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Effectiveness of a cultural competence training on the dropout and no-show

Abstract
Objective: In this study we explore the effects of a cultural competence training for
therapists on the dropout and no-show rates among Turkish and Moroccan migrants
with depressive and anxiety disorders.
Methods/Design: A randomized clinical trial was performed. Participants were 220
Moroccan and Turkish adult patients who were referred to an outpatient clinic for
depressive and anxiety disorders. They were randomly assigned to mental health
workers who were trained in a cultural module and to those who were not. The
primary and secondary outcome measures were dropout and no-show rates over a
6-month period after the intake session. Several possible determinants of outcome
were explored.
Results: There were no significant differences in dropout rates (21% versus 12%) and
no-show mean between the intervention and control group. Language problems
predicted a significantly lower dropout rate in both conditions.
Conclusions: Training in cultural competence did not reduce the dropout and
no-show rates. Possibly there was no difference between the conditions because
the therapists in the usual care condition were also competent in motivating and
treating migrant patients. Implications for future research are to analyze possible
determinants of dropout and obtain more insight in the reasons of dropout.
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Background
Ethnic minorities in western countries run a higher risk for developing anxiety and
depressive disorders than indigenous persons (Breslau et al., 2011; de Wit et al., 2008;
Missinne et al., 2012; Weich et al., 2004). Their mental health needs are a major priority but
there is evidence of less favourable outcomes of treatment in these patient groups(Chen
et al., 2010; Lagomasino et al., 2011; Schraufnagel et al., 2006). There are several reasons
why there may be more barriers in the pathways to specialized treatment for ethnic
minorities (Bhui et al., 2003; Mills, 2012). In the Netherlands two of the largest nonwestern ethnic minority populations are people with a Turkish and Moroccan ethnic
background, who mostly live in urban areas. Several studies have been conducted to
explore the mental health needs and health care use of these groups: It has been found
that anxiety and depression are more prevalent compared to ethnic Dutch people (de
Graaf et al., 2011; de Wit et al., 2008; van der Wurff et al., 2004). Help-seeking pathways
and behaviour (for example preference for help from family, general practitioner or
traditional healer) among Mediterranean migrants seemed to be relatively similar
to those of the ethnic-Dutch (Knipscheer et al., 2005). The migrant groups were also
well presented in general practice and the quality of care in primary care seemed
comparable to that of the ethnic Dutch population (Fassaert et al., 2009a; Fassaert et
al., 2010). Nevertheless, especially when the patient’s proficiency in Dutch was poor and
acculturation low, quality of care and satisfaction with the general practice was found
to be at stake (Harmsen et al., 2008). When focussing on specialized mental health care,
several studies did not find ethnic differences (Fassaert et al., 2009a; Schrier et al., 2005)
while others did in terms of use, treatment intensity and dropout rates (Fassaert et al.,
2009b; Fassaert et al., 2006). High dropout rates may lead to higher risks of chronicity
of symptoms and prolonged disabilities. Several factors may be related to treatment
dropout and adherence to mental health treatment (Pinto-Meza et al., 2011). It has been
found that low income, young age, type of disorder (mood disorders and substance
dependence), low treatment motivation, logistic barriers and delay between initial
contact and scheduled appointment were associated with treatment dropout (Aderka et
al., 2011; Eiraldi et al., 2006; Gallucci et al., 2005; Pinto-Meza et al., 2011; Taylor et al., 2012).
Patients report as reasons for drop out: feeling better, the desire to handle symptoms on
one’s own and medication side effects. Male gender, receiving pharmacotherapy and the
presence of insurance coverage were predictors of adherence to treatment (Pinto-Meza
et al., 2011; Wang et al., 2000). Few dropout studies did focus on the role of ethnicity.
123
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Organista et al. (1994) found in a USA study that ethnic minority status and young age
was associated with higher dropout. Arnow et al. (2007) found in a comparative USA
study that ethnicity, younger age, low income and depression with co morbid anxiety
were predictors of dropout. In a qualitative Dutch study reasons for dropout rates
among migrants were associated with language problems, different interpretations of
symptoms and different expectations of treatment (Hilderink et al., 2009).
A general idea is that adequate treatment can only be given when a firm and steady
working-relationship can be established. In case of cultural and/or language differences, it
may be more difficult to create this working-alliance. It is thought that training therapists
in cultural competences might bridge the gap between migrant patients and their
therapists (Beach et al., 2005; Bhui et al., 2007; Dein, 1997; Lie et al., 2010; van Loon et al.,
2013). Training in intercultural competence focuses on awareness of culturally determined
notions of health and illness, specific intercultural skills (use of a cultural interview or
interpreter) and the cultural background of specific ethnic groups. Up to now there is
little evidence that training in cultural competence reduces dropout of treatment or
improves treatment outcome (Bhui et al., 2007; Cardemil et al., 2005; Griner et al., 2006;
Hinton et al., 2011; Hinton et al., 2005; Pan et al., 2011).
The aim of this study was to test whether a cultural competence training can reduce
the treatment dropout in Moroccan and Turkish patients with depressive and anxiety
disorders in specialized mental health care. In order to test the effectiveness of this
training we designed a randomized controlled trial (RCT). Our research questions
were:
1. Does the intercultural competences training of therapists reduce treatment dropout
rates among Moroccan and Turkish patients with depressive and anxiety disorders
in outpatient specialized mental health care?
2. Does the intercultural competence training of therapists reduce no-show rates?
3. What other patient or treatment related variables are associated with dropout and
no-show?
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Method
Study design
This study is a multi-centre randomized controlled study among Moroccan and
Turkish immigrant outpatients with depressive and anxiety disorders. Patients were
randomly assigned to the intervention group in which (intake-, pharmaco- and psycho-)
therapists, were trained in cultural competences or to the control group with therapists
who provided regular care. All intervention- and control group data were extracted
anonymously from electronic medical records. The study was approved by the Medical
Ethics Committee of the VU University Medical Center.

Participants and assignment
Within two outpatient mood disorder clinics for depression and anxiety treatment in
Amsterdam, all new Moroccan and Turkish registries, mostly referred by their general
practitioner, were screened for participation in the study between January 2010 and
January 2012.
Patients (ages 18 to 65) were eligible to participate if:
1. their main problem was a depressive and/or an anxiety disorder.
2. they were first or second generation Moroccan or Turkish immigrants. The definition
for a first generation immigrant is that the patient him- or herself was born in Morocco
or Turkey. The definition for the second generation migrant is that at least one of the
patient’s parents was born in Morocco or Turkey (Dutch Central Statistics Office, 2000).
Patients were excluded from the study if their main problem was one of the following
disorders: a psychotic disorder, bipolar disorder, organic brain syndrome, substance
dependence, or a severe borderline-, schizotypical-, or antisocial personality disorder. A
total of 220 patients were eligible. These patients were randomly assigned to an intake
therapist from the intervention condition (trained in cultural competence) or control
condition (usual care). After the intake the mental health problem of the patient was
discussed in a treatment indication team with a subsequent recommendation for a
treatment plan. After that the patient was put on a waiting list. As soon as a therapist, from
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the intervention or control condition, was available an invitation for the first treatment
session was given to the patient by a posted letter.

Intervention versus control-group therapists
In both clinics six therapists (1 psychiatrist, 1 psychiatric resident and 4 psychotherapists)
were randomly selected for the intervention group and six for the control group of this
study. In both groups the years of treatment experience and the professional background
were evenly distributed. Yet, there was a difference in cultural background: the only two
migrant therapists (a Moroccan psychiatrist and a Turkish resident) were both assigned to
the intervention condition (χ2=4.47, df=1, p=.03). Doctors provided the pharmacotherapy
and psychologists the psychotherapies.

Intervention and control condition
Therapists of the intervention condition were trained in cultural competencies. The
training program was based on existing modules that are widely used in the Netherlands
and are based on international and national literature (Hinton et al., 2004; Kleinman,
1988; Kleinman, 2005; Kortman, 2006; Kramer, 2007; Schraufnagel et al., 2006). The aim
of the module was to train the intervention therapists’ knowledge, awareness and skills
in diagnosing and treating Moroccan and Turkish patients with depression and anxiety
disorders. The therapists were also trained in a short version of the Cultural Interview
(Groen, 2009; Lewis-Fernandez et al., 1995; Rohlof et al., 2009). Subjects to be discussed
in the cultural interview are:
•

cultural identity (language, ethnicity, position in host country and homeland),

•

cultural explanation of the illness (idea of origins and reasons of symptoms and help
seeking behaviour),

•

psycho-social functioning from a cultural perspective (social support or pressure in
host and homeland),

•

cultural aspects of the relation between therapist and patient (preference of language,
cultural background of therapist or interpreter).

After the training the therapists joined a monthly peer group to keep the knowledge,
awareness and intercultural skills vivid. More details of the training were described in
the study design (van Loon et al., 2011).
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Outcome
Patient and treatment characteristics
Demographic factors as ethnicity, age, gender, marital status, having children and labour
status or social security were collected. With regard to treatment characteristics, waitingtime, type of treatment offered, referrals, number of treatment contacts and treatment
outcome were extracted form the medical files.
Primary and secondary outcome measures
The primary outcome measure was dropout of pharmacotherapy and/or psychotherapy
treatment after intake. Treatment dropout was defined as: the patient is in need of more
therapy in the therapist’s opinion but ignores at least two invitations of the therapist
and does not continue the sessions. Secondary outcome measures focused on no-show.
No-show was defined as: the patient had an appointment, did not show and did not
contact in advance to cancel the appointment. A new appointment is made afterward.
As possible determinants of dropout and no-show we studied treatment condition,
cultural background, age, gender of the patient and the therapist, and waiting time as
these were found to be determinants of dropout in the literature.
Treatment integrity
Therapists were asked to record on a specific form, what aspects of the cultural interview
they had discussed during the intake. These forms were analyzed afterwards. During
the monthly peer group sessions, individual cases were discussed, and the therapists
from the intervention group gave each other advice in how to apply specific strategies
to bridge the cultural gap. In total on each location 25 sessions took place with a mean
of 75% attendance of the therapists.

Analysis
We estimated a 30% reduction of dropout in the intervention group compared with
the control group. In order to acquire sufficient power for this analysis, we needed at
least 75 patients for each condition (beta 0.01 and alpha 0.05) (Bausel et al., 2002). Basic
characteristics were compared between treatment conditions. Dropout was analysed by
logistic regression models and no-show counts with a (non) parametric Poisson model
using bi and multivariate statistics. Possible determinants were modelled along and
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grouped by patient and treatment characteristics. Dropout was measured at six months
follow-up after the intake.

Results
Recruitment and assignment
Figure 7.1 shows the patients’ flowchart. Due to several logistic problems, patients
were not always treated by therapists from the allocated condition (protocol violation).
Although 65-78% patients were treated by therapists from the right condition, the
availability of psychotherapists who were trained in cultural competencies was limited.
Therefore only 35% of the patients in the intervention group received psychotherapy
from a therapist who was trained in cultural competencies.

Patients and treatment characteristics
Table 7.1 shows the characteristics of the enrolled patients. There were no significant
differences between the intervention and control group. Socio-economic aspects were

New Moroccan and Turkish patients registration, N=220

Assigned to intervention intake therapist N=110

Assigned to control intake therapist N=110

Realized intervention intake N=99
Intake no-show N=11

Realized control intake N=102
Intake no-show N=8

No treatment offered N=15

No treatment offered N=16

Dropout after intake N=7

Dropout after intake N=3

Pharmacotherapy
-intervention N=40
-control N=22
Only
pharmacotherapy
drop-out
N=6

Psychotherapy
-intervention N=15
-control N=28
Both
therapies
drop -out
N=5

Only
psychotherapy
drop-out
N=3

Pharmacotherapy
-control N=42
-intervention N=18
Only
pharmacotherapy
drop-out
N=6

Figure 1 Assignment of patients to intervention or control conditions

Psychotherapy
-control N=42
-intervention N=12
Both
therapies
drop -out
N=0

Only
psychotherapy
drop-out
N=3

Figure 7.1 Assignment of patients to intervention or control conditions.
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Table 7.1 Characteristics of enrolled patients by condition
Intervention N=99
N
Mean age (SD)

%

39.57 (9.05)

Control N=102
N

t/χ2

df

p

0.20

199

0.44

%

39.83 (9.67)

Ethnic background
Moroccan
Turkish

75
24

75.76
24.24

75
27

73.53
26.47

0.13
0.13

1
1

0.72
0.72

Female gender

61

61.61

62

60.78

0.02

1

0.90

Social Security use

44

44.44

49

48.04

0.28

1

0.60

Married or living together

67

67.68

65

63.73

0.53

1

0.47

Having children

77

77.78

85

83.33

0.08

1

0.38

Language problem

34

34.34

39

38.26

0.39

1

0.53

Diagnosis
Depressive disorder
Anxiety disorder
Depression and anxiety
Other

54
21
13
11

54.54
21.21
13.13
11.11

41
28
21
12

40.20
27.45
20.59
11.76

3.94
1.15
2.08
0.08

1
1
1
1

0.05
0.28
0.15
0.78

2.24

180

0.77

Mean GAF ( SD)

56.81 ( 6.90)

57.88 (8.56)

not always mentioned in the medical files, but based on available data, social security
use was 47% for both groups (n=93). There were no significant differences in patient
characteristics between Moroccan and Turkish patients except for language problems.
These were significantly more often found in the Turkish group (χ2=5.24, df=1, p=.02).
After the intake, Turkish patients were more often referred to other clinics (15.68% versus
10% for the Moroccan group).
Table 7.2 shows that treatment characteristics were comparable in both conditions,
except for the waiting time for pharmacotherapy which was significantly longer in the
control condition. In the pharmacotherapy group, we recorded whether patients had
received adequate treatment with antidepressants (for more than one month in an
adequate dose), and how many steps of the antidepressant treatment algorithm were
followed adequately. We found a mean number of steps of one (in three to four months).
The rates of at least one adequate treatment with an antidepressant were comparable,
64.06% (n=41) for the intervention group and 71.66% (n=43) for the control group.
Offered psychotherapy was also for both groups comparable (n=43 for the intervention
and n=54 for the control group) offered and was described as IPT, PST, CGT, Panic
management or not specified psychotherapy. A small group of patients completed
129
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treatment within half a year: 5 (5.56%) patients of the intervention group and 6 (5.88%)
of the control group ended the treatment in consultation and mutual agreement with
the therapist and with positive treatment effect.
The implementation of the cultural competence skills was analysed using data from the
medical files. We checked whether the Cultural Interview was applied during the intake
and whether the form was filled out. We found that cultural topics were significantly
more often discussed during the intake in the intervention group than in the control
group: cultural identity (60.60% versus 0.98%, χ2=5.47, df=1, p=.02), cultural psychosocial functioning (22.22% versus 7.84%, χ2=7.86, df=1, p=.01), cultural aspects of the
relation between therapist and patient (13.13% versus 2.94%, χ2=7.01, df=1, p=.01). Only

Table 7.2

Overall treatment characteristics of enrolled patients
Intervention
N=99

Treatment offered
Only Pharmacotherapy
Only Psychotherapy
Combination treatment
Only group or supportive treatment
No treatment indication
(remission, referred)
Waiting time after intake, in weeks, M (SD)
Pharmacotherapy
Psychotherapy

Control
N=102

N

%

N

%

t/ χ2

df

p

34
15
28
7
15

34.34
15.15
28.28
7.07
15.15

26
20
34
6
16

25.49
19.61
33.33
5.88
15.68

1.88
0.69
0.60
0.11
0.89

1
1
1
1
1

0.17
0.41
0.44
0.73
0.76

8.85 (8.58)
13.58 (10.07)

12.38 (9.60)
14.25 (10.28)

2.12
0.32

120
95

0.03*
0.75

21
7
11a
8a

12
3
6
3

3.27
1.81
1.77
2.56

1
1
1
1

0.07
0.18
0.18
0.11

Dropout
Total dropout
First treatment appointment
Pharmacotherapy follow up appointment
Psychotherapy follow up appointment

21.21
7.07
11.11
8.08

12.12
2.94
5.88
2.94

No-show, M (SD)
Pharmacotherapy
Psychotherapy

1.11 ( 1.37)
1.21 (1.51)

1.29 (1.93)
1.09 (2.00)

0.55
-0.32

120
95

0.58
0.75

Contacts, M (SD)
Pharmacotherapy
Psychotherapy

4.61 (3.51)
4.37 (4.49)

4.90 (3.18)
3.62 (3.96)

0.45
-0.85

120
95

0.65
0.39

a
5 dropout patients received psychotherapy and pharmacotherapy
* p<.05
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Treatment variables
Intervention intake
Moroccan/Turkish intake therapist
Waiting time > 11 weeks
R2 (Nagelkerke)
1.93
0.98
1.29

0.96
1.69
1.08
0.39*

OR

0.06

1.22
1.83
0.95
0.37*

(0.45-2.08)
(0.73-3.93)
(0.42-2.72)
(0.15-0.99)
(0.87-4.25)
(0.34-2.81)
(0.59-2.81)

OR

N=200

(0.53-2.79)
(0.75-4.46)
(0.36-2.48)
(0.14-0.98)

95% CI

Multivariate model
Socio-Demographics

95% CI

Bivariate model

Determinants of dropout (n=33 of total n=170) using logistic regression

Socio-demographic variables patient
Age > 40 years
Female
Moroccan ethnicity
Language problem

Table 7.3

2.07
0.76
1.30
0.04

OR

(0.91-4.68)
(0.25-2.28)
(0.59-2.88)
N=164

95% CI

Multivariate model
Treatment variables

2.17
0.83
1.42
0.10

1.40
2.02
0.84
0.33*

OR

(0.93-5.07)
(0.27-2.61)
(0.62-3.23)
N=163

(0.59-3.32)
(0.80-5.11)
(0.31-2.26)
(0.12-0.89)

95% CI

Multivariate model
Full model

Effectiveness of a cultural competence training on the dropout and no-show
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132
0.51
0.58
0.47

Treatment variables
Intervention intake
Moroccan/Turkish intake therapist
Waiting time > 11 weeks

* p<.05

0.78
2.58
2.31
0.51

IRR

(0.15-1.75)
(0.09-3.45)
(0.14-1.60)

(0.25-2.49)
(0.73-9.07)
(0.44-11.98)
(0.15-1.71)

95% CI

Bivariate model

1.13
2.72
2.12
0.53

IRR
(0.41-3.10)
(0.88-8.44)
(0.44-10.12)
(0.16-1.72)

95% CI

Multivariate model
Socio-Demographics

0.53
0.73
0.45

IRR

(0.33-2.21)
(0.13-4.26)
(0.13-1.56)

95% CI

Multivariate model
Treatment variables

Determinants of number of no-shows using a Poisson regression model (n=170) with incidence ratios (IRR)

Socio-demographic variables patient
Age > 40 years
Female
Moroccan ethnicity
Language problem

Table 7.4

0.56
0.45
0.72

1.17
2.63
2.14
0.58

IRR

(0.16-1.79)
(0.15-1.37)
(0.12-4.53)

(0.45-3.04)
(0.89-7.95)
(0.47-9.74)
(0.18-1.89)

95% CI

Multivariate model
Full model
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the cultural explanation of the illness was discussed similarly in both intake conditions
(15.15% versus 11.76%, χ2=0.49, df=1, p=.48).

Dropout and no-show
A total of 21 patients from the intervention condition and 12 from the control condition
dropped out after the intake (see Table 7.2). After the intake 7 intervention patients and
3 control patients never started the offered treatment. In the follow up appointments
14 intervention patients and 9 control patients did not continue the treatments. The
mean no-show percentages for both conditions were comparable. Table 7.3 shows the
analysis of possible determinants of dropout. Treatment condition was not associated
with dropout. Language problems, were associated with lower dropout percentages (OR
0.33; p=.03), no other determinants were significantly associated with dropout.
Table 7.4 illustrates that none of the determinants we analysed was associated with
no-show.

Discussion
In this study training therapists in cultural competence did not reduce dropout and noshow rates in non-western migrants with affective disorders in secondary care. During the
six months after the intake 21% of the Moroccan and Turkish patients in the intervention
and 12% in the control condition dropped out of treatment. The mean no-show rate was
comparable in both groups. The dropout rates we found are comparable to those found
in general in mental health care other studies. The Dutch Mental Health Organization
(GGZ Nederland) found 20% dropout rate for adults in mental health treatment in the
Netherlands (diagnose, duration of treatment and ethnicity not differentiated) (GGZ
Nederland, 2010). A first interpretation of the lack of effect of our intervention may
therefore be that the treatment teams we selected to take part in the study had already
achieved the skills necessary to be able to reach dropout and no-show rates, which are
similar to those among native Dutch patients. This leaves little room for improvement
by the training. We selected the teams we did because they work in areas with large
ethnic minority populations. The disadvantage of this may be that these teams are
experienced in working with minority patients and that a cultural competence training
has little added value.
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In international studies on this subject in mental health care with a comparable treatment
period (about 6 months) a comparable dropout percentage was found. One study of
Tarricone et al. found 17% dropout among migrants in Italy (Tarricone et al., 2010). In the
USA Arnow et al. (2007) studied dropout in a 12 week-acute treatment study of chronically
depressed outpatients. In this study three treatment options were compared (medication,
CBASP, and a combination). They found significantly higher mean dropout among ethnicminority patients (34%) than among Caucasian patients 22% (χ2=5.05, df=1, p=.025). The
higher rates among ethnic minority patients in Arnow’s study compared to our findings
can be partly explained by one treatment condition in which no therapist contact and
only mediation was offered. The psychotherapy contact seemed of great importance
regarding the treatment adherence for ethnic minority patients (Arnow et al., 2007).
In this study we focused on a group of patients who are mostly underrepresented
in clinical trials because language problems are an exclusion criterion and because
migrant patients are less motivated to participate in randomized controlled trials. In the
intervention condition the intake session was carried out by a therapist trained in general
cultural competence and in the Cultural Interview. Although topics from the Cultural
Interview were significantly more discussed in the intervention group, implementation
of the Cultural Interview was not optimal. This may have diluted a possible effect of the
intervention. Also the fact that patients were not always treated by therapists from the
right conditions has resulted in a dilution of the intervention. On the other hand, general
cultural competencies might have been at a relatively high level in therapists from both
conditions, reflected in the overall dropout rate that is comparable to the overall dropout
rates in mental health care in the Netherlands. The fact that the therapists all have chosen
to work in a clinic with an overrepresentation of Moroccan and Turkish patients, and
all have ample experience in working with this group of patients may explain a lack of
a significant difference between the groups. It was found that the desire to work with
migrant patients is of great importance in delivering cultural competent care (CampinhaBacote, 1999; Campinha-Bacote, 2002).
The only determinant of dropout we found in our study were language problems.
Language problems were negatively correlated with dropout, also after correction
for other patient and treatment characteristics. This is in contrast with the literature
(Korrelboom et al., 2007). We can not explain this correlation but again a possible
explanation may be the motivation of the therapist to bridge the language gap. Also
professional interpreters were available at expense of the government till January 2012.
134
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In former studies it was found that professional interpreters have a positive effect on the
patient experience of treatment in case of language problems (Flores, 2005).

Conclusions
We could not demonstrate a positive effect of training in cultural competence of
therapists who are already working in a clinic with predominantly patients from ethnic
minorities. The lack of effect of our intervention may be due to the effect that the
therapists involved in the study were already optimally proficient and very motivated
in engaging non-western migrant patients. An alternative conclusion may be that
contamination and less than optimal training of the intervention is responsible for this
negative trial result. Also the dropout percentages in both groups were comparable to
other studies also with only western patients included. Nevertheless a substantial part
of the treatment population dropped out. Implications for future practice is to select
motivated therapists to bridge the cultural gaps in treating ethnic minority patients.
Implications for future research are to get more insight in the reasons of dropout in
treatment of affective disorders.
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