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ABSTRACT

Objective: To investigate practice type and location of native and immigrant general practi-
tioners (GPs); effects of migration status concordance between GPs and patients on experiences
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of patients in key areas of primary care quality and discrimination.

KEYWORDS

Design and setting: Secondary analysis of GP and patient survey data from QUALICOPC
(Quality and Costs of Primary Care), a cross-sectional study of GPs and their patients in 34 coun-
tries, performed between 2011 and 2013.

Main outcome measures: We explored practice type and location of native and immigrant GPs
and the experiences of native patients and patients with a migration background of communication,
continuity, comprehensiveness, accessibility, and discrimination, using multilevel analysis. Concordance
was modelled as a cross-level interaction between migration status of GPs and patients.

Results: Percentages of immigrant GPs varied widely. In Europe, this was highest in England
and Luxemburg (40% of GPs born abroad) and lowest in Bulgaria and Romania (1%). The prac-
tice population of immigrant GPs more often included an above average proportion of people
from ethnic minorities. There were no differences in main effects of patient experiences follow-
ing a visit to an immigrant or native GP, in four core areas of primary care or in discrimination.
However, people from first-generation migrant background more often experienced discrimin-
ation, in particular when visiting a native GP.

Conclusion: Patient experiences did not vary with GPs’ migration status. Although experience of
discrimination was uncommon, first-generation migrant patients experienced more discrimin-
ation. Primary care should provide non-discriminatory care, through GP awareness of uncon-
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scious bias and training to address this.

KEY MESSAGES

e There were large differences in percentage of migrant GPs between countries.

e Migrant GPs’ practices had an above average proportion of people from ethnic minorities.

e In general, patients’ experienced discrimination from GPs and practice staff was low, but first-
generation migrant patients more often experienced discrimination.

e First-generation migrant patients more often experienced discrimination when they visited a

native GP.

Introduction

Global migration has led to increases in doctors and
patients with migration backgrounds [1]. They may
experience difficulties in their host country, including
communication problems, cultural differences, or dis-
crimination. This is the case among both the general
population (for example in their experience of health
care [2] or the labour market [3]) and healthcare pro-
fessionals with a migration background [4].

Through explicit policies, personal decisions or
other processes, immigrant general practitioners (GPs)
often practise in underserved areas. They are more
likely to work in urban areas and serve communities
with greater migration backgrounds [5,6]. Some coun-
tries have policies to attract foreign doctors to under-
served or rural areas (for example in Germany [7] and
the UK [8]), but the urban-rural distribution of immi-

grant GPs is unclear [6]. Our first research question is
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therefore: Where do immigrant GPs practise (practice
location and type of practice)? Do they have more
patients with a migration background?

Physician migration may affect macro level health
system performance positively (e.g. working in under-
served areas) or negatively (e.g. specific skill deficits)
[7]. At the micro level, language and cultural differences
or similarities may affect care quality. Patient experience
of primary care quality varies widely between GPs and
countries, in access, continuity, coordination, and doc-
tor-patient communication [9]. Data from the
QUALICOPC (Quality and Costs of Primary Care) study
showed patients with migration backgrounds, particu-
larly first-generation, experienced poorer quality care
[10]. Discrimination was experienced by primary care
patients in many countries to varying degrees, again,
particularly by first generation migrants [11]. Patient
experiences are based on survey questions that ask for
concrete experiences in the consultation with a GP, for
example ‘The doctor or staff acted negatively to you’,
with the answering options yes or no.

The situation may differ when both GP and patient
are born abroad. GPs and patients sharing sociodemo-
graphic characteristics is termed concordance. Gender
concordance, for example, affects doctor-patient commu-
nication, patient-centredness and treatment effectiveness,
according to a brief overview of the literature in an
empirical paper on gender concordance and antibiotic
prescribing [12]. Ethnic and migration background con-
cordance have shown variable effects. A systematic
review of racial concordance (the term used in the title
of the paper) showed effects on several aspects of doc-
tor-patient communication, such as patient satisfaction
and participatory decision-making, but not communica-
tion quality [13]. No effect of racial/ethnic concordance
(term used in the title of the papers) was found on
uptake of primary care prevention [14] or satisfaction
[15]. Positive effects of immigrant status concordance
(term used in the title) may be due to a different
approach to cultural differences among immigrant GPs
[16]. Hence, concordance effects may occur, when both
patient and GP are from the same country or culture but
also when both have a migration background. We inves-
tigate the latter in this study. Our second question is
therefore: How do patients experience the care they receive
from immigrant GPs? Does migration status (dis)concord-
ance of GPs and patients affect patient experiences?

Material and methods
QUALICOPC study

We report on a secondary analysis of cross-sectional
data from the QUALICOPC study. Data were collected

between 2011 and 2013 from approximately 7,200
GPs and 63,500 patients in 31 European and three
non-European countries. In each country, a sample of
around 220 GPs completed a questionnaire, except for
four smaller countries where this was around 75 GPs.
As far as possible, random samples were drawn. Per
practice, only one GP was asked to participate [17].
The GP questionnaire asked about practice organisa-
tion and context.

Trained fieldworkers invited consecutive patients to
complete a questionnaire about their experiences as
they left the consultation, until nine questionnaires
were collected. Questions were derived from other
validated questionnaires. Details of study design and
questionnaire development can be found else-
where [18,19].

GP and practice characteristics

The main GP variable was whether they were born
abroad. Information on practice location was derived
from a subjective assessment of urbanity. Practice
composition was measured as a subjective assessment
of the proportion of elderly people, people from eth-
nic minorities, and deprived people (above average,
average, below average). Finally, we considered
whether the GPs worked in a shared (group) or single-
handed practice.

Patient experiences and characteristics

Patient experiences were assessed in four areas of pri-
mary care quality: communication, continuity, compre-
hensiveness, and accessibility, using scales [9].
Additionally, the questionnaire asked about experi-
enced discrimination in the past 12months through
three items, combined into a scale: The doctor or staff
acted negatively to you; Other patients were treated
better than you; The doctor or staff showed disrespect
because of your ethnic background. These items were
taken from the Commonwealth Survey [20]. Answering
options were yes, no and don’t know.

Patients were also asked where they and their
mother were born. When patient and mother are born
in the country of residence they were considered
‘native’. When patients are born elsewhere, they were
considered first generation migrants and when the
mother was born elsewhere and the patient born in
the country of residence, s/he was considered a
second-generation migrant [10].

We used the following confounders at patient level:
self-reported health, whether or not patients had a



chronic condition, sex, age, level of education and
household income, because of their known association
with patient experiences.

Data analysis

We performed multilevel analysis to take the nested
character of the data into account, with patients
nested in GPs and GPs in turn nested in countries
[21]. Missing values were excluded listwise. The ana-
lysis corresponds to the two research questions.

For research question one, we estimated the per-
centage of immigrant GPs in separate two-level (GPs
within countries) logistic multilevel models for practice
location, practice composition and practice type, con-
trolled for GP age and sex.

For research question two, patient experiences
were the dependent variables in three-level (patients,
GPs, countries) linear multilevel analyses. Patient
experience scales for the four areas of primary care
have been described elsewhere [9]. The experience of
discrimination scale was built in a four-level (items,
patients, GPs, countries) multilevel model. Reliability
was calculated at patient, GP and country levels [22].

We first estimated a null model (Model 0; only con-
stant and variances). Model 1 includes whether GPs
were born abroad. Model 2 additionally includes the
GPs’ age, sex, and practice location variables. Model 3
additionally includes the patient variables. Finally, in
Model 4, we added the cross-level interaction of GP
and patient migration status.

The experience of discrimination items contained
many ‘don’t knows’ and a very skewed distribution of
responses. We therefore performed two sensitivity
analyses; the first included only GPs with at least one
patient with a migration background among the res-
ponders; the second used the single item with the
highest percentage of patients reporting discrimin-
ation and the lowest number of ‘don’t knows’ (‘The
doctor or staff acted negatively to you’) as the
dependent variable.

Data were analysed using MLwiN, version 2.30.

Results
Practice type and location

Overall, the percentage of immigrant GPs in the coun-
tries studied averaged 12% with large differences
between countries (Figure 1), varying from zero in
Bulgaria to 48% in Australia and 40% in England.

The practice population of immigrant GPs more
often had an above average proportion of minority
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ethnic people (p=.04) compared with native doctors
(Table 1). There were no significant differences in
other aspects of practice location or type.

Relationships with patient experiences

We briefly present analyses of patient experiences,
regarding communication, continuity, comprehensive-
ness, and accessibility (Supplementary Tables S1-5S4).
Experience of discrimination will be discussed in
more detail.

Patient experiences of core dimensions of primary
care were not associated with GPs’ migration status,
except for accessibility in Model 1 (see Supplementary
Table S2) where patients of immigrant GPs experi-
enced lower accessibility. This relationship was non-
significant in the next model, possibly because practi-
ces of immigrant GPs had above average ethnic
minority people who experienced lower accessibility
(see model 2 in Supplementary Table S2). First-gener-
ation migrant patients experienced worse communica-
tion and accessibility and second-generation migrant
patients experienced worse accessibility and compre-
hensiveness of care (see model 3 in Tables S1-5S4). No
interaction terms modelling migration status concord-
ance reached significance.

Overall, few patients reported experiencing discrim-
ination from GP or practice staff (Table 2). ‘Don't
know’ responses were relatively high, especially as to
whether or not they felt other patients were treated
preferentially.

The reliability at GP level of the scale constructed
from these items was 0.61 and at country level 0.55,
which, although low, indicated that combining the
three items provided information about GPs and coun-
tries. The intraclass correlation (ICC) showed that 56%
of total variation was at GP level and a further 11%
was at country level (bottom part of Table S5). At
patient level, the reliability was very low: 0.17. The rea-
son for this may be the relatively small number of
nine patients per GP, further attenuated by ‘don't
know’ and missing responses.

There was no association between discrimination
and whether or not GPs were born abroad (see Table
3). Experienced discrimination was related to other
variables at GP, practice and patient level (see Table
S5). Model 3 (full model without interaction terms)
shows that patients of female GPs and in practices
with higher than average ethnic minority people expe-
rienced more discrimination. Of the patient character-
istics worse self-rated health and having one or more
chronic conditions was related to more experienced
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Figure 1. Percentage of GPs born in another country (Yes) than where they practise (Nountries =34; Ngps =7,182).

discrimination. Higher educational level and middle or
high income was associated with less experienced
discrimination.

First-generation migrants experienced more dis-
crimination, but this was independent of their GP's
migration status (Model 3). Second-generation
migrants did not experience more discrimination than
‘native’ patients. Model 4 shows no change in the
main effects of GPs migrant status and of being
second generation migrant, compared to model 3. For
second-generation migrants, whether they saw a

‘native’ or immigrant GP did not affect their experi-
ence of discrimination. This was different for first-gen-
eration migrants. In model 4, the main effect
disappears and moves to the interaction effect. Hence,
first-generation migrants more often experienced dis-
crimination when they were seen by a ‘native’ GP but
less if they were seen by an immigrant GP.

The two sensitivity analyses (not reported in tables)
do not show a stronger concordance effect and do
otherwise not differ from the main analysis reported
in Table S5. We used the model based on the single


https://doi.org/10.1080/02813432.2022.2069719

Table 1. Practice location and practice type of immigrant GPs
(estimates based on separate 2 level multilevel logistic regres-
sion models for each independent variable, controlling for
age and sex of GPs).

Significant
difference from
overall average

Percentage

Variable immigrant GPs

Urbanisation
(Ncoun(ries =34; NGPS =7,182)

- big (inner) city 8.7% ns
- suburbs 7.4% ns
- (small) towns 8.5% ns
- mixed urban-rural 10.7% ns
- rural 9.4% ns
Elderly in practice population

(Ncountries =34; Nops =7,006)

- below average 8.8% ns
- average 8.1% ns
- above average 7.8% ns

Ethnic minority people in practice population
(Ncoun(ries =34, NGPS :61670)

- below average 7.5% ns
- average 9.1% ns
- above average 11.9% p=0.04
Disadvantaged people in practice population

(Ncountries =34; Naps =6,807)

- below average 6.5% ns
- average 8.1% ns
- above average 9.2% ns
Practice type

(Neountries =337 Ngps =6,968)

- shared accommodation 6.9% ns
- single-handed 8.8% ns

*This information is lacking for Portugal.

item ‘The doctor or staff acted negatively to you’
(which was used in one of the sensitivity analyses) to
transform the interaction term into a percentage. The
percentage experiencing that the doctor or staff acted
negatively is 1.5 percentage points higher in the
model with the interaction term, compared to the
model without the interaction term (Model 3: sum of
intercept + GP born in this country 4 patient first gen-
eration migrant is 2.5%, and Model 4: sum of
intercept + GP born in this country + patient first gen-
eration migrant + interaction (GP born in this country
and first generation migrant) is 4.04%).

Discussion
Summary

Regarding our first research question, proportions of
immigrant GPs varied widely and they served popula-
tions higher in ethnic minority people.

Regarding the second research question, patient
experiences in the core dimensions of primary care
quality were not associated with whether GPs were
native or born abroad. We found less positive experi-
ences among patients with a migration background.
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Few patients experienced discrimination from their GP
or staff, but first-generation migrants were more likely
to, with variation between countries. Our analysis
added the concordance in migration status of GPs and
patients, and on the patient side divided into first-
and second-generation migrants. We did not find con-
cordance effects for the patient experiences in the
core dimensions of primary care quality, but first-gen-
eration migrants more often experienced discrimin-
ation when they were seen by a ‘native’ GP but not
when seen by an immigrant GP. However, although
the interaction effect is significant, the percentage
first-generation migrants who experienced discrimin-
ation when they were seen by a ‘native’ GP, is
still small.

Comparison with existing literature

Higher proportions people from ethnic minorities in
foreign born GPs’ practices confirms previous findings
[5]. We did not find high rates of patient responders
who experienced discrimination from their GP or prac-
tice staff.

A previous analysis of the QUALICOPC data by
Hanssens et al. also reported less positive experiences
among patients with a migration background, but
using partly different outcome indicators [11]. They
also described differences between countries in experi-
enced discrimination by patients. However, they did
not analyse concordance of migration status of GPs
and patients.

Concordance may be the result of the preferences
of patients or of the availability of GPs with different
backgrounds and patients who experienced discrimin-
ation in the past, may have switched to another GP or
practice. The effects of concordance may differ accord-
ing to whether patients were able to follow their pref-
erence and this may be a condition for positive effects
[23]. Discordance may also be a choice for some
patients under certain conditions [24].

The concordance effect with regard to experienced
discrimination is more likely to be due to unconscious
bias rather than explicit discrimination among GPs or
staff. If the latter was the case, we would have also
found this in second generation migrant responders. A
possible explanation is a lack of cultural awareness
skills among GPs and staff when relating to patients
with a different cultural background or language [2].
In contrast there was no concordance effect in experi-
ence of doctor-patient communication, which could
be expected if the explanation lies in skills for relating
to patients with different backgrounds or language
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Table 2. Items measuring patient experiences with discrimination (overall percentages over all countries).

Yes No Don't know Missing

percentage (n) percentage (n) n n
The doctor or staff acted negatively to you 3.5% (2,137) 96.5% (59,515) 1,092 908
Other patients were treated better than you 3.2% (1,567) 96.7% (45,981) 14,907 1,197
The doctor or staff showed disrespect because of your ethnic background 1.1% (641) 98.9% (59,158) 2,193 1,660

[25]. The concordance effect was found in a relatively
small group of GPs and patients, both with a migra-
tion background. Our data from many GPs and
patients made it possible to isolate this effect which
may not be found with smaller samples.

Country characteristics might influence effects of
migration status concordance. Countries with small
migrant populations (including GPs) might show
greater concordance effects, but because of lower
numbers of both GPs and patients with a migration
background, the power to detect a concordance effect
is also reduced. This explains why we chose not to
test three-way interactions, including country charac-
teristics, although such characteristics may be related
to concordance. Concordance effects might also be
related to cultural influences. Keshnet, for example,
found that in a collectivist minority culture (in this
case in lIsrael) fear of confidentiality breaches by a
physician from the same close-knit community may
lead to preference for discordance [24].

The sample of countries contains a number of dif-
ferent primary care models and vary in the strength of
primary care. However, we did not find clues in the lit-
erature to develop hypotheses about the potential
impact of (primary) healthcare systems on the position
of migrant GPs or on the effect of migration status
concordance.

Immigrant GPs may also experience discrimination
[4,26] and this may enhance awareness of discrimin-
ation and cultural sensitivity [16]. While immigrant GPs
often fill gaps in care provision in underserved areas,
their experiences of discrimination or differences in
work culture may affect their job experience [26,27].

Strengths and limitations

The analysis benefits from the large number of coun-
tries, GPs and patients included, linking data from GPs
and patients enabling analysis of migration status con-
cordance. Patient questionnaires were available in the
main minority languages, as applicable in the country.
One limitation is that GPs’ migration status was based
on a single question. We did not ascertain whether
‘native’ GPs were second generation migrants or
where GPs received their medical education.

There is a possibility of selection bias if immigrant
GPs would be less inclined to respond. We had no
data on the number of immigrant GPs in the GP
population by country, but OECD Health Data had the
percentage of foreign trained physicians by country
for 25 countries included in QUALICOPC. There was a
strong correlation (Spearman rank 0.83) between the
percentage of immigrant GPs (from QUALICOPC) and
the percentage of foreign trained physicians (from
OECD). This does not rule out self-selection of immi-
grant GPs in QUALICOPC, but suggests that if present,
it occurs to similar degrees in participating countries.
Self-selection of patients was also possible, both in
terms of participating in the study and in terms of
selecting a GP that fitted their preferences.

The study populations of GPs were representative
with regard to the distribution of age and sex of GPs
in the respective countries [17]. The QUALICOPC study
was conducted mainly in European countries and
mostly among member states of the European Union;
hence, mostly high-income countries. This limits the
generalisability of the results. We do not know
whether the findings, will also be valid in low- and
middle-income countries and outside of Europe.

The measurement of patient experience of discrim-
ination only addressed negative discrimination and
one of the items explicitly addresses disrespect
because of patients’ ethnic background; ethnic major-
ity people may have found it difficult to answer this
question. Few patients reported experiencing discrim-
ination which may underestimate the real situation.
Patients were asked to participate directly after the
consultation by a fieldworker who was most probably
a native of the country and might have been per-
ceived as belonging to the practice. We do not know
whether or not interpreters were involved in the con-
sultations that were included in our study.

Our measurement of concordance was migration
background concordance in a broad sense. We did
not know the country of origin of both GP and patient
(but if we did, the problem of the number of concord-
ant pairs would be bigger). Also, we only explored
concordance in one dimension instead of multiple
dimensions [28].

A further limitation is that the data are by now
somewhat old. Practice type and location of migrant
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Table 3. Multilevel linear regression analysis of patient experiences with discrimination by GP or practice staff (Neountries =32°%
Npractices =5,618; Npatients =45,525). Reduced table, for full Table see S5.

Variable Model 1 Model 2° Model 3¢ Model 4
Fixed part Coefficient (se) Coefficient (se) Coefficient (se) Coefficient (se)
Constant 0.06 (0.01) 0.06 (0.009) 0.06 (0.02) 0.06 (0.02)

GP born in this country (1 =yes) —0.0005 (0.006)
Patients’ migration status (ref = non-migrant)
- first generation migrant
- second generation migrant
Interaction
GP born in this country and first generation migrant

GP born in this country and second generation migrant

(
(

0.001 (0.006) 0.0008 (0.006)
(

(
0.002 (0.006)
( 0.0005 (0.004)

0.009 (0.002)**
0.004 (0.002) 0.006 (0.005)

0.01 (0.005)*
—0.003 (0.006)

*p < 0.05.
*p <.01.

Data for Portugal are missing because of lacking information on practice type; data for Australia are missing because of lacking information on

Eatients’ education.
Model 2 additionally includes GPs’ age, sex, and practice location.
“‘Model 3 additionally includes patient characteristics.

GPs may have changed over time as well as the
experience of discrimination of patients with a migrant
background, as may public attitudes towards and dis-
crimination against immigrants in general. The inflow
of migrants in European countries has increased and
their countries of origin have changed. Attitudes
towards immigration may have changed also under
the influence of increased inflow and (economic)
uncertainties [29]. However, for the effect of migration
status concordance, we think this is less of
a limitation.

Implications for research and practice

This study shows that patient experiences in key areas
of primary care - accessibility, continuity, comprehen-
siveness and coordination - were not affected by
migrant status of GPs. Nevertheless, health workforce
mobility may affect health system performance and
care quality in both country of origin and host coun-
try. Many countries expect GP shortages for years to
come because of retirement and migration. Immigrant
GPs are seen as a solution in some countries, whereas
problems of medical workforce shortage are increased
in countries with outward migration of doctors.

Conclusion

Most research on practice location and practice pat-
terns of immigrant GPs is based on single countries.
This study uses data from 34 (mainly) European coun-
tries. Proportions of immigrant GPs varied widely and
they served populations higher in ethnic minority peo-
ple. Migration background of patients is associated
with their self-reported experiences with the GP con-
sultation. While experiences of discrimination by GPs
or practice staff were uncommon, first-generation
migrant patients experienced more discrimination.

Primary care should provide safe access to non-dis-
criminatory treatment. GPs should be aware of their
own unconscious biases and this should be addressed
during medical and GP training. Migration status (dis)-
concordance merits more research attention in pur-
pose designed studies.
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