REACH (Resiliency, Engagement, and Accessibility for Comorbid HIV/PTSD/
SUD populations) protocol: using a universal screener to improve mental health and
enhance HIV care outcomes. J. Behav. Health Serv. Res. 50 (4), 452-467. https://
doi.org/10.1007/s11414-023-09850-7.

Lu, J., Jamani, S., Benjamen, J., Agbata, E., Magwood, O., Pottie, K., 2020. Global mental
health and services for migrants in primary care settings in high-income countries: a
scoping review. Int. J. Environ. Res. Public Health 17 (22), 1-28. https://doi.org/
10.3390/ijerph17228627.

Matodzi, H.J., Lowton, K., Miseer, P., 2023. Assessing HIV transmission knowledge in
psychiatric patients in Johannesburg, South Africa. S. Afr. J. Psychiatry 29, 2040.
https://doi.org/10.4102/sajpsychiatry.v29i0.2040.

McAuliffe, M., Triandafyllidou, A. (Eds.), 2021. World Migration Report 2022.
International Organization for Migration (IOM), Geneva.

McDonald, J.T., Kennedy, S., 2004. Insights into the ‘healthy immigrant effect’: health
status and health service use of immigrants to Canada. Soc. Sci. Med. 59 (8),
1613-1627. https://doi.org/10.1016/j.socscimed.2004.02.004.

Mesa-Vieira, C., Haas, A.D., Buitrago-Garcia, D., Roa-Diaz, Z.M., Minder, B., Gamba, M.,
et al., 2022. Mental health of migrants with pre-migration exposure to armed
conflict: a systematic review and meta-analysis. Lancet Public Health 7 (5),
e469-e481. https://doi.org/10.1016/52468-2667(22)00061-5.

Papadopoulos, R.K., 2007. Refugees, trauma and adversity-activated development. Eur.
J. Psychother. Couns. 9 (3), 301-312. https://doi.org/10.1080/
13642530701496930.

Papadopoulos, R., 2021. Involuntary dislocation: home, trauma, resilience, and
adversity-activated development. Routledge, London.

Prince, M., Patel, V., Saxena, S., Maj, M., Maselko, J., Phillips, M.R., et al., 2007. No
health without mental health. Lancet 370 (9590), 859-877. https://doi.org/
10.1016/50140-6736(07)61238-0.

Rgst, T.B., Clausen, C., Nytrg, O., Koposov, R., Leventhal, B., Westbye, O.S., et al., 2020.
Local, early, and precise: designing a clinical decision support system for child and
adolescent mental health services. Front. Psychiatry 11, 1-7. https://doi.org/
10.3389/fpsyt.2020.564205.

Recalde, M., Rodriguez, C., Burn, E., Far, M., Garcia, D., Carrere-Molina, J., et al., 2022.
Data resource profile: the information system for research in primary care (SIDIAP).
Int. J. Epidemiol. 51 (6), e324-e336. https://doi.org/10.1093/ije/dyac068.

Remien, R.H., Stirratt, M.J., Nguyen, N., Robbins, R.N., Pala, A.N., Mellins, C.A., 2019.
Mental health and HIV/AIDS: the need for an integrated response. AIDS 33 (9),
1411-1420. https://doi.org/10.1097/QAD.0000000000002227.

Schick, M., Zumwald, A., Knopfli, B., Nickerson, A., Bryant, R.A., Schnyder, U., et al.,
2016. Challenging future, challenging past: the relationship of social integration and
psychological impairment in traumatized refugees. Eur. J. Psychotraumatol. 7,
28057. https://doi.org/10.3402/ejpt.v7.28057.

Schmied, V., Black, E., Naidoo, N., Dahlen, H.G., Liamputtong, P, 2017. Migrant
women’s experiences, meanings and ways of dealing with postnatal depression: a
meta-ethnographic study. PLoS One 12 (3), e0172385. https://doi.org/10.1371/
journal.pone.0172385.

Sequeira-Aymar, E., diLollo, X., Osorio-Lopez, Y., Gongalves, A.Q., Subira, C., Requena-
Méndez, A., 2020. Recommendations for the screening for infectious diseases,
mental health, and female genital mutilation in immigrant patients seen in Primary
Care. Aten. Primaria 52 (3), 193-205. https://doi.org/10.1016/j.
aprim.2019.02.005.

Sequeira-Aymar, E., Cruz, A., Serra-Burriel, M., di Lollo, X., Queiroga Gongalves, A.,
Camps-Vila, L., et al., 2021. Improving the detection of infectious diseases in at-risk
migrants with an innovative integrated multi-infection screening digital decision
support tool (IS-MiHealth). J. Travel Med. 29 (7), taab100 https://doi.org/10.1093/
jtm/taab100/6316245.

Serre-Delcor, N., Oliveira, I., Moreno, R., Trevino, B., Hajdok, E., Esteban, E., et al., 2021.
A cross-sectional survey on professionals to assess health needs of newly arrived
migrants in Spain. Front. Public Health 9,, 667251. https://doi.org/10.3389/
fpubh.2021.667251.

Shvili J. The Western World - WorldAtlas 2021. https://www.worldatlas.com/articles/l
ist-of-western-countries.html (accessed February 14, 2023).

Termorshuizen, F., Selten, J.P., 2022. Risk of psychosis among migrants to the
Netherlands by time since arrival. Psychol. Med. 53 (10), 4395-4404. https://doi.
org/10.1017/50033291722001192.

The World Bank. Glossary | DataBank. The World Bank Group 2022. https://databank.
worldbank.org/metadataglossary/jobs/series/SM.POP.TOTL.ZS (accessed
September 28, 2022).

Vermeir, P., Mariman, A., Lucza, L., Sallay, V., Weiland, A., Stegers-Jager, K.M., et al.,
2021. Epidemiology and organisation of care in medically unexplained symptoms: a
systematic review with a focus on cultural diversity and migrants. Int. J. Clin. Pract.
75 (12), 14855 https://doi.org/10.1111/ijcp.14855.


https://doi.org/10.1016/j.puhe.2006.05.014
https://doi.org/10.1016/j.puhe.2006.05.014
https://doi.org/10.3390/bs12070208
https://doi.org/10.1186/1471-2334-10-330
https://doi.org/10.1371/journal.pone.0109706
https://doi.org/10.1371/journal.pone.0109706
https://doi.org/10.1016/S2215-0366(15)00354-5
https://doi.org/10.1136/bmjopen-2022-065645
https://doi.org/10.1136/bmjopen-2022-065645
https://doi.org/10.1080/17571472.2009.11493254
https://doi.org/10.1080/17571472.2009.11493254
https://doi.org/10.2196/11135
https://doi.org/10.1177/0706743717746666
https://doi.org/10.1177/0706743717746666
https://doi.org/10.18332/ejm/108626
https://www.idescat.cat/emex/?id=081136&tnqh_x0026;lang=es#h701e0
https://www.idescat.cat/emex/?id=081136&tnqh_x0026;lang=es#h701e0
https://www.ine.es/jaxi/Datos.htm?path=/t20/e245/p08/l0/&tnqh_x0026;file=01006.px#!tabs-tabla
https://www.ine.es/jaxi/Datos.htm?path=/t20/e245/p08/l0/&tnqh_x0026;file=01006.px#!tabs-tabla
https://doi.org/10.1111/j.1365-3156.2012.02965.x
https://doi.org/10.1007/s12134-014-0340-x
https://doi.org/10.1007/s12134-014-0340-x
https://doi.org/10.1007/s00787-018-1215-z
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0036
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0036
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0036
https://doi.org/10.1503/cmaj.090292
https://doi.org/10.1503/cmaj.090292
https://doi.org/10.1136/bmj-2021-068821
https://doi.org/10.1136/bmj-2021-068821
https://doi.org/10.7326/0003-4819-134-9_Part_2-200105011-00001
https://doi.org/10.7326/0003-4819-134-9_Part_2-200105011-00001
https://doi.org/10.1007/S11606-016-3967-9
https://doi.org/10.1002/mpr.140
https://doi.org/10.1007/s11414-023-09850-7
https://doi.org/10.1007/s11414-023-09850-7
https://doi.org/10.3390/ijerph17228627
https://doi.org/10.3390/ijerph17228627
https://doi.org/10.4102/sajpsychiatry.v29i0.2040
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0005
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0005
https://doi.org/10.1016/j.socscimed.2004.02.004
https://doi.org/10.1016/S2468-2667(22)00061-5
https://doi.org/10.1080/13642530701496930
https://doi.org/10.1080/13642530701496930
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0058
http://refhub.elsevier.com/S2666-6235(23)00055-7/sbref0058
https://doi.org/10.1016/S0140-6736(07)61238-0
https://doi.org/10.1016/S0140-6736(07)61238-0
https://doi.org/10.3389/fpsyt.2020.564205
https://doi.org/10.3389/fpsyt.2020.564205
https://doi.org/10.1093/ije/dyac068
https://doi.org/10.1097/QAD.0000000000002227
https://doi.org/10.3402/ejpt.v7.28057
https://doi.org/10.1371/journal.pone.0172385
https://doi.org/10.1371/journal.pone.0172385
https://doi.org/10.1016/j.aprim.2019.02.005
https://doi.org/10.1016/j.aprim.2019.02.005
https://doi.org/10.1093/jtm/taab100/6316245
https://doi.org/10.1093/jtm/taab100/6316245
https://doi.org/10.3389/fpubh.2021.667251
https://doi.org/10.3389/fpubh.2021.667251
https://www.worldatlas.com/articles/list-of-western-countries.html
https://www.worldatlas.com/articles/list-of-western-countries.html
https://doi.org/10.1017/S0033291722001192
https://doi.org/10.1017/S0033291722001192
https://databank.worldbank.org/metadataglossary/jobs/series/SM.POP.TOTL.ZS
https://databank.worldbank.org/metadataglossary/jobs/series/SM.POP.TOTL.ZS
https://doi.org/10.1111/ijcp.14855

	Screening and routine diagnosis of mental disorders among migrants in primary care: A cross-sectional study
	Introduction
	Methodology
	Study design and population
	Study procedures
	Data extraction
	Statistical analysis
	Ethical considerations

	Results
	Socio-demographic characteristics of the study population
	Mental disorders
	Type of mental health disorders
	Factors associated with mental health disorders
	Use of the CDSS

	Discussion
	Limitations

	Conclusions
	Data availability
	CRediT authorship contribution statement
	Declaration of Competing Interest
	Acknowledgements
	Funding
	Supplementary materials
	References


