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Chapter 1.1 

GENERAL INTRODUCTION 

Yearly, children make well over 300.000 initial visits to a paediatrician at an outpatient 
paediatric department in the Netherlands (1 ). Approximately 80% of the complaints of children 
experienced by the parents are managed at home, outside the formal healthcare system (2) 
(3). This implicates that about 20% of all recognised healthproblems are presented to the 
healthcare system. The healthcare system in the Netherlands is based on referral, which 
means that the general practitioner acts as a gatekeeper to specialists (4). Of all children who 
contacted the general practitioner, approximately 9% is referred to a specialist (5). Fifteen 
percent of these referrals concerns acute medical problems and about the same percentage 

concerns referrals to paediatricians (5). 
Each year 8.000 consultations are made at the outpatient department of general 

paediatrics of the Sophia children's Hospital, of which approximately 1700 are new referrals. 
The paediatric emergency department (PED) of the Sophia Children's Hospital is yearly visited 
by 4500 patients (excluding surgical problems). The general paediatric problems mainly (90%) 

includes basic specialistic care, meaning that these problems are comparable to paediatric 
problems presented to other (non University) outpatient care departments. In this thesis a 
number of aspects of outpatient care are scrutinised. Some aspects in paediatric outpatient 

care seem to be changing and require further analyses: changes in the population and changes 
in the use of care. Questions regarding these aspects are for example: What kinds of 
healthproblems are presented to the outpatient and emergency department of paediatrics? 
Who presents these healthproblems and why? What is the prevalence of non-urgent visits and 
second opinions in paediatric care? 

Presenting problems and socio-demographics 

General paediatric healthproblems presented to emergency departments are mainly infectious 
problems, like fever, cough and cold, respiratory problems, like asthma exacerbations, and 
gastro-intestinal problems (6-8). At the outpatient department, non-acute problems concern 
mainly problems of the respiratory tract (asthmatic complaints), infectious related complaints 
like recurrent upper airway infections and urinary tract infections, constipation or abdominal 

pain, fits, headaches and cardiac murmurs (8-1 0). Next to this diversity of health problems there 
is also a diversity of patients that present these problems. 

The Netherlands is a multicultural society. At the end of the 1940's, people from Indonesia 
immigrated to the Netherlands. Since the 1960s migrants from the Mediterranean, e.g. Turkey 
and Morocco immigrated to the Netherlands (11, 12). This was followed by immigration from the 
people from our former colony Suriname and from the Netherlands Antilles. At present, the 
major groups of immigrants are the Surinamese, Turkish, Moroccan and Antillean people. The 
percentage of children in these groups is large and will even increase in the future. In 

Rotterdam the percentage of ethnic minority children in the age-group of 0-14 years is now 
60% (13% Turkish, 10% Moroccan, 13% Surinamese, 8% Antillean or Cape Verdean and 18% 
others) (figure 1)(13). As a consequence, the healthcare system - preventive, general 
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practitioner as well as paediatric care· are experiencing an increase of children from ethnic 

minorities. 

ETHNICITY CHILDREN (0-14 YEARS) IN ROTTERDAM 

others 
Antillean/ Cape 18% Dutch 

Verdian 38% 

8% 

Surinamese 
13% 

rvtoroccan Turkish 
10% 13% 

Figure 1 Ethnic background of children (0·14 years) in Rotterdam in 1999 (13) 

Paediatric care for children from ethnic minoriUes entails several aspects. First, ethnicity is an 
important determinant of health. From available literature is known that ethnic minorities, 
especially Moroccans, have higher mortality rates, due to higher incidences of infectious 
diseases, genetic disorders, metabolic diseases and accidents (14-17). Next to these 
differences in mortality rates also differences in morbidity have been described. Especially, 
respiratory problems (asthma) and enuresis were frequently illuminated in relation to ethnicity 
(18-25). Ethnic minorities more frequently have diabetes, thalassemia, sickle-cell anaemia, iron 
deficiency anaemia and infections (12,26). In general practice, differences in reason for 
consultations have been shown (27-31). Moreover, communication problems, including 
language barriers and cultural differences between physicians and patients, have been 

experienced and described (28,32-38). 
Explanations for differences in healthproblems and use of healthcare in relation to 

ethnicity have been hypothesised, but only a few studies have studied them empirically and 
adequately (27,37,39-41). Besides most studies are based on adults. Stronks developed a 
conceptual model in which all the determinants and underlying mechanisms influencing the 

relation between ethnicity and health outcomes are included (41 ). 
A part of the associations between ethnicity and health outcomes are due to differences in 

socio-economic status (SES) (40-42). SES is, next to ethnicity, an important determinant of 
health and healthcare use. In the Netherlands, the difference in socio-economic levels maybe 
not that large as in other countries such as the United States. However, social inequalities in 
health of adults and children do exist in several European countries. Prevalences of 
healthproblems, such as, asthma, obesity, intellectual disabilities and psychosocial problems 
are higher in low SES groups compared to higher SES groups of children (43-48). Furthermore, 
patients from lower socio-economic groups more frequently visit general practitioners and 

outpatient departments (30, 49). 
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Chapter 1.1 

The healthcare system in the Netherlands is still not sufficiently equipped and adapted to the 

multi-cultural and multi-socio-economic society (50). Socio-demographic factors, such as 

ethnicity and socio-economic status, have received little attention in the field of general 

paediatric care as compared to the attention by general practitioners and physicians in the 

preventive care. The question arises whether Turkish, Moroccan and Surinamese children 

consult emergency and outpatient departments with specific healthproblems more often 

compared to Dutch children. And, what is the role of social-economic status in presented 

healthproblems? Furthermore, clinicians have experienced that several patients, especially 

ethnic minorities, use the emergency department inappropriately. Some patients with acute 

problems consult the PED (too) late, while others frequent present the PED with non-urgent 

problems. Empirical data however is lacking. Is it necessary to adapt paediatric care for these 
children and their parents? Insight into healthproblems, helpseeking behaviour and possible 

explanations for observed differences is needed. 

Use of paediatric outpatient care 

In general, the use of healthcare is dependent on 1) medical need, 2) predisposing factors, like 

knowledge, locus of control, coping and socio-demographic factors, and 3) enabling factors, 
like practical support, cultural barriers and language barriers (51). Whether patients seek help 

and where they seek help is influenced by all these factors. 

In children, parents recognise symptoms, make an assessment (of the severity) of the 

problem and make decisions to take action: do nothing, apply self-care or seek care from 

physicians or other care-givers (2). Factors such as patient's age, gender, birth order, race, 
ethnicity, maternal age, maternal educational level, culture, family size and the influence of 

family and friends all play a role in this process (2,3,52-54 ). Only 20% of all health problems in 

children are presented to the formal healthcare system, of which a part (15%) is presented to 

the paediatricians. 

Since several years, patients are more aware of their right to be well informed about their 

health. Furthermore, media sources, like Internet, have given people more access to gather 
information regarding health, illnesses and diseases. Besides, patients have become more 

assertive in their attitude towards physicians and other healthcare workers and initiate more 

frequently visits to a specialist. Two specific aspects of healthcare use might be influenced by 

these changes: non-urgent visits to emergency departments and second opinion visits at 

outpatient departments. 

Recent studies have shown an increase of non-urgent visits to the emergency departments. 

Not only in adults (40- 50%) but also large percentages -ranging from 29% to 72%- of 

paediatric visits seem to be non-urgent (55-62). Most of the studies on non-urgent visits have 

been performed in the United States and are therefore not applicable to some European 
countries. In several European countries, like the Netherlands, England and the Nordic 

countries, the general practitioner acts as a gatekeeper to the specialist (4). Despite this 

system, clinicians experience a high number of non-urgent visits. Especially patients who 

bypass the general practitioner cause this high number. Unfortunately, numbers of non-urgent 
visits at the emergency departments in the Netherlands are unavailable. Several non-European 
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studies showed that some! socio-demographic factors influences non-urgent visits to 
emergency departments (59, 60, 62). The question rise whether these factors also play role in 
a healthcare system based on referral? 

Several different definitions for a second opinion visit have been used. In general a second 

opinion means that patients seek a new opinion for their healthproblems for which they 
consulted another physician with the same expertise level before. The frequency of second 
opinions varies largely. In adult patients percentages from 5 to 40% are mentioned, depending 
on the definition of second opinion, population and healthcare care system (63-65). In 
paediatrics lacks data on second opinions, but based on the concern of parents towards their 

children one would expect an even higher number of second opinions in children. Interesting is 

to see whether factors, such as type and duration of health complaint, and socio-demographic 

factors, play a role in second opinion visits in children (63, 64). 
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STUDY AIMS 

The general paediatric outpatient care in the university hospitals in the Netherlands provides 
secondary and tertiary care to children aged from 0 to 16 years. Since several years, the 
patient population and the use of healthcare appears to be changing and these developments 
require further analyses. Outpatient departments as well as emergency departments are visited 
by children with different ethnic and socio-economic backgrounds with a diversity of 
health problems. 

The first aim of this thesis was to obtain insights into patient characteristics, especially 
ethnicity and socio-economic status, and medical problems presented to the emergency 
department and the outpatient department of a university paediatric hospital. 
Clinicians suggest changes in healthcare use by parents and patients. They perceive an 
increase of non-urgent visits to emergency departments and an increase of second opinion 

visits at outpatient departments. Therefore, the second aim was to evaluate non-urgent visits 

and second opinion visits in paediatric outpatient care. 

The third aim was to obtain and delineate possible explanations for differences in health 
and helpseeking behaviour between ethnic minorities 

Insight into these aspects of paediatric outpatient care (healthproblems, healthcare use 
and patient characteristics), can be helpful in the development of strategies that might optimise 
and fine tune the care for groups of children with different backgrounds and health problems. 

The specific questions of this thesis were: 

• Can differences be identified in presenting medical problems at the paediatric emergency 

department between different ethnic groups? 

• Is there a relation between ethnicity and the clinical presentation and disease severity of 

"meningeal sings" at the paediatric emergency department? 

• What is the influence of ethnicity and socio-economic status on healthproblems as 

presented at a paediatric outpatient department? 

• Which factors are related to non-urgent visits at the paediatric emergency department? 

• How often do second opinions in paediatric outpatient care occur and which patient 

characteristics and healthproblems are associated with second opinions? 

• Can differences in the presentation of acute medical problems and their difference in help~ 

seeking behaviour between Dutch, Turkish and Moroccan parents be explained? 

• How valid is the use of surnames to identify children's ethnicity in large routine databases? 
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Chapter 1.2 

OUTLINE OF THIS THESIS 

Chapter 2 describes the relation between ethnicity, socio-economic status and health problems 

presented to the emergency department and the outpatient department of general paediatrics 

of the Sophia Children's Hospital in Rotterdam. In Chapter 2.1 focuses on acute medical 

problems presented to the emergency department in a 10-year period. Longer existing 

health problems presented to the outpatient department in relation to the children's ethnicity will 

be discussed in chapter 2.2. In chapter 2.3 the clinical presentation and disease severity of 

children with meningeal signs are compared between Dutch children and children from ethnic 

minority groups. In chapter 2.4, the association between socio-economic status and 

healthproblems at the outpatient department of general paediatrics is evaluated. 

Chapter 3 focuses on two aspects of the use of outpatient care in the Sophia Children's 

Hospital. Non-urgent visits at the emergency department (chapter 3.1) and second opinion 
visits at the outpatient department are analysed (chapter 3.2). 

In chapter 4, possible explanations on potential ethnic differences in helpseeking 

behaviour are described. Based on the results of the studies described in chapter 2, we 

designed two explanatory studies. In the first study, group-interviews with Turkish and 

Moroccan women were held in order to get insight into their knowledge, fears and ideas about 

fever and their helpseeking behaviour in case of a feverish child (chapter 4.1 ). In chapter 4.2, 

we describe determinants of helpseeking in general, the relation between ethnicity and 

helpseeking behaviour and give an example of ethnic differences in helpseeking behaviour in 

paediatrics. In this study detenminants of helpseeking behaviour between Turkish, Moroccan 
and Dutch parents with a feverish child are studied. 

Chapter 5 elaborates on a methodological aspect. In a part of the study, the children's' 

ethnicity was defined by the surname. The validation of this method is determined in chapter 
5.1. 

In chapter 6 results from performed studies are summarised and some recommendations 
for future studies are suggested. 
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Outline and study populations 

STUDY POPULATIONS OF THIS THESIS 

Problem oriented patient classification system 

The Sophia Children's University Hospital is a referral hospital, providing general paediatric 

outpatient care and sub-specialistic care. General paediatric outpatient care includes diagnostic 

and treatment services on a scheduled basis at the outpatient department and acute medical care 

at the emergency department. Yearly, nearly 12.500 consultations are made to the general 

outpatient care. To gain more information about the broad spectrum of presented medical 

problems, a problem oriented patient classification system is applied at the outpatient 

department and the emergency department of general paediatrics of the Sophia Children's 

University Hospital (since 1988) (1-2). All new-presented problems are prospectively registered 

and coded according to this system by one ol the paediatricians from the outpatient care 

department. 

This problem oriented patient classification system is based on three items (1-2): 

• The medical problem at referral (the reason for encounter) 

• The final diagnosis based on the International Classification of Diseases (ICD-9) 

• Thelevelofcare 

The medical problem presented at the initial visit is labelled. The problem list is developed as a 

matrix, in which every medical problem is characterised in two ways: The medical problem is 

classified by an internal organ system or disease entity (A -R) and by a complaint or symptom 

(X) or an abnormal laboratory result (Y) or presumed diagnosis by the general practitioner (Z) 

(table 1 ). Each cell in the matrix is characterised by two letters (AX- RZ). Within each cell the 

specific problems are classified hierarchically. If a patient presents with two problems, which 

are related, the main problem according to the hierarchy is coded (see appendix 1 ). 

The problem list consists of 144 items grouped into 14 internal organ systems or disease 

entities. Very rare paediatric problems are not specified and coded as 'other problems'. Each 

child can have a maximum ol 5 problems. Children with complex pathology with can not be 

summarised into five specific problems will be coded as problem child (QX2). 

The content of the problem list is based on frequently presenting problems and discussed 

with several general (university) paediatricians. 

To every medical problem at first referral, a final diagnosis is linked. The diagnoses are coded 

according to the international classification of diseases (ICD-9). To indicate the level of care a 

three level classification model is used: A-level concerns basic paediatric care. B-level 

concerns top clinical care, which involves specific trained personal or specific medical 

equipment. Second opinions and referrals by paediatricians are registered in this category. C­

leve! concerns top academic care, which requires the knowledge, techniques, equipment or 

treatment that are only available in University Hospitals. This category also includes children 

who need multidisciplinary consultation and treatment. Patients participating in research can be 

specifically labelled. 

21 



Chapter 1.2 

The 3 items in the patient classification system can easily be linked to hospital data as is saved 

in the hospital information system (HIS). The HIS includes 1. Personal background characteris­

tics such as name, date of birth, gender, health insurance and general practitioner. 2. Visit 

characteristics (date, initial visit or follow-up appointment), and 3. Diagnostic procedures 

including laboratory tests, X-ray diagnostics and their results. 

In contrast to diagnosis-oriented systems, a problem-oriented system, makes it possible to 

identify a specific group of patients with a similar problem and compare the diagnostic work-up, 
which eventually leads to the diagnosis and treatment (3-1 0). With this system, the patient 

population selection corresponds to clinical practise: the physician is faced with a presented 

problem and needs to make choices for diagnostic tests and treatment based on the clinical 

presentation. This problem oriented patient classification system has been used to select the 
different study populations of this thesis. 

Populations 

The study described in chapter 2.1 compromised all children who visited the emergency 

department with an initial referral for a new medical problem. These problems are linked to 
personal data, diagnostics and follow-up data, and diagnosis (ICD-9) obtained from the hospital 

information system. We collected these data from all children visiting the emergency 

department for the first time in a 10-year period from 1988 to 1997. In chapter 2.2 data were 

collected from patients who were initially referred to the outpatient department for a new 
paediatric problem in the same time period. In these studies we have restricted us to the 

patient living in the city of Rotterdam. 

Children who attended the emergency department of the Sophia Children's Hospital with a 

general acute paediatric problem between September 1999 and December 1999 formed the 
population for the studies described in chapter 3.1 and 5.1. General characteristics and the 

presenting problem were derived from the hospital information system and the urgency of the 

visit was classified by data from the medical records. A questionnaire was administered to the 

parents of these children to collect data regarding socio-demographics. In chapter 3.1 we 

defined determinants of non-urgent visits. In chapter 5.1 we compared the classification of 

ethnicity based on names with the classification based on parent's country of birth. 

In the period February 2000 to February 2001, data were collected from patients who visited 

the outpatient department with a new referral for a general paediatric medical problem. A 

questionnaire was administered to define patient's socio-demographics and to define a second 

opinion visit. In chapter 3.2 patient characteristics and healthproblems related to second 

opinion visits were studied. In chapter 2.4, we described differences between socio-economic 

factors and presenting healthproblems. 
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Outline and study populations 

To get insight into fears, ideas, knowledge and helpseeking behaviour of Turkish and Moroccan 

parents, we performed two group interviews in February 2001 (chapter 4.1 ). For these 

interviews, Turkish and Moroccan mothers from 2 women groups were included. Both groups 

were situated in two areas in Rotterdam, with a high percentage of ethnic minorities. 

Patients who visited the emergency department with fever, with or without combination of other 

symptoms in the period February-April 2002, were selected for the study presented in chapter 

4.2. These problems are coded as the group of infectious diseases (AX1-9) or febrile seizures 

(KX1) by the problem oriented patient classification system. Children with chronic diseases as 

asthma, cystic fibrosis, metabolic, oncologic or immunologic diseases, and children with 

several complex problems were excluded. An interview at home was administered to parents of 

children in order to get insight into helpseeking behaviour and 'fever phobia'. 
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Chapter 2.1 

ABSTRACT 

Aim: To evaluate whether there are differences in acute general paediatric problems and their 

severity between children with different ethnic backgrounds. Methods: the following information 

was registered for patients who visited the Paediatric Emergency Department of the Sophia 

Children's Hospital in Rotterdam, the Netherlands (1988 through to 1997): demographics, 
reason for encounter, diagnoses, diagnostics performed and follow-up. Ethnicity was 

determined by patient's surname. Analyses were performed with chi-square test, non­

parametric Kruskai-Wallis test and multiple logistic regression. Results: Fifty-one percent of all 
patients belonged to one of the ethnic minority groups. Infection-related problems were seen 

more often in Turkish (45%) and Moroccan (46%) children than in Dutch (41%) children. Of 

those children with infection-related problems, the Turkish children were less likely to need X­

rays (OR 0.73), laboratory diagnostics (OR 0.72), an outpatient follow-up (OR 0.79) or hospital 

admission (OR 0.74). On the other hand, Moroccan paediatric patients were admitted slightly 
more frequently (to the intensive care department) and were more likely to have a lower 

respiratory tract infection (OR 1.65). Conclusions: There were some differences between 

Dutch children and ethnic minorities in terms of the reasons for encounter and the severity of 

the problem. Compared with Dutch children, Turkish children presented with less severe 

infection-related problems, while Moroccan had more severe infection problems. 

SAMENVATT!NG 

Doe!: lnzicht verkrijgen in acute algemeen kindergeneeskundige problemen en hun ernst bij 

kinderen van verschillende etnische afkomst. Methode: Van patienten die de acute hulp van 
het Sophia Kinderziekenhuis Rotterdam bezochten (1988 tim 1997), werden geregistreerd: 

demografische gegevens, reden van komst, diagnosen, verrichte diagnostiek en follow-up. 

Etniciteit werd bepaald aan de hand van de achternaam. Analyse vond plaats met de Chi­

kwadraat toets, de Kruskai-Wallis toets en multipele logistische regressie. Resultaten: Van aile 

patienten was 51% allochtoon. lnfectieproblemen werden vaker gepresenteerd door 
Marokkaanse (46%) en Turkse (45%) kinderen dan door de Nederlandse (41%) kinderen. Van 

deze kinderen met infectieproblemen kregen Turkse kinderen het minst frequent 

rontgendiagnostiek (OR 0.73), laboratoriumdiagnostiek (OR 0.72) en een poliklinische 

vervolgafspraak (OR 0.79). Tevens werden zij het minst vaak opgenomen (OR 0.74). 

Daarentegen werden Marokkaanse kinderen iets vaker (op de IC) opgenomen en hadden 
zijvaker een lagere luchtweginfectie (OR 1.65). Conclusies: Er waren enkele verschillen 

tussen autochtone en allochtone kinderen in redenen van komst naar de afde!ing Acute Hulp. 

Turkse kinderen bezochten de acute hulp met minder ernstige en Marokkaanse juist met 
ernstigere infectieproblemen dan de Nederlandse kinderen. 
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Geringe etnische verschillen in spoedeisende problemen bij kinderen 

IN LEIDING 

In Nederland krijgt men binnen de gezondheidszorg in toenemende mate te maken met 

patienten van verschillende etnische afkomst. Verschillen in gezondheid tussen autochtone en 

allochtone kinderen worden beschreven: Turkse en Marokkaanse kinderen zouden vaker 

(luchtweg)infecties en klachten van bedplassen hebben (1-2). Turkse kinderen bezoeken de 

huisarts vaker voor gastro-intestinale en respiratoire klachten dan de andere kinderen (3). Over 

verschillen in problematiek op een pediatrische acute hulp afdeling is nog weinig bekend. 

Allochtone kinderen zouden zich vaker met gastro-intestinale klachten presenteren en astma 
hebben (4-5). 

ln het Sophia Kinderziekenhuis is een groat deel van de kinderen van allochtone afkomst. 

De indruk bestaat dat een deel van deze kinderen die de afdeling Acute Hulp bezoekt, emstig 
ziek is en intensieve behandeling behoeft, terwijl ook een dee I onnodig gebruik maakt van deze 

voorziening. Wij onderzochten de reden van komst op een afdeling Acute Hulp en de ernst van 

de problemen bij kinderen van verschillende etnische afkomst. 

METHODE 

Patienten 
De afdeling Acute Hulp van het Sophia Kinderziekenhuis verleent zowel basisspecialistische 

zorg (90%) als topklinische zorg (6). Wij verzamelden gegevens van patienten in de leeftijd van 

0-14 jaar, wonende in Rotterdam, die voor de eerste keer in de periode 1988-1997 de afdeling 
Acute Hulp van het Sophia Kinderziekenhuis te Rotterdam bezochten voor een algemeen 

kindergeneeskundig probleem. 

De reden van komst (het gepresenteerde probleem) werd geregistreerd met een 

prospectief probleemgeorienteerd patientenclassificatiesysteem dat sinds 1988 in gebruik is in 

het Sophia Kinderziekenhuis (6-7). In dit systeem wordt de reden van komst geclassificeerd 

naar een klacht of symptoom, een reeds vastgestelde laboratoriumafwijking of een vermoedde 

diagnose. Dit leidt tot 140 verschillende code-items, die zijn onderverdeeld naar 
orgaansysteem of ziekte-entiteit. De einddiagnosen zijn geclassificeerd op basis van de codes 

van de 'International classification of diseases' (ICD9). Binnen de groep infectieproblemen 

werden de diagnosen onderverdeeld in 4 categorieen naar meest voorkomende diagnosen: 

bovenste luchtweginfecties (ICD9 codering 460-465). otitis media (382), bronchiolitis/ 

pneumonie (480-486) en enteritis (008-009). 
Demografische gegevens (geslacht, geboortedatum, regio, postcode, verzekeringsvorm), 

diagnostiek (laboratorium, rontgendiagnostiek) en follow-up (opname, ic-opname, poliklinische 

vervolgafspraak) werden verkregen via het ziekenhuisinformatie systeem (ZIS). Hierbij werden 

het type diagnostiek en de aard van de follow-up als maat voor ziekte-ernst gebruikt. 
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Chapter 2.1 

Definities 
De etniciteit werd bepaald aan de hand van de achternamen van patienten, waarbij we werden 

geadviseerd door medisch studenten van Turkse, Marokkaanse en Surinaamse (Creools en 
Hindoestaans) afkomst. Nederlandse, Turkse, Marokkaanse, Surinaamse (Creools en 
Hindoestaans) namen werden onderling van elkaar onderscheiden, waarbij een groep van 

diverse namen als restgroep overbleef. De sociaal-economische status (SES) werd bepaald 
met het gemiddeld besteedbaar inkomen per persoon per jaar gerelateerd aan het 
postcodegebied van de patient (8). 

Analyses 
Verschillen in reden van komst, demografische gegevens en ziekte-ernst tussen de etnische 

groepen kinderen werden geanalyseerd met behulp van de Chi-kwadraat toets en de non­
parametrische Knuskai-Wallis toets (p<0.05). De verbanden tussen etniciteit en ziekte-emst en 
etniciteit en infectieziekten (ICD9) zijn geanalyseerd door middel van logistische regressie 
(weergegeven als oddsratio (OR) met 95% betrouwbaarheidsinterval), waarbij werd 

gecorrigeerd voor SES, verzekeringsvorrn, leeftijd en geslacht. Etniciteit werd als 3 'dummy'­
variabelen ge'includeerd (Turks, Marokkaans, Surinaams) met de Nederlandse groep als 
referentiegroep. 

RESULT A TEN 

In de periode van 1988-1997 bezochten in totaal 8789 kinderen uit Rotterdam de afdeling 
Acute Hulp voor de eerste maal met een kindergeneeskundig probleem. Van dezen was 49% 
(4283) van Nederlandse, 14% (1262) van Turkse, 11% (992) van Marokkaanse, 8% (726) van 
Surinaamse afkomst en 17% (1526) behoorde tot de restgroep. De man-vrouw ratio was 1:0.8 
met een mediane leeftijd van 1.7 jaar (25°-75• percentiel: 0.6-4.0). 

De meest voorkomende problemen op de acutehulpafdeling waren infectieproblemen, 
zoals 'koorts zonder focus· (13%), 'acuut braken/ diarree'(11%), 'hoesten en koorts'(11%), 
'bovenste luchtweginfecties' (4%) en 'koortsconvulsies' (4%). Andere veel geregistreerde 
problemen waren 'intoxicaties'(9%), 'dyspneu/ piepen' (4%) en 'buikpijn' (4%). 
lnfectieproblemen werden vaker gezien bij Turkse (45%) en Marokkaanse (46%) kinderen 
vergeleken met de Nederlandse (41%) en Surinaamse (42%) kinderen (!abel 1). 8ij de gastro­
intestinale problemen (8%), luchtwegproblemen (10%) en intoxicaties (10%) waren geen 
verschillen aantoonbaar. 

ln tabel 2 zijn de verschillen in ziekte-ernst beschreven. Marokkaanse kinderen werden 

het frequentst en Surinaamse het minst frequent opgenomen. Marokkaanse kinderen werden 

vaker op de intensive care opgenomen, echter de oddsratio (ongecorrigeerde OR 2.01, 95%81 
1.15-3.53) was na correctie voor verstorende variabelen niet statistisch significant (OR 1.55, 
95%81 0.84-2.87). 8ij de Turkse kinderen werd ook na correctie minder vaak 
rontgendiagnostiek verricht (OR 0.87, 95%81 0.75-1.01) en een poliklinische vervolgafspraak 
(OR 0.87, 95%81 0.76-0.99) gemaakt in vergelijking met de Nederlandse kinderen. 
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Geringe etnische verschillen in spoedeisende problemen bij kinderen 

Tabel1: De meest voorkomende problemen bij 7263 kinderen op de afdeling Acute Hulp van het Sophia 

Kinderziekenhuis Rotterdam (1988-1997), naar ziekte-ernst/orgaansysteem en etniciteit (tussen haakjes 

percentages) 

ziekte-entiteit/ orgaansysteem Etniciteit 

Nederlands Turks Marokkaans Surinaams 

n =4283 n = 1262 n =992 n =726 

infectie* 1758 (41) 574 (45) 459 (46) 306 (42) 

maag-darmakanaal 429 (1 0) 138 (11) 96 (1 0) 89 (12) 

luchtwegen 362 (9) 92 (7) 86 (9) 55 (8) 

intoxicaties 451 (11) 116 (9) 90 (9) 68 (9) 

neurologische aandoening"' 308 (7) 67 (5) 57 (6) 54 (7) 

huid en slijmvliezen 257 (6) 66 (5) 61 (6) 28 (4) 

urinewegen 38 (0.9) 8 (0.6) 12 (1.2) 3 (0.4) 

hart en vaten 38 (0.9) 14 (1.1) 6 (0.6) 7 (1) 

ziekten van de pasgeborene 68 (1.6) 17 (1.3) 8 (0.8) 13 (1.8) 

endocrien/ metabool/ 31 (0.7) 6 (0.5) 21 (2.1) 9 (1.2) 
immunologisch afwijking" 
algemeenl psychosociaal 294 (7) 94 (7) 42 (4) 47 (6) 
probleem"' 
hematologische/oncologische 149 (4) 42 (3) 39 (4) 34 (5) 
aandoening 
bewegingsapparaat 89 (2) 18 (1.4) 13 (1.3) 7 (1) 

... Statistisch significant verschil tussen de etniciteiten (p< 0,05) 

Tabe12: Demografische gegevens en ziekte-emst bij kinderen op de afdeling Acute Hulp van het Sophia 

Kinderziekenhuis Rotterdam (1988-1997) (tussen haakjes bij de dichotome variabelen percentages, bij de 

continue variabelen mediaan (25°-75° percentiel)) 

Etniciteit 

Nederlands Turks Marokkaans Surinaams 

n = 4283 n = 1262 N =992 n = 726 

Demografische maat 

gemiddelde leeftijd 1.7 (0.6-3.9) 1.4 (0.5-3.5) 1.6 (0.6-4.0) 1.9 (0.7-4.5) 

aantal meisjes* 1922 (45) 517 (41) 451 (46) 349 (48) 

particuliere verzekering * 1509 (35) 110 (9) 88 (9) 102 (14) 

gemiddeld inkomen *# 18.4 (15.2-20.8) 14.4 (13.6-15.6) 14.1 (13.6-16.6) 14.8 (13.8-18.0) 

maat voor ziekte-emst 

opname"' 1179(28) 355 (27) 302 (30) 174 (24) 

intensive-careopname 39 (0.9) 13 (1) 18 (1.8) 7 (1) 

veTVolgafspraak 2244 (52) 617 (49) 518 (52) 384 (53) 

rOntgendiagnostiek* 1327(31) 341 (27) 338 (34) 229 (32) 

laboratoriumonderzoek 2987 (70) 876 (69) 727 (73) 516(71) 

"Statistisch significant verschil tussen de etniciteiten (p:5 0,05) 

# Gemiddeld besteedbaar inkomen ("1 000) per jaar en per 4-cijferig postcodegebied 
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lnfectieprob/emen 
Het verschil in percentage infectieproblemen was het groats! bij kinderen jonger dan een jaar: 

voor 56% van de Marokkaanse, 50% van de Turkse en 45% van de Nederlandse kinderen was 
de reden van komst een infectieprobleem (p = 0.001 ). 

Marokkaanse kinderen werden frequenter met een infectieprobleem op de intensive-care 
afdeling opgenomen (ongecorrigeerde OR 2.77, 95%811.22-6.29) (label 3). Echter na correctie 

voor verstorende variabelen was dit verband niet significant (OR 1.7, 95%81 0.69-4.23). De 

Turkse kinderen werden daarentegen minder vaak opgenomen (OR 0.74, 95%81 0.59-0.94), 

kregen minder vaak een poliklinische vervolgafspraak (OR 0.79, 95%81 0.64-0.97), 

rontgendiagnostiek (OR 0.73, 95%81 0.58-0.91) en laboratorium diagnostiek (OR 0.72, 95%81 

0.56-0.94) in vergelijking met de Nederlandse kinderen. 8ij Marokkaanse kinderen bleek het 

infectieprobleem veelal een lagere luchtweginfectie (OR 1.65, 95%81 1.18-2.31) (label 4). 8ij 

Turkse kinderen werd de diagnose 'otitis media' (OR 2.33, 95%81 1.55-3.51) en bij Surinaamse 

kinderen de diagnose 'gastroenteritis' (OR 1.56, 95%81 1.17-2.08) vaker gesteld dan bij de 

Nederlands kinderen. 

Tabel 3: Verbanden tussen ziekte-ernst en etniciteit bij 3097 kinderen met infectieproblemen op de 

afdeling Acute Hulp van het Sophia Kinderziekenhuis Rotterdam (1988 tim 1997) 

Oddsratios (95%-81) 

Ruwe Gecorrigeerde"' 

Opname 
Nederlanders 1 1 
Turken 0.80 (0.64-0.99) 0.74 (0.59-0.94) 
Marokkanen 1.03 (0.82-1.29) 0.96 (0.75-1.22) 
Surinamers 0.89 (0.68-1.17) 0.86 (0.65-1.14) 

Intensive-care opname 

Nederlanders 1 1 
Turken 0.87 (0.29-2.67) 0.55 (0.17-1.80) 
Marokkanen 2.77 (1.22-6.29) 1.70 (0.69-4.23) 
Surinamers 1.65 (0.54-5.05) 1.29 (0.41-4.08) 

... gecorrigeerd voor SES, verzekering, leeftijd en geslacht 
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Tabel 4: Verbanden tussen einddiagnosen (ICD9 codering) en etniciteit bij 3097 kinderen met 

infectieproblemen op de afdeling Acute Hulp van het Sophia Kinderziekenhuis Rotterdam (1988-1997) 

Diagnose Oddsratios (95%-BI) 

Ruwe gecorrigeerde"'" 

Bronchiolitislpneumonie 

Nederlanders 1 1 
Turken 0.77 (0.55-1.08) 0.84 (0.56-1.21) 
Marokkanen 1.54 (1.13-2.09) 1.65 (1.18-2.31) 
Surinamers 0.93 (0.61-1.41) 0.94 (0.61-1.45) 
Enteritis 

Nederlanders 1 1 
Turken 1.01 (0.80-1.28) 0.93 (0.72-1.21) 
Marokkanen 1.11 (0.87-1.43) 1.00 (0.76-1.32) 
Surinamers 1.64 (1.25-2.17) 1.56 (1.17-2.08) 
Otitis media 

Nederlanders 1 1 
Turken 2.23 (1.57-3.18) 2.33 (1.55-3.51) 

Marokkanen 1.08 (0.67-1.73) 1.20 (0.72-2.00) 

Surinamers 0.84 (0.45-1.56) 0.91 (0.48-1.71) 

Bovenste Juchtweginfectie 

Nederlanders 1 1 

Turken 0.97 (0.78-1.20) 1.02 (0.81-1.28) 

Marokkanen 0.89 (0.71-1.13) 0.95 (0.74-1.23) 

Surinamers 0.94 (0.71-1.24) 0.99 (0.75-1.32) 

"'"gecorrigeerd voor leeftijd, verzekering, geslacht en SES 

BESCHOUWING 

Op de beschreven pediatrische acutehulpafdeling bestonden enige verschillen in reden van 

komst en in de ernst van de problemen tussen verschillende etnische patientengroepen. 
Turkse en Marokkaanse kinderen kwamen vaker wegens een infectieprobleem dan de 
Nederlandse en Surinaamse kinderen. Bij andere problemen naar orgaansysteem/ ziekte~ 
entiteit werden in tegenstelling tot eerder onderzoek geen verschillen gevonden (4). Wat betreft 
infectieproblemen waren er verschillen ten aanzien van de presenterende klacht, de ernst van 
de klinische presentatie en de uiteindelijke diagnosen, met name tussen de Turkse en 

Marokkaanse kinderen. 
Verklaringen kunnen velerlei zijn. Oat allochtone kinderen vaker met een infectieprobleem 

de afdeling Spoedeisende Hulp bezoeken, kan op basis van een verhoogde incidentie zijn. De 

verhoogde sterfte bij allochtone kinderen word! deels toegeschreven aan infectieziekten (9). 
Behalve dat koorts in de huisartsen praktijk minder vaak bij allochtone kinderen word! gezien, 

geeft de literatuur geen incidentiecijfers. Ons onderzoek werd aileen getoetst binnen de 

acutehulpafdeling, zonder dat het verwijzingspatroon daarbij werd betrokken. Hierdoor kunnen 

wij geen uitspraken over de algemene bevolking doen. Meer inzicht in de incidentie van 
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infectieziekten binnen de verschillende etnische bevolkingsgroepen en de verschillen in 

determinanten daarvan is nodig. 
In dit onderzoek is gecorrigeerd voor de SES, daar deze als een belangrijke determinant 

voor verschillen in gezondheid word\ genoemd (1 0-11 ). Behalve bij de intensive-care opnamen 

blijkt de SES geen grote rol te spelen. Deze conclusie moe\ met voorzichtigheid worden 

getrokken, daar de definitie van de SES in dit onderzoek globaal was; omdat de 
persoonsgebonden SES niet bekend was is gebruik gemaakt van een wijkgemiddelde. 

Ook verschillen in gedrag van ouders bij een kind met koorts kunnen een rol spelen. 

Opvallend zijn de tegengestelde uitkomsten tussen de Turkse en Marokkaanse kinderen. 

Mogelijk onderliggende verklaringen voor deze etnische factor zijn: een combinatie van 

verschillen in verwijspatroon, levensstijl, cultuur, Nederlandse taalbeheersing, verblijfsduur in 

Nederland, hulpzoekgedrag, informatie, kennis, cognities, angsten en ongerustheid van 
ouders, omgevingsfactoren en genetische factoren (12-13). He\ is bekend dat ideeen over 

diagnosen en therapieen en omgang met gezondheidsproblemen gedeeltelijk cultureel en 

sociaal bepaald zijn (12). De indruk bestaat dat Turkse ouders eerder ongerust zijn en dat de 

drempel om naar een acutehulpafdeling te gaan voor hen lager is dan ouders van andere 
etniciteiten. Toekomstige onderzoeken zullen zich moeten richten op mogelijke verklaringen. 

lndien zorgverleners {kinderartsen, huisartsen en consultatiebureau artsen) beter inzicht 

hebben in eventuele verschillen in incidentie van infectieproblemen, zorggebruik en 

ziektegedrag van Turkse en Marokkaanse ouders, kan de zorg ten aanzien van deze groepen 
geoptimaliseerd worden. 

Dat de gevonden verschillen betreffende de ziekte-ernst berusten op ongelijkheid in 

behandeling lijkt onwaarschijnlijk. Wij verwachten niet dat de Marokkaanse slechter en de 

Turkse kinderen beter, maar dat beide gelijk werden behandeld. Een verklaring zou kunnen 

zijn dat Marokkaanse ouders in vergelijking met de Turkse slechter de Nederlandse taal 

beheersen en daarom meer diagnostiek krijgen. (Intensive-care-) opname was een objectieve 
maat en slechts afhankelijk van klinische factoren. 

Wij menen dat de resu!taten mogen worden geextrapoleerd naar andere ziekenhuizen lijkt 

reeei, daar wij ons bij de anaiysen hebben beperkt tot de basisspecialistische problemen en in 

andere grote steden ook hoge percentages allochtone kinderen wonen. 

In dit onderzoek werd de etniciteit bepaald aan de hand van de achternaam van de 

patienten. De voorkeur gaat uit naar het gebruik van geboorteland van de respondent en de 

ouders (14-15). Tevens kan er om zelfidentificatie worden gevraagd (11, 15, 16). Deze 
gegevens waren in ons onderzoek echter niet beschikbaar. Achtemamen zijn vaker gebruikt en 

de validiteit van deze methode is !evens beschreven (17). Door middel van deze methode 

werden derdegeneratie kinderen ook in dit onderzoek betrokken. Verbetering van de 

naammethode zou tot stand gebracht kunnen worden door gebruik te maken van andere 
beoordelaars of door meerdere beoordelaars per etniciteitgroep. In ons onderzoek is de 

Creoolse groep ondervertegenwoordigd daar deze namen sterk lijken op de Nederlandse 
namen. 

Concluderend: Er werden geen grote verschillen gevonden in pediatrische problemen op 

een acutehulpafdeling tussen kinderen van verschillende etnische bevolkingsgroepen. Wei 

presenteren Turkse en Marokkaanse kinderen zich vaker met een infectieprobleem. Turkse 
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kinderen leken minder emstig ziek terwijl Marokkaanse kinderen vaker ernstigere infecties 
hadden en vaker werden opgenomen. Surinaamse kinderen waren in deze opzichten 
vergelijkbaar met de Nederlandse kinderen. 
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SUMMARY 

Aim: Evaluate whether there are differences in health problems between Dutch and ethnic 

minority children at the paediatric outpatient department. Methods: Data were collected from 
children visiting the paediatric outpatient department of the Sophia Children's Hospital 
Rotterdam in the period 1988-1998: background characteristics, reason for encounter (problem 
oriented patient classification system), diagnostic work-up, follow-up and final diagnosis. 
Ethnicity was determined by the patients' family name. Results: The outpatient department was 
visited by in total 11.998 patients, of whom 38% lived in the city of Rotterdam. From these 3913 
patients, 15% was Turkish, 9% Moroccan and 9% Surinamese. Turkish children presented 
more often with gastro-intestinal symptoms (OR 1.57, 95%CI1.14-2.16) and between the ages 
of 5 and 15 years with urinary-tract symptoms (OR 2.0, 95%CI 1.13-3.54), compared to the 
Dutch children. Constipation and enuresis mainly caused these symptoms. Moroccan children 
of 5-15 years had more often urinary tract symptoms (OR 2.39, 95%CI 1.34-4.25) and 
symptoms of the airways (OR 2.31,95%CI1.37-3.87). Asthma was in these children more often 

diagnosed compared to the Dutch children (OR 2.31 ,95%CI 1.37-3.87). In Surinamese 
children, asthma was more often diagnosed in both age groups (OR 2.30, 95%CI 1.22-4.33 
and 1.92, 95%CI 1.09-3.37, respectively). Conclusions: There are differences in health 
problems presented at a paediatric outpatient department in relation to ethnicity. In future, one 
should focus on health problems that occur more in ethnic minorities (gastro-intestinal 

symptoms and enuresis-symptoms in Turkish, enuresis and asthma in Moroccan, and asthma 

in Surinamese children), in order to optimise cure and care can be optimised in these children. 

SAMENVATTING 

Doe/: Het verkrijgen van een inzicht in de reden van komst van kinderen op een polikliniek 

algemene kindergeneeskunde en in de mogelijke verschillen met betrekking tot de etnische 
achtergrond. Methode: Van patienten die in de periode 1988-1998 de polikliniek algemene 
kindergeneeskunde bezochten werden de volgende gegevens verzameld: achtergrondken­
merken, reden van komst (probleem georienteerd patienten classificatiesysteem), verrichte 

diagnostiek, follow-up en definitieve diagnose (ICD-9 codering). Etniciteit werd met behulp van 
de achternaam geclassificeerd. Resu/taten: In totaal bezochten 11.998 kinderen de polikliniek, 
van wie 38% uit de stad Rotterdam. Van deze 3913 patienten was 45% van allochtone afkomst 
(15% Turks, 9% Marokkaans en 9% Surinaams). Turkse kinderen bezochten de polikliniek 
vaker met gastro-intestinale klachten (OR 1.57, 95%81 1.14-2.16) en op de leeftijd van 5-15 
jaar oak met klachten van de urinewegen (OR 2.0, 95%81 1.13-3.54). Obstipatie en enuresis 
waren de meest voorkomende oorzaken. Marokkaanse kinderen presenteerden zich vaker met 

urinewegklachten (OR 2.39, 95%81 1.34-4.25) en luchtwegklachten (OR 2.31, 95%81 1.37-
3.87). 8ij hen werd de diagnose astma significant vaker gesteld (OR 2.31,95%81 1.37-3.87) 
dan bij de Nederlandse kinderen. Bij Surinaamse kinderen werd in beide leeftijdsgroepen de 

diagnose astma vaker gesteld (OR respectievelijk 2.30, 95%811.22-4.33 en 1.92, 95%81 1.09-
3.37). Conclusie: Er bestaan duidelijke verschillen in reden van komst samenhangend met de 
etniciteit van de kinderen op een polikliniek algemene kindergeneeskunde. In de toekomst 
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moeten we ons richten op de problemen die vaker bij allochtone kinderen voorkomen (gastro­
intestinale problemen en enuresisklachten bij Turkse kinderen, luchtwegklachten, astma en 
enuresisklachten bij Marokkaanse kinderen en luchtwegklachten en astma bij Surinaamse 
kinderen), teneinde de zorg voor deze groepen te optimaliseren. 

INLEIDING 

Een toenemend dee! van de Nederlandse bevolking is van allochtone afkomst. Het aantal 
allochtone kinderen is de laatste jaren toegenomen. In de grate steden ligt het percentage 
allochtone kinderen rond de 60%. Bekend is dat perinatale en zuigelingensterfte bij allochtone 
kinderen hager zijn dan bij de Nederlandse kinderen (1-3). Dit laatste zou vooral veroorzaak1 
worden door verhoogde incidenties van aangeboren afwijkingen, infecties en metabole 

afwijkingen (1) .Ook de sterfte bij oudere allochtone kinderen is verhoogd (1). Studies op het 
gebied van morbiditeit Iaten eveneens verschillen zien: allochtone kinderen hebben minder 

vaak astma, en vaker klachten van bedplassen (4-5). Tevens bezoeken zij de huisarts met 
andere klachten dan de Nederlandse kinderen (6). Allochtone kinderen verdienen dan ook 
speciale aandacht binnen onze gezondheidszorg. 

Weinig is bekend over de gezondheidsproblemen van allochtone kinderen die gepresenteerd 
worden bij de kinderarts (7-8). Het doel van deze studie was het verkrijgen van inzicht in de 
medische problemen en hun verschillen tussen groepen kinderen met een verschillende 

etnische achtergrond op een polikliniek kindergeneeskunde in een grate stad. 

METHODE 
Patienten 
De polikliniek algemene kindergeneeskunde van het Sophia Kinderziekenhuis te Rotterdam 

Ievert zowel basisspecialistische (90%) als topklinische zorg. Sinds 1988 wordt de red en van 
komst op de polikliniek algemene kindergeneeskunde geclassificeerd naar een klacht of 
symptoom, een afwijkende laboratoriumuitslag of een vermoedde diagnose (9-1 0). In dit 
probleem georienteerd patienten classificatiesysteem zijn de specifieke code-items (totaal 144) 
ingedeeld in 18 groepen van orgaansystemen of ziekte~entiteiten, zoals infectieproblemen, 

gastrointestinale problemen en luchtwegproblemen. 
Met behulp van het probleemgeorienteerd patientenclassificatiesysteem en het ziekenhuis­
infonmatiesysteem (ZIS) zijn gegevens van patienten in de leeftijd van 0 tot 15 jaar verzameld, 
die de polikliniek algemene kindergeneeskunde voor de eerste maal bezochten in de periode 
van 1988 tot en met 1997: demografische gegevens (naam, postcode, geslacht, leeftijd op 
bezoekdatum en verzekeringsvonm), reden van komst (probleemcodering) en de uiteindelijke 

diagnose (ICD-9 codering) bij eerste bezoek. 
De etniciteit van de patienten werd bepaald aan de hand van de achternaam. Met de hulp van 
een Turkse, een Marokkaanse, een creools~Surinaamse en een Hindoestaans-Surinaamse 

geneeskundestudent werden de Nederlandse, Turkse, Marokkaanse en Surinaamse namen 
van elkaar onderscheiden. Een groep van in een van de bovengenoemde etniciteisgroepen te 
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classificeren namen, werd als restgroep aangeduid en bij de analyses omtrent de gepresen­
teerde gezondheidsproblemen buiten beschouwing gelaten. Voor de sociaal-economische 

status (SES) is het gemiddeld besteedbaar inkomen per persoon per jaar bepaald op basis van 

het postcode gebied van de patient (11 ). Het niveau van zorg is onderverdeeld naar algemene 

basisspecialistische zorg en topklinische zorg of topreferentiezorg (9). 

Statistische analyses 
Verschillen in redenen van komst, achtergrondvariabelen, verrichte diagnostiek en follow-up 

tussen de etniciteitgroepen werden geanalyseerd met behulp van de chi-kwadraat toets voor 

de dichotome variabelen en de non-parametrische Kruskall-Wallis test voor de niet normaal 

verdeelde continue variabelen. Als verschillen tussen de 4 etnische groepen een significant 

verschil kon worden aangetoond (#:p<0.05), werden de 3 allochtone groepen separaat 

vergeleken met de Nederlandse kinderen (*: p<0.05). He! verband tussen etniciteit en reden 

van komst naar orgaansysteem/ ziekte-entiteit, en etniciteit en definitieve diagnose, werd met 

behulp van logistische regressie geanalyseerd (oddsratio (OR) met 95% betrouwbaarheids­

interval) waarbij werd gecorrigeerd voor de achtergrondvariabelen, geslacht, verzekeringsvorm 
en SES. De meest voorkomende problemen naar orgaansysteem/ ziekte-entiteit en enkele 

diagnosen zijn geanalyseerd, waarbij de oddsratios worden gepresenteerd in 2 leeftijds­

categorieen. Etniciteit is als 3 dummy variabelen (Turks, Marokkaans en Surinaams) gebruikt, 

waarbij de Nederlandse groep als referentiegroep fungeerde. 

RESULT A TEN 

In de periode van 1988-1997 bezochten in totaal 11.998 kinderen de polikliniek algemene 

kindergeneeskunde van het Sophia Kinderziekenhuis te Rotterdam voor de eerste keer. Van 

hen was 54% van he! mannelijk geslacht; de gemiddelde leeftijd was 4.5 jaar. Van de totale 
groep patienten was 77% van Nederlandse, 6% van Turkse, 4% van Marokkaanse en 5% van 

Surinaamse afkomst. Een groat deel (38%) van de patienten populatie was woonachtig in 

Rotterdam, waarvan een kwart binnen he! adherentiegebied van he! ziekenhuis. Van de 3913 

patienten wonende in Rotterdam was 45% van allochtone afkomst: 15% Turks, 9% 

Marokkaans, 9% Surinaams. De gemiddelde leeftijd van de palienten in deze groepen was 
vergelijkbaar (label 1 ). Zowel he! percentage particulier verzekerden als he! gemiddeld 

inkomen was bij de allochtone groepen beduidend lager. Bij aile allochtone groepen kinderen 

werd vaker laboratoriumdiagnostiek verricht (62-64%) dan bij de Nederlandse kinderen (57%). 

Marokkaanse kinderen werden oak vaker opgenomen in vergelijking met de Nederlandse 

kinderen. Geen duidelijke verschillen werden aangetoond in r6ntgendiagnostiek, niveau van 

zorg en poliklinische follow-up. 

Tabel 2 geeft de top-10 redenen van komst per etniciteitgroep, waarbij is uitgegaan van 

de top-1 0 van de Nederlandse kinderen. 'Buikpijn of obstipatie' was he! meest voorkomende 

probleem, het werd vaker gepresenteerd door Turkse kinderen (15%) dan door Nederlandse, 

Marokkaanse en Surinaamse kinderen (10-12%). He! tweede probleem uit de top-10, 'koorts 
met hoesten of bovenste luchtweginfectie', werd bij aile groepen even vaak gezien. Klachten 

40 



Etniciteft en medische problemen bij kinderen op een polikliniek 

van 'dyspnoe en/of hoesten en/of piepen' was twee maal zo vaak de red en van komst voor de 

Marokkaanse kinderen (6%) dan voor de Nederlandse kinderen (3%). Marokkaanse en Turkse 

kinderen bezochten de polikliniek vaker voor incontinentieklachten. 'Aigehele malaise of 
excessief huilen' werd minder vaak gepresenteerd door Surinaamse kinderen. 'Gedrag- en 

gezinsproblemen' bleken bij niet-Nederlandse kinderen zelden een presenterende klacht. 

De samenhang tussen etniciteit en reden van komst naar leeftijdscategorie, ingedeeld 

naar ziekte-entiteit of orgaansysteem, wordt gepresenteerd in tabel 3. Hierbij is gecorrigeerd 

voor geslacht, SES en verzekeringsvorm. In de leeftijdscategorie 0 -5 jaar (n=2135) viel op dat 

er enige verschillen zijn (label 3a). Turkse kinderen presenteerden zich significant vaker met 

gastro-intestinale klachten (OR 1.57, 95%81 1.14-2.16) en minder vaak met neurologische 

verschijnselen (OR 0.56, 95%81 0.33-0.94). Verschillen in de eerstgenoemde 
probleemcategorie worden vooral veroorzaakt door een verhoogd percentage Turkse kinderen 

met klachten van 'buikpijn', 'obstipatie' en 'chronisch braken'. Geen verschil werd aangetoond 

bij infectieproblemen, endocriene problemen, luchtwegproblemen en urinewegproblemen. 

In de groep kinderen ouder dan 5 jaar bezochten Marokkaanse kinderen de polikliniek 

algemene kindergeneeskunde vaker met urinewegproblemen (OR 2.39, 95%81 1.34-4.25) en 
luchtwegproblemen (OR 2.31, 95%81 1.37-3.87) en minder vaak met endocrinologische 

klachten (OR 0.66, 95%81 0.43-1.00) dan de Nederlandse kinderen (label 3b ). Ook bij Turkse 

kinderen waren urinewegproblemen vaker een reden om de polikliniek te bezoeken (OR 2.0, 
95%81 1.13-3.54 ). De urinewegproblemen berustten vooral op enuresis diu rna en nocturna 

(91%). In de groep endocrinologische klachten was 'kleine Iengle' de meest voorkomende 

presenlatie bij Turkse en Marokkaanse kinderen, terwijl 'grate Iengle' juist vaker bij 

Nederlandse kinderen voorkwam. Oak was adipositas binnen de endocriene klachtencategorie 

voor Turkse kinderen (26%) vaker een reden van komst op de polikliniek dan voor Nederlandse 

kinderen (13%). 
De top-5 van de uiteindelijk gestelde diagnosen zag er als volgt uit: obstipatie (11% ), 

astma (8%), bovenste luchtweginfecties (6%), constitutionele kleine Iengle (2%) en 

voedingsproblematiek (2%). In 11% van de gevallen kon geen specifieke diagnose gesteld 

worden volgens de ICD-9 codering. Obstipatie werd in de leeftijdscategorie 5-15 jaar vaker, 

maar niet significant, gediagnostiseerd bij Turkse kinderen (OR 1.49, 95%81 0.99-2.22) en 
minder vaak bij Maroklkaanse kinderen (OR 0.36, 95%81 0.36-1.05) dan bij Nederlandse 

kinderen (label 4). De diagnose astma werd bij zowel Marokkaanse als Surinaamse kinderen 

significant vaker gesteld in de leeftijdsgroep van 5-15 jaar dan bij Nederlandse kinderen 

(oddsratios respectievelijk 2.64 (95%81 1.52-4.57) en 1.92 (95%81 1.09-2.37)). 8ovenste 
luchtweginfecties leverde geen verschillen op tussen de etniciteiten. De andere diagnosen 

waren te klein in aantal om zinvolle analyses te maken. 
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Tabel1: Achtergrondvariabelen, diagnostiek en follow-up van aile patienten uit Rotterdam op de polikliniek algemene kindergeneeskunde naar etnicitelt 

Etniciteil Nederland Turkije Marokko Suriname 
N=3913 N=2522 % N=552 % N=414 % N=425 % 

Achtergrondvariabefen 
Gemiddelde leeftijdt 4.5 (1.4-8.5) 3.8 (0.8-7.5) 4.0 (1.0-8.6) 4.6 (1.5-8.4) 

Geslacht (mannelijk)# 1326 (53%) 333 (60%)' 224 (54%) 229 (54%) 

Partlculiere verzekering# 943 (37%) 34 (6%)' 29 (7%)' 59 (14%)' 

Gemiddeld inkomen *1000 guldens 19.1 (15.6-20.8) 14.6 (13.8-16.7)' 14.6 (13.8-17.1)' 15.5 (13.8-18.2)' 

per jaar t# 

Diagnostiek en follow-up 
Basisspecialistische zorg 2333 (93%) 519 (94%) 391 (94%) 410 (97%) 
Topklinisch/lopreferentie zorg 189 (7%) 33 (6%) 23 (6%) 15 (3%) 

Laboratoriumdiagnostiek# 1428 (57%) 354 (64%)' 255 (62%)' 264 (62%)' 

Rontgendiagnostiek 950 (38%) 195 (35%) 155 (37%) 169 (40%) 

Opname# 387 (15%) 88 (16%) 88 (21%)' 37 (16%) 

Poliklinische follow-up 2008 (80%) 448 (81%) 340 (82%) 337 (79%) 

# p<0.05 

* p<O.OS allochtone groepen afzonderlijk vergeleken met de Nederlandse groep 
t Medlaan (25-75 percentiel) 



Tabel2: Top 10 van reden van komst op de po!ikliniek algemene klndergeneeskunde periode 1988·1997 van aile kinderen uit Rotterdam naar etnlclteit 

N-3913 Nederland Turkije Marokko Suriname 
N=2522 (%) N=552 (%) N=414 (%) N=425 (%) 

Buikpijn/obstlpatie# 303 (12%) 84 (15%)' 39 (10%) 49 (11%) 

Koorts met hoesten/blwi+ 303 (12%) 62 (11%) 57 (13%) 49 (11%) 

Grote Iengie# 104 (4%) 5 (1%)* 1 (0.2%)' 5 (1%) 

Kleine !engle 97 (4%) 29 (5%) 20 (5%) 21 (5%) 

Malaise/ excessief huilen# 93 (4%) 20 (4%) 8 (2%) 4 (1%) 

Dyspnoe/hoesten/piepen# 80 (3%) 18 (3%) 26 (6%)' 19 (4%) 

Ontwikkelingsachterstand# 75 (3%) 8 (2%)' 15 (4%) 23 (5%) 

Mictieklachten met koorts 62 (2%) 9 (2%) 12 (3%9 9 (2%) 

Chronlsch hoesten 57 (2%) 14 (3%) 11 (3%) 9 (2%) 

lnconlinentie# 50 (2%) 23 (4%)* 20 (5%)* 13 (3%) 

# P<0.05 

* p<0.05 allochtone groepen afzonderlijk vergeleken met de Nedertandse groep 
+ blwi = bovenste Juchtweginfecties 
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Tabel 3a: Samenhang tussen reden van komst naar orgaansysteem/ ziekte-entiteit en etniciteit van 

patienten die de polikliniek algemene kindergeneeskunde bezochten in de periode 1988-1997 voor de 

eerste maal in de leeftijdscategorie 0-5 jaar, gecorrigeerd voor geslacht, verzekeringsvorm en SES 

(n=2135). 

Leeftijd 0-5 jaar Oddsratio (95% betrouwbaarheidsinteNal) 

Etniciteit lnfecties Gastro-intestinaal Endocrien Luchtwegen 

Nederland 1 1 1 

Turkije 0.83 (0.61-1.12) 1.57 (1.14-2.16) 1.37 (0.75-2.50) 0.90 (0.53-1.54) 

Marokko 1.23 (0.89-1.69) 1.03 (0.70-1.52) 0.74 (0.32-1.69) 1.46 (0.87-2.45) 

Suriname 0.91 (0.65-1.27) 1.40 (0.98-2.01) 1.44 (0.75-2.77) 1.20 (0.69-2.08) 

Neurologie Urinewegen 8/oed 

Nederland 1 1 1 

Turkije 0.56 (0.33-0.94) 0.89 (0.28-2.90) 0.96 (0.57-1.62) 

Marokko 1.08 (0.67-1.74) 0.60 (0.13-2.76) 1.26 (0.74-2.15) 

Suriname 1.17 (0.73-1.87) 0.65 (0.14-2.96) 1.10 (0.63-1.94) 

Tabei 3b: Samenhang tussen reden van komst naar orgaansysteem/ ziekte-entiteit en etniciteit van 

patienten die de polikliniek algemene kindergeneeskunde bezochten in de periode 1988-1997 voor de 

eerste maal in de leeftijdscategorie 5-15 jaar, gecorrigeerd voor geslacht, verzekeringsvorm en SES 

(n=1778). 

Leeftijd ~ 15 jaar Oddsratio (95% betrouwbaarheidsinteNal) 

Etniciteit lnfecties Gastro-intestinaal Endocrien Luchtwegen 

Nederland 1 1 1 1 
Turkije 1.02 (0.65-1.66) 1.32 (0.92-1 .89) 0.88 (0.61-1.29) 1.05 (0.57-1.91) 

Marokko 1.23 (0.75-2.02) 0.85 (0.56-1.30) 0.66 (0.43-1.00) 2.31 (1.37-3.87) 
Suriname 1.37 (0.86-2.16) 0.80 (0.53-1.19) 1.06 (0.74-1.51) 1.25 (0.7-2.24) 

Neurologie Urinewegen Bloed 

Nederland 1 1 1 
Turkije 0.56 (0.30-1.05) 2.00 (1.13-3.54) 0.39 (0.13-1.12) 

Marokko 0.78 (0.42-1.42) 2.39 (1.34-4.25) 0.84 (0.36-1.97) 
Suriname 0.94 (0.55-1.61) 1.13 (0.57-2.23) 0.78 (0.34-1.79) 
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Tabel 4: Samenhang tussen diagnose (ICD9 codering) en etniciteit van patienten die de polikliniek 

algemene kindergeneeskunde bezochten in de periode 1988-1997 voor de eerste maal, gecorrigeerd voor 

geslacht, verzekeringsvorrn en SES. 

Leeltijd 0-5 jaar (n=2135) Oddsratio (95% betrouwbaarheidsinterva/) 

Etniciteit Obstipatie Astma Bovenste 

luchtweginfecties 

Nederland 1 1 1 
Turkije 1.22 (0.78-1.90) 1.07 (0.51-2.26) 0.77 (0.47-1.26) 
Marokko 0.57 (0.30-1.07) 1.49 (0.71-3.12) 1.28 (0.80-2.06) 
Suriname 0.94 (0.55-1.61) 2.30 (1.22-4.33) 0.52 (0.27-0.99) 
Leeftijd 5-15 jaar (n-1778) 

Obstipatie Astma Bovenste 

luchtweginfecties 

Nederland 1 1 1 
Turkije 1.49 (0.99-2.22) 1.12 (0.59-2.13) 1.11 (0.42-2.92) 
Marokko 0.62 (0.36-1.05) 2.64 (1.52-4.57) 1.14 (0.41-3.18) 
Suriname 0.83 (0.52-1.33) 1.92 (1.09-3.37) 0.64 (0.28-2.50) 

DISCUSSIE 

Deze studie beschrijft verschillen in reden van komst op een polikliniek algemene 

kindergeneeskunde tussen kinderen met verschillende etnische achtergronden. Op de 

polikliniek algemene kindergeneeskunde is 45% van de populatie afkomstig uit Rotterdam van 

allochtone afkomst: 15% Turks, 9% Marokkaans en 9% Surinaams. Deze percentages komen 
overeen met de percentages allochtone kinderen van 0-14 jaar in Rotterdam (12). Er blijken 

daarentegen tussen de etniciteitgroepen duidelijke verschillen te bestaan in medische 

problemen gepresenteerd op de polikliniek algemene kindergeneeskunde van het Sophia 

Kinderziekenhuis in Rotterdam. 
Klachten van buikpijn en obstipatie zijn de meest voorkomende redenen van verwijzing 

naar de polikliniek algemene kindergeneeskunde (gemiddeld 12%). Turkse kinderen hebben in 

vergelijking met de Nederlandse vaker klachten van buikpijn of obstipatie. Van de kinderen met 
deze klachten krijgt in aile etniciteitsgroepen het merendeel ook de diagnose 'obstipatie'. Ook 

bij de huisarts melden Turkse kinderen zich vaker met gastro-intestinale klachten dan de 

Nederlandse kinderen (6). Of dit duidt op verhoogde prevalentie van obstipatie of op verschillen 

in melding van en omgang met deze klachten, is niet duidelijk. Obstipatie is een functionele 

klacht, waarbij voedingsgewoonten en gedrag een belangrijke rol. Het hulpzoekgedrag van 
Turkse ouders ten behoeve van hun kinderen blijkt wei degelijk verschillend te zijn ten opzichte 

van Nederlandse ouders (13). Turkse ouders gaan frequenter rechtstreeks naar een acute hulp 

dan de andere ouders (13-14). Factoren als kennis van klachten en ziekten, angst 

dienaangaande, cognities van ouders, communicatieproblemen en onbekendheid met het 

systeem, kunnen hierbij mogelijk een rol spelen. 
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In de leeftijd van 5-15 jaar is de prevalentie van luchtwegproblemen bij Marokkaanse 

kinderen hager (OR 2.31, 95%BI 1.37-3.87). Astma kwam als definitieve diagnose bij 

Marokkaanse en Surinaamse kinderen twee maal zo vaak voor. Ook in onderzoek in 

Amsterdam-West werd vastgesteld dat bij allochtone kinderen, in het bijzonder Marokkaanse 
kinderen, de diagnose astma vaker werd gesteld (7). De prevalentie van astmatische klachten 

en luchtwegklachten bij allochtone schoolkinderen, inclusief Marokkaanse, is zowel in 

Amsterdam als in Utrecht lager dan bij Nederlandse kinderen (4,15). Tevens wordt de huisarts 

niet veel vaker door Marokkaanse en Surinaamse kinderen geconsulteerd voor 

luchtwegproblemen (6). Het lijkt erop dat astma bij Marokkaanse en Surinaamse kinderen meer 
klachten veroorzaakt die verwijzing naar een kinderarts nodig maken. Verschillende factoren 

kunnen hierbij een rol spelen. Zowel uitlokkende factoren, zeals verhoogde expositie aan 

allergenen, als onvoldoende begrip van en informatie over de preventie van 

benauwdheidaanvallen en medicatie gebruik kunnen hierbij aan de orde zijn. Communicatie 

problemen en culturele aspecten kunnen met name bij Marokkaanse kinderen een groat deel 
verklaren. Het is immers bekend dat ideeen over ziekten en behandeling van ziekten cultureel 

en sociaal bepaald zijn (16). Uit het onderzoek van Versluis komt naar voren dat het aantal 

herhalingsrecepten voor respiratoire klachten minder vaak worden verstrekt aan Marokkaanse 

kinderen (6). Hieruit kan men afleiden dat ofwel de huisarts dit niet nodig acht, of de ouders 
niet om een nieuw recept komen vragen. 

Er zijn kleine aanwijzingen dat het zorgsysteem voor Turkse en Marokkaanse kinderen 

met astma minder adequaat is dan voor Nederlandse kinderen (17). In de Verenigde Staten 

werd bij kinderen met astma een relatie gevonden tussen kwaliteit van zorg en etniciteit: 
Spaanse kinderen hadden minder vaak inhalatietherapie voordat ze werden opgenomen voor 

een exacerbatie astma (18). Ook bij ontslag uit het ziekenhuis kregen zij minder vaak 

inhalatietherapie mee naar huis. In hoeverre dit in Nederland een rol speelt, moet toekomstig 

onderzoek uitwijzen. Om de zorg voor Marokkaanse kinderen met astma te verbeteren zouden 
speciaal opgeleidde migrantenvooriichtsters de ouders en het kind in de eigen taal kunnen 

informeren. 

Opvallend in dit onderzoek is dat zowel Marokkaanse als Turkse kinderen in de leeftijd 
van 5-15 jaar vaker de polik!iniek bezochten met problemen van de urinewegen, voornamelijk 

berustend op enuresisklachten. Eerdere studies vinden in deze groepen schoo!kinderen een 

verhoogde prevalentie van enuresis nocturna (5, 19). Gesuggereerd werd dat de verschillen 
kunnen berusten op cu!turele verschillen betreffende de zindelijkheidstraining en de attitude 

van ouders jegens hun bedplassende kinderen. Dit verhoogde polikliniekbezoek duidt niet 

aileen op het meer voorkomen van enuresis bij Marokkaanse en Turkse kinderen, maar oak op 
het feit dat deze ouders enuresis als een probleem beschouwen waarvoor zij een kinderarts 

willen raadplegen. Uit onderzoek in het Wilhelmina Kinderziekenhuis kreeg men de indruk dat 

de belasting van bedplassen voor allochtone gezinnen grater is dan voor de Nederlandse door 

factoren als gezinsgrootte, andere gezinsproblematiek en attitude (20). Behandeling van 

bedplassen bij allochtone kinderen versist extra (thuis)begeleiding en opvoedkundige 
ondersteuning. 

De resultaten van deze studie kunnen geextrapoleerd worden naar poliklinieken van 

andere grate steden in Nederland, waar een groat dee! van de patienten van allochtone 
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afkomst is. In Amsterdam. Utrecht en Den Haag zijn de percentages Marokkanen. Turken en 
Surinamers ook hoog en vergelijkbaar met Rotterdam. 

Het bepalen van de etniciteiten is in dit onderzoek verricht op basis van de achternaam 

van de patient. Etniciteit wordt bij kinderen wordt het beste gedefinieerd aan de hand van het 

geboorteland van de ouders en eventueel de grootouders (21 ). In de Verenigde Staten en 
Engeland wordt ook wei 'self-identity' gebruikt (21-23). Zowel uit de literatuur als uit eigen 

onderzoek blijkt deze methode een goed altematief te zijn als gegevens met betrekking tot 

geboorteland van de ouder ontbreken (14,24-25). De groep Surinaamse patienten is het 

moei!ijkst te onderscheiden en waarschijnlijk mede daarom in deze studie 

ondervertegenwoordigd. Op basis hiervan zouden eventuele kleine verschillen onderschat 

worden. 

Conclusie: Er werden tussen kinderen met verschillende etnische afkomst duidelijke 

verschillen gevonden in medische problemen gepresenteerd op een algemene polikliniek 

kindergeneeskunde. Bij Turkse kinderen moet extra aandacht uit gaan naar gastro~intestinale 

problematiek. Bij oudere kinderen geldt dit zowel voor de Turkse als Marokkaanse kinderen 

met betrekking tot enuresis. Preventie via bestaande instellingen lijkt gewenst. De hogere 
prevalentie van astma onder Marokkaanse en Surinaamse kinderen op de polikliniek 

kindergeneeskunde, verdient extra aandacht. Omdat luchtwegklachten bij hen niet vaker in de 

populatie optreden, is voorlichting een belangrijk onderdeel van de behandeling van astma, 

zodat de zorg geoptimaliseerd kan worden. 
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ABSTRACT 

Aim: Evaluate the clinical presentation, disease severity and final diagnosis of children from 

different ethnic groups, who visit a paediatric emergency department with meningeal signs. 
Methods: Data were collected from patients who attended the paediatric emergency 

department of the Sophia Children's Hospital Rotterdam with meningeal signs between 1988 
and 2000. These data included demographics, clinical presentation, disease severity and final 
diagnosis. Results: In total 432 patients were included. Fifty-eight percent was Dutch, 7% 
Turkish, 10% Moroccan, 1 0% Surinamese, and 15% others. No differences in clinical 

presentation and hospital admissions were observed. Turkish children had more often a self­

limiting disease (OR 2.2, 95%CI 0.9-5.5). In contrast, Moroccan children had more often a 
serious infection (OR 2.5, 95%CI 1.2-5.3). Conclusions: With respect to diagnoses, more self­
limiting diseases were present in Turkish and more serious infections were present in 
Moroccan children compared to Dutch children. 
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INTRODUCTION 

The heatth care system is dealing with an increasing number of patients from different ethnic 
backgrounds. In The Netherlands, 20% of the children between 0-14 years belong to one of the 
ethnic minority groups. These groups mainly come from Turkey, Morocco, Suriname and the 

Netherlands Antilles (1 ). In the larger cities in the Netherlands, approximately 60% of all 

children belong to one of these ethnic groups (2). 

Several studies regarding health problems in relation to ethnicity have been conducted. 
Asthma, for example, is less frequently present among ethnic minorities, whereas perinatal 

death and infectious diseases are more often present (3-5). Despite the amount of ethnic 

minority children attending paediatric emergency departments in larger European cities, little is 

known about differences in paediatric emergency problems between these ethnic groups (6, 7). 

It has been suggested that part of the visits to paediatric emergency departments (PED) are 
inappropriately. Some patients with acute problems consult emergency departments (too) late, 

while others attend emergency departments with non-urgent problems (7-12). Ethnicity has 

been mentioned as a determinant of non-urgent visits (13). Moreover, differences in disease 

severity of infectious problems presented to aPED have been described (14). 

Acute infections are the most common problems (40-70%) presented at a PED. 

Meningeal signs account for approximately 5% of these infectious problems (7,10,14). Of all 

patients with meningeal signs, in 30% a bacterial meningitis, in 13% a viral or septic meningitis 

and in 46% a self-limiting disease has been diagnosed (15, 16). 
The aim of this study was to evaluate the clinical presentation and disease severity of 

children with different ethnic backgrounds, who attend the PED with meningeal signs. 
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MATERIALS EN METHODS 
Patients 
Data were used from a diagnostic study on the presence or absence of bacterial meningitis in 

children presenting the PED with meningeal signs (15,16). In brief, patients between 1 month 

and 15 years, who attended the PED ofthe Sophia Children's Hospital between 1988 and 2000 

with meningeal signs, were included. The Sophia Children's Hospital is a University hospital 

with 24 hours consultancy service. It is situated in an urban setting of which a large part of the 

population belongs to one of the ethnic minorities groups. 

Since 1988, a problem-oriented patient classification system has been applied at the 
outpatient department and emergency department of the Sophia Children's Hospital. Every 

presenting medical problem is characterised in a matrix by an internal organ system or disease 

entity, and by a complaint or symptom, abnormal laboratory result, or presumed diagnosis 

(17). For each patient the main medical problem is prospectively coded and eventually linked 

to a final diagnosis according to the international classification of diseases (ICD9). The medical 

problem 'meningeal signs' was applied to children referred by a general practitioner for 

(suspected) signs of meningeal irritation or to (self-referred) children who had neckstiffness in 

the anamnesis or in whom the paediatrician assessed signs of meningeal irritation (for further 

details see Oostenbrink et al. (16). 

Data and definitions 

The following data were obtained from standardised medical records: demographics (i.e. 
gender, age, social-economic status (SES), type of insurance and referred by general 

practitioner or not), clinical presentation (symptoms from patient's history and signs from 

physical examination), final diagnosis and hospitalisation. Documented symptoms from patient 

history were presence of fever (defined as a body-temperature>39 oc), duration of fever and 

duration of the main problem. Physical examination included presence of fever (39 °C), sick 
clinical impression by the paediatrician, signs of a lower respiratory tract infection (crepitations, 

dyspnoe) and state of consciousness {alert~ reaction to voice~ reaction to pain- no reaction) 

The final diagnoses according to the ICD-9, were categorised into self-limiting diseases and 

serious infections. Self~limiting diseases were defined as upper respiratory tract infections, non­

specified viral infections and myalgia. Serious infections included bacterial meningitis, viral or 

aseptic meningitis, pneumonia and other bacterial infections (e.g. septicaemia and urinary tract 

infection). For further details reference is made to previous publications (15, 16). 

Ethnicity was determined by using the patient's surname. A Turkish, Moroccan, Hindu 

Surinamese and Creole Surinamese medical student and the Dutch researcher classified the 

names into Turkish, Arabic (Moroccan), Surinamese and Dutch. A group of undefined names 

were excluded from the analyses. SES was defined by the mean income after tax per year per 

citizen, using a pre-existing governmental index in which he ZIP~code area of a person 

corresponds with a mean income and the type of insurance (private/sick funds) (1 ). 
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Analyses 
Demographics, clinical presentation, hospitalisation and the final diagnosis were compared 
between Dutch children and children from ethnic minority groups. Subsequently, differences 

between the Dutch group and each ethnic minority group separately (Turkish, Moroccan, 

Surinamese) were analysed. For both purposes, the chi-square test was used for categorical 

variables, and the student's T-test or the Kruskai-Wallis-test for continuous variables with a 

normal or non-norma[ distribution, respectively. A p-value of < 0.05 was considered to be 

statistically significant. Additionally, the associations between ethnicity and hospital admission 

and ethnicity and serious infection were evaluated. The crude odds ratio (OR) was estimated 
by using univariable logistic regression with a 95% confidence interval (95% Cl) between 

ethnicity and both outcomes. Multivariable logistic regression analysis was applied to adjust for 

confounding factors (age, gender, SES and referral status). Ethnicity was included as three 

indicator variables (Turkish, Moroccan, and Surinamese) with the Dutch as the reference 

group. 

RESUlTS 

Four hundred and thirty two patients visited the PED of the Sophia Children's hospital with 
meningeal signs. The median age was 2.4 years (interquartile range 0.7- 5.3 years) and 273 

(63%) were males. Two hundred and forty nine (58%) were Dutch and 183 (42%) belonged to 

one of the ethnic minority groups: 31 (7%) Turkish, 44 (10%) Moroccan, 43 (10%) Surinamese 
and 65 (15%) others/non-defined. The latter group was excluded from further analyses. 

Table 1 presents data on demographics and clinical presentation according to ethnicity. 
The median age ranged from 0.6 years in the Turkish group and 2.9 years in the Dutch group. 

No differences in referral status were observed. Children from ethnic minority groups more 

frequently had parents with a low SES compared to the Dutch children. There were no 

differences in clinical presentation between the Dutch children and the ethnic minority children. 

Table 2 showed no major differences in the number of hospitalisations between the 

groups, whereas differences in frequencies of serious infections were statistica!ly significant. 

Moroccan children had more serious infections, compared to the Dutch. This is mainly 

explained by more pneumonia in the group of Moroccan children (21% versus 6%). Turkish 
children had more frequently a self-limiting disease. The crude OR for a serious infection was 

for the Turkish 0.43 (95%CI 0.19-0.98); alter adjustment for confounding factors this was 0.46 

(95%CI 0.19-1.08) (table 3). Moroccan children had more frequently a serious infection (OR 

2.27, 95%CI 1.14-4.48) compared to the Dutch children, even alter adjustment for confounding 

factors (OR 2.68, 95%CI1.25-5.74). 
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Table 1: Demographics and clinical presentation according to ethnicity in children with meningeal signs at a paediatric emergency department (n=367). 

Dutch Ethnic minorities 
(all) Turkish Moroccan Surinamese 

% (n=249) % (n=118) % (n=31) % (n=44) % (n=43) 
Patient demographics 
age 2.9 (0.8-5.7) 1.3 (0.6-4.5) 0.6 (0.3-2.8)' 1.2 (0.6-3.5) 2.3 (0.8-5.9) 
gender (male) 64% (160) 64% (76) 55% (17) 66% (29) 70% (30) 
Referred 89% (209) 86% (96) 80% (24) 86% (37) 89% (35) 
SES Private Insurance 50% (125) 13% (15)' 19% (6)' 9% (4)' 12% (5)' 

Income (€ I person I year) • • • ' 
low 14% (34) 60% (110) 68% (21) 75% (33) 65% (28) 
Medium 41% (102) 24% (43) 23% (7) 18% (8) 21% (9) 
High 45% (112) 16% (30) 19% (3) 7% (3) 14% (6) 

Patient's history: 
fever(> 39' C) 69% (165) 67% (75) 52% (15)' 71% (30) 73% (30) 
duration fever (days) 1 (1-1) 1 (1-1) 1 (1-1) 1 (1-1) 1 (0-1) 
duration main problem (days) 1 (1-2) 1 (1-2.25) 1 (0.5-2) 1 (1-3) 1 (1-2) 

Physical examination: 
sick clinical impression 71% (154) 80% (114) 73% (19) 77% (26) 92% (33)' 
disturbed consciousness 26% (51) 22% (26) 10% (3) 23% (10) 30% (13) 
fever (>39' C) 48% (120) 65% (75)' 68% (21 )' 66% (29)' 63% (27) 

Proportional variables are represented In percentages with actual number between parentheses. 
Continuous variables are presented by median with 25%~75% range between parentheses. 
SES ~ socio-economic status 
*p-value =< 0.05 ethnlclty group compared to the Dutch 
# based on patients period 1988-1998 



Table 2: Disease severity and final diagnosis according to ethnicity in children with meningeal signs at a Paediatric Emergency Department (n=367} 

Dutch Ethnic minorities 
(all} Turkish Moroccan Surinamese 

Final diagnosis: 
serious infection 49% (121) 53% (62) 29% (8)' 68% (30)' 54% (23) 

bacterial meningitis 25% (62) 22% (26) 10% (3) 21% (9) 33% (14) 
viral meningitis 16% (40) 15% (18) 13% (4) 18% (8) 14% (6) 
pneumonia 6% (14) 11% (13) 7% (2) 21% (9)' 5% (2) 
other bacterial infection. 2% (5) 4% (5) 0 9% (4)' 2% (1) 

self limiting disease 51% (128) 47% (56) 71% (22) 32% (14) 48% (20) 
Proportional variables are represented in percentages with actual number between parentheses. 
* p-value <0.05 ethnicity group compared to the Dutch 

Table 3: Crude and adjusted Odds Ratio's (OR} for hospital admission and serious infections (n=367) 
_, __ , __ ,_ ,..., __ , _,, ____ ,_ 

Hospital Au••u:.;;.•v•• Final diagnosis 
Serious Infections 

Crude OR Adjusted OR Crude OR Adjusted 
(95%CI) (95%CI)• (95%CI) (95%CI)' 

Dutch 1.0 1.0 1.0 1.0 
Turkish 0.70 (0.30-1.47) 0.77 (0.34-1.74) 0.43 (0.19-0.98) 0.46 (0.19-1.08) 
Moroccan 1.60 (0.80-3.14) 1.77 (0.83-3. 78) 2.27 (1.14-4.48) 2.52 (1.19-5.33) 
Surinamese 1.70 (0.85-3.44) 0.93 (0.88-4.25) 1.22(0.64-2.33) 1.15(0.56-1.43) 

*Adjusted for socio-economic status, age, gender, type of referral. 
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DISCUSSION 

In this study we aimed to evaluate the clinical presentation and disease severity of meningeal 

signs in different ethnic groups of children. We showed that clinical presentation and frequency 
of hospital admission between the Dutch children and children of ethnic minority groups 

presenting with meningeal signs did not differ. Interestingly, the final diagnosis of these groups 

showed some contrasting results: Turkish children had more often a self-limiting disease and 

Moroccan more often a serious infection, like pneumonia. 

Differences in the final diagnosis are probably due to other presenting symptoms that 
make an admission necessary. Also the younger age of the Turkish children can be an 

explanation. In younger children, signs of meningitis are less specific and therefore less 

discriminative between a milder infection and a serious infection. Moroccan children had more 

frequently pneumonia compared to Dutch children. Pneumonia can easily mimic meningeal 

signs by pleural irritation. 
In contrast to our findings, differences in clinical presentation could have been expected. 

Ethnicity is mentioned as a determinant of non-urgent visits to emergency departments (13). 
Moreover, differences in disease severity of infectious problems presented to the PED between 

ethnic minorities and Dutch children have been described, suggesting differences in 

helpseeking behaviour (14). However, this study includes children with a very specific 

presenting symptom. Most children (80-89%) were referred by a general practitioner, leading to 
a selection of patients. 

Several studies suggest that language barriers play an important role in access to 

healthcare and health-outcomes (18-20). language barriers between patients and physicians 

can lead to a higher rate of resource utilisation for diagnostics, increased visit time at an 

emergency department and unsatisfactory consultations due to misunderstanding (21-24). 

Therefore, we could expect general practitioners to refer non-Dutch children in an earlier phase 

to a paediatrician than Dutch children, due to communication problems. However, the results of 

this study do not support this hypothesis. 

To appreciate the results, some limitations need to be discussed. Since the numbers of 
patients of ethnic minorities are rather small, conclusions should be drawn with caution. 

Although we used the most relevant clinical data (symptoms and signs), the number of different 

data was rather small. It could be that other clinical symptoms, which were not studied in this 

paper, could explain the difference in the number of hospital admissions. Another limitation is 

the determination of ethnicity. The best way to determine ethnicity is by native country of a child 

and both parents and by 'self identity' (25,26). These data, however, were not available in our 

study. The method of using family names where native countries are not available, is 

suggested as a good alternative (27 -29). Finally, SES was defined by the mean income per 

zip-code area of the patients and the insurance status. We recognise that the real income and 

SES of the patients is not exactly the mean income defined by postal code area. Parental mean 

income, educational level and professional status are mostly used (30). However, if detailed 

information is lacking, this is a good alternative method. Finally, other residual confounding 

factors, like crowding, exposition to pathogens, housing and prenatal factors were not taken 
into account in this study, and may have played a role. 
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In conclusion, we did not find differences in clinical presentation between children of 

different ethnic groups who attended a PED with meningeal signs. However, Moroccan children 

more often had a serious infection compared to Dutch children and Turkish more often a self­

limiting disease. 
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Chapter 2.4 

SUMMARY 

Aim: Describe the relation between socio-economic status and healthproblems presented at a 

paediatric outpatient department of a University hospital. Methods: Patients, aged 0-15 years 
presenting the outpatient department of the Sophia Children's Hospital in Rotterdam, with a 

new paediatric medica! problem were included. A questionnaire was administered to obtain 

background characteristics. Muitivariable logistic regression analyses were performed to 

assess the relation between socio-economic status and the presented medical problems. 

Educational level of the mother and the mean family income were used as socio-economic 

indicators. Odds ratios were adjusted for age, sex and ethnicity. Results: A larger part of the 
children from families with low socio-economic status presented with gastro-intestinal 

problems. Children from families with low income lever less frequently presented endocrine 

problems compared to children from families with a high income level (OR 0.55, 95%CI 0.33-

0.87). Patients with mothers with a low educational level were more likely to present with 
respiratory problems (OR 2.4, 95%CI 1.02-5.8). Conclusion: This study showed small socio­

economic differences in presented healthproblems at a paediatric outpatient department. 

Information on gastro-intestinal and respiratory problems for parents with low socio-economic 
status might optimise the care for these children. 
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INTRODUCTION 

Socio-economic differences in children regarding mortality as well as morbidity data have been 
described and in most countries these differences seem to persist rather than diminish (1-5). A 
large study performed in the Nordic countries found more reported ill health by parents of 
children and adolescents in the lower socio-economic groups (1 ). Higher prevalences of 
psychosocial problems, obesity, epilepsy and intellectual disabilities have been observed in 
groups of children of families with low levels of socio-economic status (3). Most recent 
published studies showed that asthma is more prevalent in children from lower socio-economic 

backgrounds (6-9). The prevalence of severe asthma and the frequency of hospital admissions 
for asthma are significantly higher in the low socio-economic groups compared to the higher 
groups (6-8, 1 0). 

Studies on the association between socio-economic status and the use of healthcare 

show some conflicting results. Where Cooper et al did not find any differences, several other 
studies described differences in use of medication, antibiotics, general practitioner 

consultations, outpatient visits and the duration of hospitalisation days (2-4,11-14). Children 
from lower socio-economic groups consult general practitioners more frequently, especially for 

infections, asthma and injuries (12,15). This study aims to describe the relation between socio­
economic status and healthproblems presented at a paediatric outpatient department of a 
University Medical Centre. 

PATIENTS AND METHODS 

The study was conducted at the outpatient department of general paediatrics of the Sophia 
Children's University Hospital in Rotterdam. This hospital is located in the inner city of 
Rotterdam, a large city in the Netherlands. Of all patients visiting the outpatient department, 
40% lives in the city of Rotterdam (16). Rotterdam consists of a multicultural and multi-socio­

economic population. 

The outpatient department of general paediatrics provides especially secondary care. The 
healthcare system is based on a refenral system where the general practitioner acts as a 
gatekeeper. General practitioners or other specialists refer patients to the outpatient 
department. Consultations are during office hours and made by appointment. 

Consecutive patients aged from 0 to 15 years, visiting the outpatient department between 
February 2000 and February 2001 with a new paediatric problem were eligible for this study. 
After informed consent, a standardised questionnaire was administered to the parents by a 
researcher prior or after seeing the paediatric residents. The questionnaire was a!so translated 

in English, French, Turkish and Arabic and filled in by parents in case of language barriers. The 
Institutional Review Board ofthe University Hospital Rotterdam approved this study. 
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Data collection 
Background characteristics, performed initial diagnostic tests and follow-up appointments were 
obtained from the Hospital Information System. Background characteristics included age and 
gender of the child and type of health insurance (Dutch National Health Insurance Fund or 
private insurance). The presented healthproblem was classified according to a problem 
oriented patient classification system (17). In this system, medical problems presented at the 
outpatient department are coded and characterised in a matrix by an internal organ system or 
disease entity, and by either a complaint or symptom, abnormal laboratory result or (presumed) 
diagnosis. 

The standardised questionnaire included information on family background socio­

demographics, duration of the medical complaint, the child's health as perceived by the parents 
(bad, moderate, fair, or good) and the use of alternative medication. Family background 
characteristics were number of household members, the net household income, educational 

level of the mother and country of birth of both parents. 

Definitions 

The household equivalent income and the educational level of the mother were used as 
indicators of socio-economic status. The household equivalent income was derived by the net 

income of both parents divided by the number of household members to the power 0.36 (n °·36
) 

(18). Subsequently, the household equivalent income was divided into three categories (low, 
middle and high-income level) with an approximately equal number of patients in each 
category. 

Educational level was measured as the highest level of completed education of the 
mother. We distinguished 4 categories: primary school or less, secondary school at a low level, 
secondary school at a high level, and post-secondary level (college/ university). 

Ethnicity of the child was defined by the parents' country of birth. If one of the parents was 
born outside the Netherlands, the ethnicity was classified according to this country. In case 
both parents were born outside the Netherlands but not in the same country, mothe~s country 
of birth was chosen. 

The presented problems were classified according to the problem oriented patient 
classification-system. The 6 most frequently presented disease-entities or organ systems at the 
outpatient department, including infectious problems, gastro-intestinal problems, endocrine 
problems, respiratory problems, neurological problems and complaints of pain, were analysed. 

Analyses 

Differences in background characteristics, initial diagnostic tests and follow-up data between 
the different levels of both socio-economic indicators were analysed by the chi-square test and 
student's !-test. A p-value of 0.05 or less was considered as statistically significant. 
Multivariable logistic regression analyses were performed to study the association between 
both categorical socio-economic indicators (educational level of the mother and income level) 
and the presented problems at the outpatient department according to disease-entity or organ 
system. The six most frequently presented organ systems or disease-entities were used as the 
outcome variables. These variables were dichotomised into the presence and the absence of 
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the presented problem by disease-entity or organs system. We also evaluated the association 
between both socio-economic indicators and the healthstatus of the child perceived by the 
parents (bad/moderate vs. fair/ good). The highest income level and educational level were 
used as reference groups. In all analyses. we adjusted for age, gender, and ethnicity of the 
child. 

Some of the following data were missing: educational level of the mother, child's 
healthstatus as perceived by the parents (less than 2%) and mean income (6%). To complete 
these data we used a single imputation technique as implemented in SPSS version 8.0 
(missing value analyses). Imputation techniques were used to reduce bias and aimed to 
increase statistical efficiency (19). 

RESULTS 

Of all eligible patients (1281), 1103 parents filled in the questionnaire. There were no 
differences in background characteristics, like age, gender and type of insurance between the 
participants and non-participants. The median age of the participating children (25th-75th 
percentile) was 4.9 years (1.6-8.8) and 47% were males. Of all these children, 42% lived in 
Rotterdam. Of all mothers, 10% had completed no education or only primary school, 35% 
secondary school at low level, 35% secondary school at high level and 20% post secondary 

school. 
The median age of the children decreased with higher levels of both socio-economic 

indicators (table 1 ). Children from families with the lowest levels of socio-economic status lived 
more in the city of Rotterdam and belonged more often to one of the ethnic minority groups 
(non-Dutch). Parents with lower income levels reported more frequently to qualify their child's 
health as moderate to bad (14% versus 8%) and to use less frequently alternative medicine 
compared to parents with a higher income (32% versus 48% ). There were no differences in the 

frequency and type of initial diagnostic tests and number of follow-up appointments between 
the high and lower levels of both socio-economic indicators. 

Table 2 shows the results of the multivariable logistic regression analyses. Children of 
parents with a low and medium income level were more likely to visit with a gastro-intestinal 
problem compared to children with a high income level (OR 1.6, 95%CI 1.04-2.5 and OR 1.7, 
95%CI 1.1-2.6, respectively). A larger part of the children with a low educated mother 
presented with gastro-intestinal problems, although not significant (OR 2.0, 95%CI 1.0-4.1). 
Endocrine problems, like short and tall stature, were less frequently presented by patients with 
a low income level (OR 0.55, 95%CI 0.33-0.91) and a medium income level (OR 0.54, 95%CI 
0.33-0.87) compared to all other problems. Among the lowest educated mothers, a larger part 
of the patients presented with respiratory complaints (OR 2.4, 95%CI 1.02-5.8) compared to 
the group with the highest educational level. Complaints of pain were associated with lower 
income levels but not with lower educational levels. Infection related problems and neurological 
problems showed no association with the socio-economic indicators. 
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Parents with a low and medium income level were significantly more likely to perceive 

their child's health as moderate to bad compared to parents with a high-income level (OR 1.89, 

95% 1.1-3.1 and OR 1.79, 95%CI 1.1-2.9, respectively}. There was no clear association 

between perceived health and educational level. 

Table 1: Frequencies of background characteristics and follow-up data per educational level of the mother 

and per income level of children visiting the outpatient department between Feb. 2000 and 2001 

(percentages and numbers between brackets unless stated otherwise 0
) (n=11 03) 

Background characteristics 

SES indicators (n) 
Educational/eve/ mother 
post secondary level (222) 
secondary school high (391) 
secondary school low (380) 
primary school or tess (1 09) 

Household equivalent income 
high (377) 
medium (361) 
low (365) 

Follow-up 

SES indicators (n) 

Educational level mother 
post secondary level (222) 
secondary school high (391) 
secondary school low (380) 
primary school or less (109) 

Household equivalent income 
high (377) 
medium (363) 
low (365) 

SES indicators (n) 
Educational/eve/ mother 
post secondary level (222) 
secondary school high (391) 
secondary school low (380) 
primary school or less (109) 

Household equivalent income 
high (377) 
medium (363) 
low (365) 

Gender 
Malet 

% (n) 

57 (127) 
48 (189) 
53 (200} 
60 (65) 

49 (185) 
49 (178) 
44 (159) 

Outpatient check-
up 

% (n) 

33 (72) 
34 (131) 
35 (132) 
39 (42} 

64 (241) 
68 (246} 
66 (239} 

Use alternative 
medicatiorf 

% (n) 

48 (107) 
44 (180) 
38 (143} 
22 (24) 

48 (179) 
44 (160) 
32 (116) 

" Median with 25th and 75th percentile between brackets 

Median age 
(yearsl 

3.8 (1-8.2) 
5.1 (1.7-8.8) 
5.1 (2-9) 
5.7 (2.2-9) 

42 (1-8.8) 
5.1 (2.3-8.8) 
5.5 (2-8.8) 

Diagnostics 
Laboratory 

% (n) 

32 (71) 
36 (139) 
33 (126} 
34 (37) 

33 (124) 
33 (118) 
36 (132) 

Healthstatus 
Fairlbaif 

% (n) 

11 (24) 
12 (46) 
12 (44) 
14 (15) 

8 (25) 
13 (48) 
14 (52) 

t p<0.05 for educational level mother :t: p<0.05 for income level 
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Non-Dutch 

% (n) 

27 (60) 
32 (125) 
34 (129) 
89 (97) 

25 (94) 
27 (97) 
61 (223) 

Diagnostics 
Radiology 

% (n) 

23 (51) 
29 (114) 
26 (1 00} 
25 (27) 

27 (104} 
26 (95) 
26 (95) 

Residence in 
Rotterdam'~"+ 

% (n) 

42 (94) 
32 (123) 
39 (148} 
89 (97) 

32 (120) 
29 (105) 
65 (238) 
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Table 2: Associations between socio-economic factors (educational level mother and mean adjusted family 

income) and presented health problems according to disease entity or organ system in a population of 

children visiting the outpatient department between Feb. 2000 and 2001 (n=11 03) 

Educational level mother 
post secondary level 
secondary school high 
secondary school low 
primary school or less 

Household equivalent 
Income 
high 
medium 
low 

Educational level mother 
post secondary level 
secondary school high 
secondary school low 
primary school or less 

Household equivalent 
income 
high 
medium 
low 

DISCUSSION 

Infections (n-149) Gastro-intestinal Respiratory (n=100) 
(n=186) 

OR (95%CI) OR (95%CI) OR (95%CI) 

1 
0.91 (0.56-1.47) 
0.76 (0.46-1.25) 
0.61 (0.26-1.41) 

1 
0.73 (0.46-1.13) 
0.89 (0.56-1.42) 

Endocrinological 
(n=125) 
OR (95%CI) 

1 
0.74 (0.43-1.26) 
0.54 (0.31-0.95) 
0.92 (0.38-2.25) 

1 
0.54 (0.33-0.87) 
0.55 (0.33-0.91) 

1 
1.46 (0.91-2.34) 
1.25 (0.77-2.02) 
2.00 (0.98-4.13) 

1 
1.71 (1.14-2.55) 
1.60 (1.04-2.47) 

Neurology (n=115) 

OR(95%CI) 

1 
1.26 (0.70-2.26) 
1.65 (0.93-2.92) 
1.89 (0.76-4.68) 

1 
1.08 (0.67-1.76) 
1.34 (0.81-2.20) 

1 
1.20 (0.64-2.24) 
1.58 (0.85-2.91) 
2.44 (1.02-5.83) 

1 
1.12 (0.68-1.82) 
0.70 (0.40-1.25) 

Pain syndromes 
(n=186) 
OR (95%CI) 

1 
1.38 (0.77-2.48) 
1.10 (0.61-2.02) 
1.10 (0.45-2.70) 

1 
1.82 (1.10-3.0) 
1.64 (0.97-2.78) 

This study investigated relation between socio-economic status and presenting medical 
problems in children at the outpatient department of the Sophia Children's Hospital. A larger 
part of the children from families with low-income levels and from mothers with a low 
educational level presented with gastro-intestinal problems and a smaller part with endocrine 
problems. Low educational level was also associated with more respiratory problems and low­
income levels with more complaints of pain and a low perceived healthstatus. 

Several healthproblems and diseases, such as asthma, obesity, psychosocial problems 
and developmental delay are known to be more common in children from lower socio-economic 

classes (3,6,8,20). For some healthproblems this can partly be explained by differences in 
lifestyle factors, such as dietary habits, smoking, housing, and care-seeking pattern (3,4, 12,21 ). 

In accordance with several other studies, mothe(s educational level and the family 
income were used as indicators of socio-economic status. Occupational class was not 

measured in our study. Although related, educational level indicates the more social-cultural 
aspect of socio-economic status (lifestyle, attitudes, knowledge) and family income more the 
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material aspects (22). In the Nordic countries, educational level of mother was a more 

important determinant of healthcare utilisation than was the financial situation of the families 

(14). In our study, the socio-economic indicators showed different relations to the health 

outcomes measured, suggesting different influences on these outcomes. In attempting to 

explain these socio-economic differences in presenting healthproblems, several factors are of 

importance. It could be that specific healthproblems exist more often in families with low socio­

economic status, due to a higher prevalence of risk factors. Furthermore, several patient-bound 

and general practitioner-bound factors might infiuence the need for referral to the secondary 
care. 

For example, a larger part of the children with a low socio~economic status presented the 

outpatient department with gastro-intestinal problems, like abdominal pain and constipation. 

These are most often long-lasting problems, in which dietary habits play a role in the aetiology 
as well as in the treatment. An explanation is that either the prevalence of these problems are 

more common in these groups of children, the helpseeking behaviour among these parents 

differ, or the treatment by the general practitioner is not sufficient enough, which lead to 

referrals to the paediatric outpatient department. In all cases, it is necessary to pay extra 
attention regarding information on a healthy diet pattern. 

Respiratory problems, most often asthma related, were associated with the educational 
level of mother, however not with income. Although the literature is not univocal, most recent 

studies showed that the prevalence of asthma, especially severe asthma, is higher in low 

socio-economic groups of children (6-8.1 0). General practitioners are also more frequently 
visited for asthma by low socio~economic groups (12). An explanation for this phenomenon 

could be that the severity of asthma is influenced by a higher prevalence of provoking factors, 

such as smoking and allergen exposure, and by therapy compliance in these groups. General 

practitioners could refer patients from lower socio-economic groups more frequently, because 

the respiratory problems are more common or more severe. It could also be that treatment fails 

due to minimal understanding of the therapy for asthma by parents. Except for fewer 
outpatients follow-up appointments for children of lower educated mothers, there were no 

differences in performed diagnostic tests. Differences in helpseeking behaviour or non­

compliance of the treatment for this chronic complaint might explain these differences, rather 

than the severity of the problem. 

Endocrine problems seem to be less important in low socio-economic groups. These 

problems included mainly short and tall stature and obesity. For children presenting with short 

and tall stature. most common no underlying medical problem can be found. Possibly. parents 

with higher education experience short and tall stature more as a problem, are more aware of 

the possible underlying causes or are better informed about the possible treatment. The 

prevalence of obesity in the general populations of several countries is higher in children with 
low socio-economic status (20). Unfortunately, the number of children with obesity in our study 

was too small to analyse. 
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This study showed that socio-economic differences in healthproblems observed in the general 

population are also partly presented in a population of children referred by general practitioners 

to a paediatric outpatient department of a university children's hospital. These relatively socio­

economic differences in this population could be extrapolated to other hospitals in large cities 

within Europe. 

In conclusion, this study showed that small socio~economic differences exist in presented 

healthproblems at a paediatric outpatient department. Information about lifestyle factors and 

treatment related to gastro-intestinal and respiratory complaints for parents from low socio­

economic backgrounds could optimise the care for these children. 
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ABSTRACT 

Aim: The purpose of this study was to evaluate general characteristics and presented health 

problems associated with non-urgent visits at a paediatric emergency department (PED). 

Methods: A questionnaire was administered to parents of patients aged between 0 and 15 

years, who visited the paediatric emergency department of the Sophia Children's Hospital in 

Rotterdam in the Netherlands in a 3-month period. The visit was classified as emergent, urgent 

or non-urgent based on the combination of the ICD9 diagnosis with the differential diagnosis 

after patient history and physical examination, and performed diagnostics. Univariable and 

multivariable logistic regression analyses were performed to identify determinants of non­

urgent visits compared to urgent visits. Results: One third of all emergency visits were 

classified as non-urgent. Characteristics associated with non-urgent visits compared to urgent 
visits were self-referral (OR 2.6, 95%CI 1.5-4.7), not currently receiving treatment for a disease 

by a paediatrician in this hospital (OR 2.5, 95%CI 1.3-5.0), insurance by the Dutch National 

Health Insurance Fund (OR 2.3, 95%CI 1.3-4.4) and low educational level of the mother (OR 

2.5, 95%CI 1.0-6.6). Infectious and gastro-intestinal problems were most likely to be non-urgent 

(OR 4.5, 95%CI 2.0-9.9 and 6.0, 95%CI 2.2-16, respectively) compared to all other problems. 

Conclusion: Several patient and family characteristics and presented healthproblems were 

found to be associated with non-urgent visits to a PED in a referral system and may serve as 

targets for preventive strategies. Extra information for parents on infectious diseases, gastro~ 

intestinal problems and use of health care may optimise parental conceptions and attitudes 

towards these subjects and may contribute to a decrease of non-urgent visits. 
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INTRODUCTION 
Emergency departments experience an increasing number of non-urgent visits and thus 

unwillingly become a place of regular care. Despite the fact that emergency departments are 
intended for acute problems, about 40-50% of all visits is non-urgent (1-4). At paediatric 
emergency departments (PED's) this percentage varies between 29 to 72% (5-8). High 
numbers of non-urgent visits invoke long waiting times and high workload with unnecessary 
high costs. The increase of non-urgent visits is mainly caused by the increase of self-referred 

patients. However, other patient characteristics such as low social-economic factors, ethnic 

background, single parent family, rural region and low perceived health status are associated 
with non-urgent visits too (5,8-11 ). 

Most studies on non-urgent visits have been performed in the United States and are not 
completely applicable to Europe (5,9,10). In the Netherlands, as well as in several other 
European countries, the healthcare system is based on a 'referral system', in which the general 
practitioner acts as a gatekeeper to the medical specialist (12). Emergency departments 
provide secondary and tertiary acute care for which patients require a referral from the general 
practitioner (or another physician). However, some patients bypass the general practitioner and 
visit the emergency department on their own initiative. 

The aim of this study was to evaluate patient and family characteristics and presented 
health problems associated with non-urgent visits at a PED in a medical system based on 
referral. Insights into these factors may contribute to the development of a strategy to diminish 

or prevent such non-urgent visits. 

PATIENTS AND METHODS 

Patients 
The PED of the Sophia Children's University Hospital in Rotterdam is located in an urban 
setting with a multi-socio-economic and multi-ethnic popula~on. It is open 24 hours a day, 
providing 90% basic paediatric care and 10% top-clinical care. Yearly, approximately 4500 
patients with a paediatric problem (excluding surgical patients, including follow-up 
consultations) visit the PED. A referral from a general practitioner or other physician is formally 
required but the physicians in the PED also see self-referred patients. 

Consecutive pa~ents, aged from 0 to 15 years, attending the PED with a general 
paediatric problem, were eligible for this study. Excluded were patients with oncology diseases 
and metabolic diseases. The study was approved by the Institutional Review Board of the 
University Hospital Rotterdam and was conducted in a 3-month period between September and 
December 1999. After informed consent, a questionnaire was administered by the researcher 

or one of the PED nurses, at the PED. Questionnaires were available in Dutch, Turkish, Arabic, 

English and French and used in case of language barriers. 
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Data collection 
The standardised questionnaire contained questions regarding family characteristics: family 

structure, mean family income, educational level, employment level and country of birth of both 

parents. Ethnicity of the child was defined by both parents' country of birth. A child was 

classified for example, as Turkish if at least one of the parents was born in Turkey. If both 

parents were born in different countries outside the Netherlands, the mother's country of birth 

was chosen. 

General characteristics including age, gender, place of residence and type of health 

insurance and medical consumption including performed laboratory diagnostics, X-rays and 

follow-up appointments were obtained by the hospital information system. The presented 

problem was derived from a problem-oriented patient classification system (13). In this system 
every medical problem presented at the paediatric emergency department is coded and 

characterised in a matrix by an internal organ system or disease entity, and by either a 

complaint or symptom, abnormal laboratory result or (presumed) diagnosis. The five most 

frequent presented disease-entities or organ-systems at the PED were selected and compared 

to all other problems. 
The following items of the medical record were obtained: referral status (referred by a 

general practitioner or other physician or self-referred), treatment receiving treatment for a 

disease in this hospital, the time of the visit (during or outside office hours), and the urgency of 

the visit (emergent, urgent or non-urgent). Patients, who asked medical services without a 

referral from a general practitioner or other physician, were classified as self-referred. Patients, 

who received treatment by one of the paediatricians in the hospital for a specific disease and 

were permitted to visit the PED after a consultation by telephone with their paediatrician. were 

included in the group of referred patients. 

Definition of urgency 
To define the urgency (emergent, urgent or non-urgent) of the visit, we used a combination of 

1.the final diagnosis according to the International Classification of Diseases (ICD-9), 2. the 
differential diagnosis after patient history and physical examination and 3. performed 

diagnostics at the PED, according to Sharma et al (5). 

Emergent visit The patient has a (suspected) diagnosis that is life threatening, or a 

potential critical condition, which could worsen if not treated promptly. These included 

diagnoses such as meningitis, sepsis, cardiac arrest, intussusception, coma, dehydration of 

more than 10% and near drowning. 

Urgent visit A visit with a (suspected) diagnosis that is not immediately life 
threatening, but which if left untreated, may progress to an emergent condition. Patients in this 

category may require examination or ancillary data to rule out conditions, which left untreated 

within 24 hours may lead to a worse outcome. Patients with a pneumonia, acute bronchiolitis, 

urinary tract infection, febrile seizures, intoxication, bleeding by haemophilia, asthma 

exacerbation, or mildly dehydration were included. Also patients where diagnostic evaluation 

(laboratory or radiology), was necessary to rule out one of these conditions, were classified as 
urgent. 
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Non-urgent visit A visit in which a diagnosis was established that could have been 

managed in a primary care setting without harming the patient. Examples are viral upper 

respiratory infection, constipation, impetigo, impacted cerumen and viral gastro-enteritis without 
signs of dehydration. 

For example, a child presented with cough and fever. that needed laboratory tests and an 

X-ray, after which a viral upper airway infection was established, was defined as an urgent visit. 

An upper airway infection diagnosed after physical examination and without performing further 
diagnostics, was classified as a non-urgent visit. 

The urgency was detenmined independently from the type of referral. Two separate 
physicians classified all visits. Disagreements were discussed between the 2 physicians to 
reach consensus. 

Analyses 

Differences in frequencies of non-urgent compared to urgent visits in relation to patient and 

family characteristics and presented health problems were analysed by the chi-square test. A p­

value of 0.05 or less was considered as statistically significant. The emergent visits were 
included in the category of urgent visits. Univariable and multivariable logistic regression 

analyses were performed to assess characteristics and presented problems associated with 

non-urgent visits compared to urgent visits. All potentially relevant covariables were included in 

the multivariable model to account for all associations between the covariables when assessing 

the relationship of individual covariables with the frequency of a non-urgent visit compared to 
an urgent visit. The following patient characteristics were included in the model: age, gender, 

ethnicity, place of residence (in or outside Rotterdam), type of referral, currently receiving 

treatment for a disease in this hospital and time of the visit (during or outside office hours). 

Family characteristics were mean family income, family structure (one or two parents), type of 
insurance, mother's educational level and parental employment level. Ethnicity, mean family 

income and presented problems were included as categorical variables. The mean family 

income was adjusted by the household size and subsequently divided in three categories with 

an approximate equal number of patients (14). The continuous variable age was included as a 
linear term. Finally, determinants of 'self-referred non-urgent visits' compared to all other visits 

(referred and 'self-referred urgent') were assessed by multivariable logistic regression 

analyses. 

RESULTS 

Of all 512 eligible patients, 424 were asked to participate and 350 (83% of the asked patients) 

parents completed the questionnaire. The participants differed in some aspects from the group 

of non-participants. Non-participants lived more often in the neighbourhood of the hospital, 

belonged more often to an ethnic minority group according to their surname, were more often 

self-referred and had more often a non-urgent visit. 
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Table 1: Frequencies of non-urgent visits in relation to patient characteristics, family characteristics and 

presented health problems presented at the PED of the Sophia Children's Hospital Rotterdam between 

September and December 1999 (according to disease-entity or organ system) (n=350) 

Patient characteristics 
age"' < 1 year 

> 1 year 

gender female 
male 

residence'" Rotterdam 
outside Rotterdam 

receiving treatment for a disease* yes 
no 

referral* general practitioner/ physician 
self-referred 

time during office hours 
outside office hours 

ethnicity'" Dutch 
Turkish 
Moroccan 
Surinamese 
Others 

Family characteristics 
insurance* private 

Dutch National Health Insurance Fund 

mean family income low 
middle 
high 

employment level unemployed 
employed 

educational level mother* low 
high 

family structure two parents 
single parent 

Disease-entitieslorgansystems* 
infectious problems 
gastro-intestinal problems 
respiratory problems 
neurologic problems 
general problems 
others 
total 

• p< 0.05 

76 

45% 
29% 

32% 
35% 

38% 
26% 

23% 
39% 

27% 
49% 

37% 
30% 

27% 
36% 
26% 
49% 
44% 

25% 
40% 

40% 
27% 
32% 

35% 
33% 

52% 
32% 

33% 
38% 

41% 
50% 
24% 
14% 
39% 
20% 
33% 

Non u ent 

47/105 
70/245 

66/204 
51/146 

83/220 
34/130 

22/95 
95/241 

65/243 
52/106 

56/184 
61/166 

48/175 
13/36 
9/35 
19/39 
25/57 

30/121 
87/220 

42/106 
39/106 
36/113 

27m 
90/270 

17/33 
100/317 

93/285 
24/63 

66/158 
17/35 
10/42 
4/28 
5/13 

15-74 
117/350 
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Of all participating patients, 58% was male and the median age was 2.3 years. Two-third of the 

patients (n=220) lived in Rotterdam and 28% currently received treatment for a disease by one 

of the paediatricians in this hospital. Of all visits, 33% (n=117) was classified as non-urgent, 

65% (n=219) urgent and 2% (n=6) emergent. A large part belonged to one of the ethnic 

minority groups: 9% was Turkish, 10% Moroccan, 11% Surinamese and 14% belonged to a 

mixed group of other ethnicities. The percentages of the Turkish, Moroccan and Surinamese 

children are comparable to the frequencies in the city or Rotterdam. Laboratory diagnostics 

were performed in 63% of the children, X-rays in 30% and 21% was hospitalised. 

Frequencies of non-urgent visits according to patient and family characteristics are 

presented in table 1. Patients who were younger than 1 year, with a Surinamese background, a 

low educational level of the mother, living in the neighbourhood of the hospital (in Rotterdam) 

or without current medical treatment for a disease in this hospital, had more often a non-urgent 

visit at the emergency department. Of all self-referred patients, 49% had a non-urgent, 50% an 

urgent and 1% an emergent visit. These frequencies were 27%, 71% and 2% in the group of 

the referred patients. 
Of the total number of visits for gastro-intestinal problems, 50% was non-urgent. This 

percentage was for infections 41% and for general problems 39%, respectively. (table 1). Most 
frequently presented specific problems of the group of non-urgent visits were "fever with cough 

or dyspnoe" (31%), 'fever with acute vomiting and /or diarrhoea" (10%), 'fever without a source" 

(9%), "abdominal pain or constipation" (9%) and "cough or dyspnoe without fever" (6%) (table 

2). These five acute medical problems formed two-third of all the non-urgent visits. 

Table 2: Top 5 of most frequently specific presented problems of non-urgent visits, compared to 

urgent/emergent visits at the PED of the Sophia Children's Hospital Rotterdam between September and 

December 1999 

specific presented problems Non-urgent urgent/emergent 

'fever and cough/dyspnoe' 36 31% 52 22% 

'fever and vomiting/ diarrhoea' 12 10%, 13 6% 

'fever without source' 10 9% 16 7% 

'abdominal pain or constipation' 11 9% 11 5% 

'cough or dyspnoe or wheezing' 7 6% 27 12% 

'others' 41 35% 114 48% 

total 117 100% 233 100% 

Table 3 shows patient and family characteristics and presented problems related to non-urgent 

visits at a PED by univariable and multivariable logistic regression analyses. Most important 
family characteristics related to non-urgent visits compared to urgent visits, were an insurance 

by the Dutch National Health Insurance Fund (OR 2.3, 95%CI 1.3-4.4 ), a low educational level 

of the mother (OR 2.5, 95%CI 1.0-6.5) and employment of one of the parents (OR 2.1, 95%CI 

1.0-4.7). Self-referred patients were more likely to visit with a non-urgent problem (OR 2.6, 

95%CI 1.5-4.7), compared to referred patients. The children's age, place of residence and the 
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time of the visit were not related with the urgency of the visit. Visits for infectious problems (OR 

4.5, 95%CI 2-9.9) and gastro-intestinal problems (OR 6.0, 95%CI 2.2-15.9) were more likely to 

be non-urgent compared to the group of all other visits. 

'Self-referred non-urgent' visits, in comparison to all other visits, were more frequently 

made by Turkish (OR 3.5, 95%CI 1.0-12) and Surinamese patients (OR 3.4, 95%CI 1.2-1 0) 

and more frequently made outside office hours (OR 5.0, 95%CI 2.0-1 O)(data not shown). 

Table 3: Determinants of non-urgent visits at the PED of the Sophia Children's Hospital Rotterdam by 

univariable and mu!tivariable logisf1c regression analyses 

Patient characteristics 
Age (years) 
Gender (male vs. female) 
Residence (in vs. outside Rotterdam) 
Receiving treatment for a disease 
Referral (self referred vs. referred) 
Time of visit (outside vs. during office hours) 
Ethnicity Dutch 

Turkish 
Moroccan 
Surinamese 
Others 

Family characteristics 
Insurance (Dutch NHIFt vs. private) 
Mean income low 

middle 
high 

Employment parents (yes vs. no) 
Educational level mother (low vs. high) 
Family structure (single parent vs. two parents) 

Disease entities or organ systems 
Infectious problems 
Gastro-intestinal problems 
Respiratory problems 
Neurologic problems 
General problems 
Others 

• p s 0.05 

# p > 0.05 and=< 0.1 

t NHJF National Health Insurance Fund 
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univariable 
OR (95%CI) 

1.0 1.0-1.0 
1.1 0.7-1.7 
1.6 0.9-2.6 
0.5 0.3-0.8 
2.5 1.6-5 
0.8 0.5-1.2 
1 

1.5 0.7-3.2 
0.9 1.4-2.1 
2.5 1.2-5.1 
2.1 1.1-3.8 

1.7 1.1-3.3 
1.3 0.8-2.3 
0.9 0.5-1.6 
1 

1.0 0.6-1.7 
2.3 1.1-4.8 
1.4 0.8-2.5 

1.9 1.2-2.9 
2.3 1.1-4.8 
2.3 0.3-1.3 
0.3 0.1-0.9 
1.3 0.4-3.9 

multivariable 
OR (95%CI) 

1.0 1.0-1.1 
1.2 0.7-2.1 
1 0.5-2.1 

0.4- 0.2-0.8 
2.6" 1.5-4.7 

1 0.6-1.7 
1 

1.0 0.4-2.8 
0.7 0.2-2.1 
1.9 0.8-4.5 
1.3 0.6-2.8 

2.3- 1.3-4.4 
0.8 0.4-1.8 
0.7 0.4-1.3 
1 

2.5# 1-6.6 
2.5# 1-6.6 
1.3 0.6-2.7 

4S 2.0-9.9 
6.o· 2.2-15.9 
1.6 0.6-4.4 

0.7# 0.2-2.6 
3.8 0.9-16.4 
1 
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DISCUSSION 

This study shows that one third of all visits at a PED at a University Hospital in a European 

referral system was non-urgent. Important factors associated with non-urgent visits were self­

referral, not receiving treatment for a disease by one of the paediatricians in this hospital, 

insurance by the Dutch National Health Insurance Fund, low educational level of the mother 

and employment of one of the parents. Non-urgent visits concerned especially infectious and 

gastro-intestinal problems. Two-third of all the non-urgent visits was covered by only 5 specific 

medical problems. 

Estimates on non-urgent visits in the literature vary between 29% and 72% due to 

different definitions of non-urgent visits and different populations and health care systems (1, 5-

8). In a 'referral system', where the general practitioner act as a gatekeeper to the specialist, 

27% of all referred children were classified as having a non-urgent problem, while 49% of the 

children who bypassed the general practitioner made a non-urgent visit. This means that by 

first visiting the general practitioner, a reduction of almost half of the non-urgent visits can be 

achieved. A study performed in America could not measure this reduction of non-urgent visits 

(8). However, our study showed that in a referral system, the role of the general practitioners as 

a gate-keeper works quite well. 

The frequency of non-urgent visits among self-referred patients can be explained by the 
fact that parents often perceive their child's problem more urgent than to physicians do 

(2, 15, 16). Furthermore, parents might have several practical reasons to bypass the general 

practitioner such as difficulties in accessing the general practitioner (9,12,16-18). In this study 

this is shown by the fact that most (75%) non-urgent visits made by self-referred patients were 

made after office hours. Explanations for the number of non-urgent referrals by the general 

practitioner could be that problems that first appear as urgent could evolve to be non-urgent at 
the emergency department. Also non-medica! factors, such as patient's wishes or pressure, 

communication problems and former experiences of the general practitioner influence the 

general practitioner's decision to refer (19). 

Important factors related to non-urgent visits in our study were socio-economic factors, as 

insurance by the Dutch National Health Insurance Fund and a low educational level of the 

mother. In other studies, the relation between socio-economic status and general practitioner 

consultations, perceived health, health complaints, hospital admissions and non-urgent visits 

have been described (20-22). In a population-based study performed in the United States, 
Medicaid, rural region and racia~ background were found as predictors of non-urgent paediatric 

visits (5). In our study where we used ethnicity rather than race, ethnicity was not a determinant 

of non-urgent visits (5). Although, 'self-referred non-urgent' visits were more frequently made by 

Turkish and Surinamese children compared to the native Dutch children. Explanations for this 

can be that these parents are more anxious about their child's health problem or that they 

expect the emergency department to be the right place. But also more difficulties in accessing 

the general practitioner, communication difficulties with the general practitioner, practical 

problems or other cultural barriers can play a role. 
Acute medical problems, such as gastro-intestinal, respiratory problems and infections 

are commonly presented at a PED and are frequently reasons for parents to worry and seek 
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medical care (18,23-25). In this study, infectious problems ('fever and cough or dyspnoe', 
'acute vomiting and /or diarrhoea' or 'fever without a source') and gastro-intestinal problems 
('constipation or abdominal pain') were strongly related with non-urgent visits. Fever with 
additional complaints made up even 50% of all non-urgent visits. Misconceptions and 

unrealistic fears about fever, called "fever phobia" appears to be still a relevant problem, 

leading to non-urgent visits (26,27). Parental concerns reflect their interpretation of medical 
knowledge, their fears that their child might be permanently hanned and their fear to fail in 
recognising a serious disease (28). 

Preventive strategies should be considered to optimise parental conceptions and attitudes 

towards acute medical problems and healthcare, and to decrease non-urgent visits at the 
PED's. lnfonmation on infections, gastro-intestinal problems and use of the healthcare system 
needs to be targeted to specific populations, such as low socio-economic and ethnic minority 

groups. We expect these groups to benefit most. We recognise that the few intervention 
studies that have been performed to decrease healthcare use for minor illnesses, helped to 
improve parents confidence in managing the illness but had limited effect on the use of 

healthcare (29,30). Repeated and extensive early educational interventions, for example in well 
baby clinics, may lead to better results. This would save unnecessary costs and long waiting 
times at the PED. 

To appreciate the results of this study, some aspects need to be discussed. This study is 
not a population-based cohort study. However, it gives insight into patient characteristics and 
presented problems related with non-urgent visits at a PED in the middle of large western 
European city. This insight may support the development of a strategy to decrease non-urgent 
visits in a 'referral system'. Furthermore, the terminology of non-urgenVurgent and 
inappropriate visits is used inconsistently in the literature. Sharma et al developed a 
classification-system describing non-urgenV urgent and emergent visits by the ICD-9 patient 
diagnostic coding system (5). In our study we defined the severity of the visit based on the final 
diagnosis (ICD9) combined with the differential diagnosis and performed diagnostics. These 
additional data leads to a better classification system and delinealion of the problem. 

Finally, this study may suffer from selection bias. Compared to the group of participants, 
the frequencies of non-urgent visits for young children, Turkish children, self-referred children 
and children living in the neighbourhood of the hospital were higher in the non-participating 
group. However, these factors actually could make the described association with non-urgent 
visits only stronger. 

In conclusion, infectious problems and gastro-intestinal problems are frequently non­

urgent. Self-referral and low socio-economic factors are associated with non-urgent visits. By 

first visiting the general practitioner, the number of non-urgent visits can be decreased 

considerably. Information about fever/ infections, abdominal pain/constipation and use of healtlh 
care may contribute to optimise parental conceptions and attitudes towards these subjects and 
might decrease non-urgent visits at paediatric emergency departments. 
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ABSTRACT 

Aim: Get insight into the frequency, the presented healthproblems and patient characteristics of 

second opinions at an outpatient department of general paediatrics. Methods: A questionnaire 

was administered regarding patient and family characteristics and presenting healthproblems. 

Children, 0-15 years of age, visiting the outpatient department of general paediatrics of the 

Sophia Children's Hospital Rotterdam between February 2000-February 2001. A second 

opinion visit was defined as a visit initiated by the parents, in order to get a new opinion for a 

medical problem for which they already consulted another paediatrician. Univariable and 

multivariable logistic regression analyses were performed to identify presented healthproblems, 

patient and family characteristics associated with second opinion visits compared to first 

opinion visits. Results: Of all visits, 13% (145/11 03) was a second opinion. Gastro-intestinal 
(OR 2.3, 95%CI 1.4-3.8), respiratory problems (OR 2.3, 95%CI 1.2-4.2) and long existing 

problems were more often presented as second opinions. No clear differences were found in 

performed diagrtostics aryd follow-up appointments between second and first opinion visits. 

General characteristics associated with second opinions were patient's young age, Surinamese 

ethnicity, residence outside the neighbourhood of the hospital and poor perceived health. 

Conclusion: Of all general paediatric outpatient visits, 13% was a second opinion. They 

concern mostly gastro-intestinal and respiratory problems. Adequate information for specific 

target groups may contribute to diminish parental concerns and second opinions. 
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INTRODUCTION 

A 'second opinion', a visit to a second physician to get a new opinion for the same 

healthproblem, is a well-known phenomenon in medical practice. In recent years patients have 

adopted a more critical attitude towards health and are aware of their right to seek a second 

opinion. Increasing numbers of second opinions are experienced by clinicians, but prevalence 

data are scarcely available and only based on adult patients. Besides, they vary between 5% 

and 40% due to different definitions of second opinions and different populations and 

healthcare systems (1-4). 

Insurance companies in the United States stimulate second opinions to decrease surgical 

interventions and reduce costs. Nevertheless, most second opinions are initiated by patients 

themselves (5-7). Reasons for patients to seek a second opinion are dissatisfaction with the 
first opinion (diagnosis or treatment) or with the general encounter, physicians paying 

insufficient attention to the patient's problem, and the wish to get a reaffinmation of the 
diagnosis or the treatment (1 ,5). In paediatrics, parents of patients reported especially 

dissatisfaction with the communication as a reason to seek a second opinion (8). Due to their 

responsibility and concerns for their children's health, parents may decide more quickly to seek 

a second opinion for their children than for themselves. 

In the Netherlands, patients have the right to get a second opinion while insurance 

companies reimburse the charges. In such a system costs are not an issue for patients to seek 

a second opinion. However, other factors as communication problems, socio-economic factors, 

access barriers to healthcare and the kind of healthproblem, might influence parents to seek a 

second opinion or not. This study was performed to get insight in the frequency of second 

opinions and healthproblems related to second opinions at a paediatric outpatient department. 

Furthermore, we assessed patient and family characteristics associated with second opinion 

visits. This information might define target groups who need extra attention. 

METHODS 

Patients 
The Sophia Children's Hospital is a University Hospital in the middle of a large city (Rotterdam) 

with approximately 600.000 inhabitants, providing secondary and tertiary care to a multi-ethnic 

and multi-socio-economic population. A prospective study was conducted at the general 

paediatric outpatient department during one year (February 2000-February 2001 ). This study 
was approved by the Institutional Review Board of the University Hospital Rotterdam. 

Consecutive patients, aged from 0 to 15 years, who visited the outpatient department with a 

new general paediatric problem, were eligible for this study. After informed consent, parents 

completed an interviewer-administered questionnaire prior or after seeing a paediatrician in 

training. Questionnaires were available in Dutch, English, Turkish, Arabic and French. 
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Data collection 
The standardised questionnaire included information on family structure and income, 

educational level, employment level, age, country of birth, Dutch proficiency and length of stay 
in the Netherlands of both parents. Ethnicity was defined by both parents' country of birth. If at 
least one of the parents was born outside the Netherlands, the child's ethnicity was classified 
according to this country. If both parents were born abroad, but not in the same country, the 
country of birth of the mother was chosen. Parental perceived health of the child (bad, 
moderate, reasonable or well) and duration of the presented symptoms were also included. In 
addition, parents were asked if they had visited another paediatrician for the same 
healthproblem before and if the visit was a second opinion visit. A second opinion visit was 

defined as a visit initiated by the parents in order to get a new opinion for a medical problem for 
which they already had consulted another paediatrician in another hospital before. 
General characteristics of the patient, including age, gender, and type of health insurance 
(Dutch National Health Insurance Fund or private insurance), performed diagnostics at the 
initial visit and the follow-up appointments were obtained from the hospital information system. 

The presented problem was derived from a problem-oriented patient classification system (9). 
In this system medical problems presented at the paediatric emergency department are coded 
and characterised in a matrix by an internal organ system or disease entity, and by either a 
complaint or symptom, abnormal laboratory result or (presumed) diagnosis. 

Analyses 

Differences in frequencies of second op1n1ons and first opinions in relation to patient 
characteristics, family background socio-demographics and presented problems were analysed 
by the chi-square test. A p-value of 0.05 or less was considered as statistically significant. 
Univariable and multivariable logistic regression analyses were performed to assess which 

presenting problems and patient and family characteristics were associated with a second 
opinion. All potentially relevant covariables were included in a multivariable model to account 
for all associations between the covariables when assessing the relationship of individual 

covariables with the frequency of a second opinion compared to a first opinion. The following 
variables were included: gender, age, ethnicity, place of residence (in or outside Rotterdam) 
and type of insurance of the child, average family income, educational level, age, and years of 
residence in the Netherlands of the mother, Dutch proficiency and employment level of both 
parents, perceived health of the child by the parents, duration of symptoms and presented 
healthproblem (according to disease entity or organ system). Ethnicity, average family income 
and duration of symptoms were included as categorical variables. The average family income 

was adjusted by the household size and subsequently divided in three categories with an 
approximately equal number of patients. The five disease entities or organ systems, which 
were most frequently presented in a second opinion visit, were selected and subsequently 

compared to the_group of others problems. Continuous variables, like duration of symptoms, 
years of residence and age, were included as linear terms. An odds ratio (OR) was considered 
as the relative risk of the presence of a variable compared to the absence of that variable in 
relation to the outcome variable (a second opinion). 
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Because some data from the questionnaire were missing, we used a single imputation 
technique as implemented in SPSS version 8.0 (missing value analyses) to complete these 
data. Imputation techniques were used to reduce bias and aimed to increase statistical 
efficiency (1 0). Less than 2% of the following data were missing: employment level of the 
parents, educational level of the mother, Dutch proficiency of both parents, age of the mother 
and child's health status perceived by the parents. Sixty-four (6%) parents did not fill in their 
average income. 

RESULTS 

Of all 1281 eligible patients, 11 03 parents filled in the questionnaire. The participants did not 
clearly differ in background characteristics as age, gender and type of insurance from the non­
participants. The median age of the children (25th-75th percentile) was 4.9 years (1.6-8.8) and 
50% were males. Of all visits, 145 (13%) were classified as second opinions. 

Table 1: Frequencies of second opinions in relation to patient's characteristics and family background 

socio-demographics of children visiting the paediatric outpatient department of the Sophia Children's 

Hospital Rotterdam between Feb. 2000 and 2001 (n;11 03) 

Patient and famil::t characteristics % Number 
Total 13% 145/1103 
Patient characteristics 

Gender male 14% 80/581 
female 13% 65/522 

Age 0-1 years 14% 26/191 
1-5 years 14% 49/363 
5-15 years 13% 70/549 

Ethnicity ... Dutch 14% 93/688 
Turkish 8% 6/75 
Moroccan 7% 5/71 
Surinamese 19% 19/102 
others 14% 22/166 

Residence in Rotterdam ... no 16% 104/640 
es 9% 41/463 

Family socio-economic factors 
Insurance* Dutch NHIF t 15% 97/650 

private 11% 48/453 
Average income low 16% 54/347 

middle 14% 48/351 
high 11% 37/348 

Employment parents no 11% 17/153 
yes 14% 128/950 

Educational level mother no/primary school 10% 12/115 
seconda!1 school 14% 134/988 

Family characteristics 
Dutch proficiency bad/moderate 11% 11/99 

well 13% 135/1004 
Family structure single parent 14% 18/130 

two parents 13% 127/973 
Child's perceived health* moderate/bad 23% 30/119 

well 12% 116/974 
"' p value <0.05 
t Dutch NHIF Dutch National Health Insurance Fund 
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There were no large differences in the frequencies of second opinions between males and 

females, between the different age groups and socio-demographic groups (table 1). Patients 

insured by the Dutch National Health Insurance Fund, consulted more frequently for a second 
opinion compared to patients with a private insurance (11 and 15% respectively). Children 

living outside Rotterdam more often had a second opinion compared to children living in 

Rotterdam (16% and 9% respectively). Surinamese children (19%) visited more frequently for a 

second opinion compared to Dutch (14%), Turkish (8%) and Moroccan (7%) children. 

Of all gastro-intestinal problems, 20% was classified as a second opinion (table 2). For 

respiratory problems, urinary tract problems, general problems, and psychosocial problems 
these percentages were respectively 17%, 16%, 16% and 13%. Cardiovascular and 

haematological problems were uncommonly presented as a second opinion (5%). Most 

frequently presented specific problems in second opinion visits were constipation/ abdominal 

pain (16%), recurrent upper respiratory tract infections (11%), cough/ wheezing (10%), 

excessive crying (6%), and short/large stature (6%) (table 3). Comparing second opinion visits 

with first opinion visits, no clear differences in performed laboratory diagnostics, performed X­

rays and numbers of follow-up appointments were found (data not shown). 

Table 2: Frequencies of second opinions in relation to the presented health problems according to disease 

entity or organ system at a paediatric outpatient department of the Sophia Children's Hospital Rotterdam 

between Feb. 2000 and 2001 

Presented healthproblems (disease entity/ organ system} 
Total 
Infectious problems 
Gastro-intestinal problems 
Endocrinological problems 
Urinary tract problems 
Respiratory problems 
Cardiovascular/ haematological problems 
Neurological problems 
Psychosocial 
General problems 
Others 

% 
13% 
12% 
20% 
13% 
16% 
17% 
5% 
10% 
13% 
16% 
8% 

Number 
145/1103 

18/149 
37/186 
16/125 

7/45 
17/100 
6/115 
11/115 

7/54 
18/113 
8/101 

Patient characteristics, family background socio-demographics and presenting problems 

associated with second opinions are shown in table 4. Mu!tivariable analyses showed that older 

children were less likely to visit for a second opinion compared to younger children (OR 0.9, 
95%CI 0.84-1.0). Surinamese children were more likely to visit for a second opinion (OR 2.5, 

95%CI 1.2-5.2). A higher average income led to a lower frequency of second opinions, 

although not significantly. Parents living outside Rotterdam (OR 2.7, 95%CI 1.6-4.4) or 
perceiving their child's health as poor to bad (OR 2.2, 95%CI 1.3-3.6), visited more frequently 

for a second opinion. Gastro-intestinal (OR 2.3, 95%CI 1.4-3.8) and respiratory problems (OR 

2.3, 95%CI 1.2-4.2) were relatively more frequently presented as second opinion visits 
compared to the other disease entities or organ systems. 
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Table 3: Most frequently specific presented healthproblems in second opinion visits compared with first 

opinion visits at the outpatient department of general paediatrics of the Sophia Children's Hospital 
Rottedam between Feb. 2000 and 2001 

Second opinions First opinions 
Specific presented healthproblems Number % Number % 
abdominal pain/constipation 23 16% 93 10% 
signs of recurrent urti* 16 11% 93 9% 
cough/wheezing/dyspnoe 14 10% 74 8% 
excessive crying 9 6% 44 5% 
small/large stature 9 6% 54 6% 
overweight 6 4% 20 2% 
psychomotor retardation 6 4% 32 3% 
chronic vomiting 6 4% 24 3% 
others 56 39% 534 54% 
total 145 100% 958 100% 

* urti upper respiratory tract infection 

DISCUSSION 

A considerable part (13%, 145/1103) of all visits was defined as a second opinion. A long 

duration of symptoms, young age, a Surinamese background, residence outside the 

neighbourhood of the hospital (outside Rotterdam), and poor perceived health, were associated 

with second opinion visits. Patients with gastro-intestinal (constipation and abdomina[ pain) and 

respiratory problems (recurrent upper respiratory infections and asthma) were more likely to 

visit for a second opinion. 

A far as we know, this is the first study that describes second opinions in a paedfatn"c 

outpatient population. Therefore, the prevalence of 13% is only comparable with data from 

adult patients, which varies largely from 5 till 40% due to different definitions of second 

opinions, populations and healthcare systems (1-4). However, results on patient characteristics 

show large resemblance with these data. Adults visiting a gastro-intestinal outpatient 

department for a second opinion had relatively a longer duration of problems and perceived 

their health as being poor (1 ). In Japan, adult patients visiting the outpatient department for 

primary care of a university hospital for a second opinion had longer existing problems, lived at 

a further distance from the hospital and were more anxious (2). 

Just like in adult patients, there were no associations between socio-economic factors 

and second opinions compared to first opinions (1 ,2). A low-income lead to an increase of 

second opinion visits, although this was not statistically significant. Next to socio-economic 

factors, ethnicity is an important factor in relation to health and access to healthcare (11-14). 

We expected Turkish and Moroccan patients to have less knowledge of the Dutch healthcare 
system, to be less assertive and to visit less often for a second opinion compared to Dutch 

patients. Turkish and Moroccan children indeed visited less frequently for a second opinion 

compared to Dutch patients, although these differences were not statistically significant. 

Surprisingly, Surinamese patients had more frequently a second opinion visit compared to the 

Dutch (OR 3.4, 95%CI 1.1-5.0), even after correction for the other factors included in the 

model. 
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Table 4: Patient characteristics, family background socio-demographics and presented health problems 

(according to disease entity/ organ system) associated with second opinion visits at the outpatient 

department of general paediatrics of the Sophia Children's Hospital Rotterdam between Feb. 2000 and 

2001 

Characteristics and presented health problems Univariable Multivariabl 
odds ratio e 

(OR) 95%CI odds ratio 95%Cl 
(OR) 

Patient characteristics 
Gender (male vs. female) 0.9 0.6-1.3 0.9 0.6-1.3 
Age (years) 1 0.9-1.0 0.9 0.8-1 
Ethnicity Dutch 1 1 

Turkish 0.6 0.2-1.3 0.7 0.2-2.1 
Moroccan 0.5 0.2-1.2 0.6 0.2-2.1 
Surinamese 1.5 0.8-2.5 2.5 1.2-5.2 
Others 1 0.7-1.6 1.2 0.6-2.5 

Residence (outside vs. in Rotterdam) 2 1.4-2.9 2.7 1.6-4.5 
Family socio-economic factors 

Insurance (Dutch NHIF t 1.5 1.0-2.1 1.5 1-2.4 
vs. private) 
Average income low 1.4 0.9-2.1 1.6 1.-2.8 

middle 1.1 0.8-1.7 1.6 1-2.7 
high 1 1 1 

Employment parents (yes vs. no) 1.3 0.7-2.1 1.6 0.8-3.3 
Educational level mother 

(no/primary 0.6 0.3-1.3 1.2 0.5-2.9 
school vs. hi her 

Family characteristics 
Dutch proficiency (well vs. bad) 1.2 0.7-2.2 0.2 0.4-1.8 
Family structure (single parent vs. 1.1 0.6-1.8 1.0 0.5-2.1 
two parents) 
Duration stay in the Netherlands 0.8-1.2 0.4 0.7-1.2 
mother (per 1 0 years} 
Age mother (per 10 years} 1 0.7-1.3 1.1 0.9-1.5 
Child's perceived health (poor!bad 2.3 1.4-3.6 2.2 1.3-3.6 
vs. well) 

Presented healthproblems 
Duration presented problem (months) 1-1 1-1 

Gastro-intestinal problems 2.3 1.5-3.6 2.3 1.4-3.8 
Urinary tract problems 1.6 0.7-3.8 1.5 0.6-3.8 
Respiratory problems 1.9 1-3.4 2.3 1.2-4.2 
Psychosocial problems 1.4 0.6-3.2 1.5 0.6-3.7 
General problems 1.7 1-3.1 1.5 0.8-2.7 
Others 1 1 

t Dutch NHIF Dutch National Health Insurance Fund 

An important finding of this study was that long existing problems and especially gastro­

intestinal and respiratory problems were frequently presented in second opinion visits. The long 

duration of these particular problems and /or failure of treatment can lead to parental poor 

judgement of their child's health, parental concerns and second opinions. Performed 

diagnostics and follow-up appointments in second opinions were comparable to first opinion 
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visits. This suggests that in general the severity of the presenting problems in second opinions 

did not differ from the first opinions. It seems that there are no medical reasons to perform extra 

diagnostic test in second opinions and therefore information about the diagnosis and treatment 

appears to be more important. Second opinions can in some instances be avoided, despite the 

fact that we agree with the opinion that the possibility for patients to seek a second opinion is 

necessary and the patient's right. The first physician, as well as the general practitioner, could 

make a positive contribution to decrease parental concern and diminish the number of second 

opinions, especially regarding gastro-intestinal and respiratory problems. Within the treatment 

of these problems, lifestyle factors such as diets, compliance and adequate use of medication 

have a substantial role. 

Unfortunately, this study was not designed to give us information on the exact reasons for 
parents to seek a second opinion. In literature, it is mentioned that reasons are predominantly 

communication problems (8). Adults reported dissatisfaction with the first physician, his/her 

diagnosis or treatment, the general encounter of the hospital or an inadequate or failing result 
of the given treatment (1, 5). Understanding the reasons for and factors related to second 

opinion behaviour in paediatrics will help us to decrease dissatisfaction in medical treatment. 
Extra attention needs to be paid to specific target groups, as children with gastro-intestinal 

problems and respiratory problems, concerning information about the treatment, causes and 

prognosis of the diagnoses. 
Conclusion: A substantial part (13%) of the visits at a general paediatric outpatient 

department is for a second opinion. Gastro-intestinal, respiratory problems and longer existing 

problems were presented most often. Patient and family characteristics associated with a 

second opinion visit were young age, Surinamese ethnicity, living outside the neighbourhood of 
the hospital and poor child's health perceived by the parents. These results show that there are 

specific target groups, which need adequate information in order to diminish parental concerns 

and second opinions. 
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ABSTRACT 

Aim: Get insight into the helpseeking behaviour of Turkish and Moroccan mothers in case of a 
child with fever. Methods: Group interviews with Turkish and Moroccan women from two 

existing women groups in Rotterdam, were organised to get insight into the knowledge, fear, 
and ideas about fever and the helpseeking behaviour of parents in case of a feverish child. 
Results: The interviews showed that Turkish and even more Moroccan mothers did not use a 

thenmometer to take the temperature of the child. Both groups stressed the importance of a 
detailed physical examination by the general practitioner to detenmine a diagnosis. As for 
seeking medical care, Moroccan mothers adopt a more waiting attitude, while Turkish mothers 
more often attended the emergency department of a hospital directly. Conclusion: This study 
shows that group interviews contribute to get insight into the background of the helpseeking 
behaviour of Turkish and Moroccan mothers. 

SAMENVATTING 

Doe/: He! verkrijgen van inzicht in het hulpzoekgedrag van Turkse en Marokkaanse moeders 
bij een kind met koorts. Methode: Met Turkse en Marokkaanse vrouwen uit twee bestaande 
vrouwengroepen in Rotterdam werden groepsinterviews gehouden. Kennis, angsten, ideeen 

over koorts en het hulpzoekgedrag bij koorts stonden hierbij centraal. Resu/taten: Uit de 
groepsgesprekken kwam naar voren dat Turkse en vooral Marokkaanse moeders weinig 

gebruik maken van een thermometer om de lichaamstemperatuur van hun kind te bepalen. Zij 

hechten vee! belang aan een uitgebreid lichamelijk onderzoek door de arts bij het stellen van 
een diagnose. Marokkaanse vrouwen nemen een meer afwachtende houding aan als het gaat 

om medische behandeling van hun zieke kind dan Turkse moeders, die vaker direct met hun 
zieke kind naar de spoedeisende hulp van het ziekenhuis gaan. Conclusie: De opgedane 
ervaring leert dat groepsgesprekken meer inzicht kunnen geven in het hulpzoekgedrag van 
Turkse en Marokkaanse moeders 
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IN LEIDING 

In Nederland bestaan er verschillen in gezondheidstoestand en gezondheidsproblemen tussen 
Nederlandse, Turkse en Marokkaanse kinderen (1,2). De groep infectieziekten behoort tot een 
van deze groepen problemen. Zo blijkt de perinatale sterfte onder Marokkaanse en Turkse 
kinderen ruim twee keer zo hoog als onder Nederlandse kinderen, onder andere veroorzaakt 

door infectieziekten (3-5). Luchtweginfecties zouden ook vaker voorkomen bij allochtone 
kinderen (2). Uit onderzoek in het Sophia Kinderziekenhuis te Rotterdam bleek dat kinderen 
van Turkse en Marokkaanse afkomst zich vaker met een infectieprobleem op de acute hulp 
presenteerden dan de Nederlandse kinderen (6). Turkse kinderen waren gemiddeld minder 
ziek, terwijl Marokkaanse kinderen vaker emstige infecties hadden en vaker werden 

opgenomen. 

lnfectieziekten zijn de meest voorkomende acute ziekten bij kinderen; het betreft 

ongeveer 15% van aile bezoeken door kinderen aan de huisarts en 40% van aile bezoeken 

aan een pediatrische acute hulp (6, 7). Hierbij kan het beeld varieren van een relatief 

onschuldige bovenste luchtweginfectie tot een emstige bacteriele infectie als sepsis of 
meningitis. Koorts, met bijkomende klachten, is dus vaak een reden voor ouders om hulp te 
zoeken. De bezorgdheid wordt onder andere veroorzaakt door hun medische kennis, angst dat 
hun kind iets zeer emstigs zal hebben en angst dit niet te kunnen herkennen. In de literatuur 
wordt de term 'fever phobia' beschreven: de kennis over de gevolgen van koorts en de 

behandeling van koorts is niet gestoeld op adequate medische kennis, waardoor onrealistische 
angsten ontstaan (8-11). 

De vraag is in hoeverre kennis over koorts en reacties van ouders op een kind met koorts 

ook cultureel be'lnvloed zijn. Het is bekend dat ideeen en verwachtingen ten aanzien van 

ziekten, ziektegedrag, en behandeling van ziekten, en het hulpzoekgedrag cultureel en sociaal 
bepaald zijn (12-20). Bovendien wordt er veel gebruik gemaakt van kruiden uit het land van 

herkomst (12-14,20). 
Er is echter nog weinig onderzoek gedaan naar de achtergronden voor verschillen in 

hulpzoekgedrag bij etnische groepen (1). Het is van belang te onderzoeken in hoeverre 
sociaal~culturele factoren een mogelijke verklaringen geven voor de gevonden verschillen. 

Hierbij gaat het niet zozeer om het verzamelen van "cultuurkennis", waarmee bedoeld wordt 

kennis m.b.t. de (andere) cultuur in hetland van herkomst, maar meer om "migratiekennis", dat 
wil zeggen kennis m.b.t. de huidige waarden en normen die gevormd zijn tijdens de 

migratieperiode, waarin traditionele culturele eleri1enten zich hebben vermengd met sociale en 

culturele omstandigheden in Nederland (21 ). 
De vraagstelling van deze studie is of er specifieke elementen van sociaal-cu!turele aard 

zijn, die mogelijk van invloed zijn op ziektebeleving en het omgaan met koorts bij kinderen van 

Marokkaanse en Turkse afkomst in· Nederland. In voorlichting naar ouders en artsen toe kan 

hier specifiek rekeniT1g mee gehou·den ·worden en kan hierdoor de interculturele commun_icatie 

omtrent koorts worden verbeterd. 
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METHODE 

De onderzoeksgroep bestond uit Turkse en Marokkaanse moeders uit bestaande vrouwen­
groepen in Rotterdam. De Turkse vrouwengroep was actief in Bospolder en de Marokkaanse 
vrouwengroep in Crooswijk. Dit zijn beide woonwijken van Rotterdam waar het percentage 
allochtonen inwoners relatief hoog is (22). 

Bij beide groepen werden groepsinterviews gehouden. De vrouwen waren via hun 
coordinator geTnformeerd over het doel van het groepsgesprek. De interviews werden geleid 
door de onderzoeker (MK). Tevens waren bij beide interviews een tolk en een notulist 
aanwezig. Bij het interview met de Turkse vrouwen werden (video)opnames gemaakt, de 
Marokkaanse vrouwen stonden dit niet toe omdat zij niet zomaar door vreemden gezien of 
gehoord mogen worden. 

Het interview werd met behulp van een semi-gestructureerde vragenlijst gehouden en 
was gebaseerd op ervaringen uit eerder onderzoek, literatuur studie en een aantal gesprekken 
met sleutelfiguren. Het onderwerp van gesprek bij de groepsinterviews was kennis, ideeen en 
angsten bij koorts bij kinderen en he! daaruit voortvloeiend hulpzoekgedrag (zelfzorg, 

huisartsbezoek, acute hulp bezoek). Ten eerste werd gevraagd hoe men bepaalt of een kind 
koorts heel! en wat men onder (hoge) koorts verstaat. Vervolgens werd gevraagd wat 
mogelijke oorzaken zijn van koorts en welke gevolgen men vreest bij een kind met koorts: waar 
is men bang voor bij koorts? Ook werd de vraag gesteld hoe men handel! als het kind koorts 
blijkt te hebben: wat doe! men zelf, naar wie gaat men toe voor raad of hulp en wat is de rol 
van de huisarts en acute hulp hierin? Tenslotte is er gevraagd naar de behandeling van koorts 
bij een kind in het land van herkomst. 

RESULT A TEN 

Het ver/oop van de groepsinterviews 
Het aantal deelneemsters en hun karakteristieken zijn weergegeven in tabel 1. 
Bij de Marokkaanse vrouwen werd i.v.m. tijdgebrek en enthousiasme van de deelneemsters 
een tweede gesprek gevoerd, waarbij het aantal aanwezige vrouwen was verdubbeld ten 
opzichte van het eerste gesprek. De interviews verliepen goed ondanks enige onrust 
veroorzaakt door het regelmatig in en uit !open van de vrouwen. De video-opnames die tijdens 
het groepsinterview met de Turkse vrouwen werden gemaakt gaven een goede indruk van de 
enthousiaste en open sfeer en de draad van het gesprek. 

Kennis over hoge koorts: meten, oorzaken en gevo/gen 
Een aantal Marokkaanse vrouwen vindt een temperatuur van boven de 38°C koorts. De 
temperatuur wordt meestal niet met een thermometer gemeten, maar men voelt met de hand 
aan het hoofd of het kind koorts heel!. Andere kenmerken van een ziek kind zijn slaperigheid, 
bleek zien, vermoeidheid, ijlen, spugen en buikklachten. 
Als oorzaken van koorts worden door de Marokkaanse vrouwen allerlei infecties genoemd (oor­
en keelontsteking, hersenvliesontsteking, griep, een bacterie, cholera), maar ook kanker en 
astma. Tegelijkertijd zeggen een aantal vrouwen dat koorts ook van het 'Boze Oog' kan komen 
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of een straf van God kan zijn. Koorts, en vooral het ijlen bij hoge koorts, vindt men 
angstaanjagend. Naast angst dat het kind dood zal gaan, worden oak andere gevolgen van 
koorts genoemd, zoals hersenbeschadiging, ftauwvallen, buiten bewustzijn raken of 
gehandicapt raken. 

De meeste Turkse vrouwen vinden een temperatuur van boven de 39°C hoge koorts, en 
zeggen veelal een thennometer te gebruiken. Enkelen merken aileen aan de rode wangen of 
het kind ftinke koorts heeft of voelen in de nek, terwijl ze goed opletten hoe het kind zich voelt. 
De Turkse vrouwen noemen als mogelijke invloeden op de gezondheid voeding (vitamines), de 
omgeving, hygiene en oak het 'Boze Oog'. Er worden voorbeelden gegeven van ooginfecties 
en huidinfecties die zijn veroorzaakt door het 'Boze Oog'. De meningen over de invloed hiervan 
zijn echter duidelijk verdeeld. Mogelijke gevolgen van koorts worden genoemd: sterfte, 
hersenvliesontsteking, hersenbeschadiging waardoor verstandelijk gehandicapt, uitdroging, 
stotteren, druk op de oren (slecht horen) en verlamming. 

Tabel1: Karakteristieken deelnemende vrouwen aan de groepsinterviews 

Marokkaanse vrouwengroeg: Turkse vrouwengroeg: . Aantal deelnemers: eerst 8, daama 16 • Aantal deelnemers: 8 vrouwen mee. 

vrouwen. 

• Aile vrouwen zijn (of waren )getrouwd met een . De meeste vrouwen zijn getrouwd met een 
Marokkaanse man. 

Turkse man, een met een Nederlander. . Gemiddelde verblijfsduur in Nederland: 22 

jaar. • Gemiddelde verblijfsduur in Nederland: 16 

jaar (een vrouw is in Nederland geboren). 

• Gemiddelde leeftijd: 40 jaar. . Gemiddelde leeftijd: 33 jaar. 

. Opleiding: geen van de vrouwen heeft enige • Opleiding: 4 vrouwen zijn in Turkije een 

opleiding. aantal jaren naar school geweest, de rest 

niet. Een vrouw heeft in Nederland de 

MAVO/MBO gedaan. 

• Taalbeheersing: de meeste vrouwen verstaan • Taalbeheersing: er spreken 3 vrouwen geed 

wei Nederlands, maar spreken het gebrekkig Nederlands, 3 een beetje en 2 zeggen het 

of zelfs helemaal niel wei te begrijpen maar spreken het niet. 

• Kinderen: aile aanwezige vrouwen hebben • Kinderen: aile vrouwen hebben 2 tot 3 
kinderen, in aantal varierend van 2 tot 6. kinderen. 

• Leefomstandigheden: 7 vrouwen zijn 
• Leefomstandigheden: de helft van de 

vrouwen is afkomstig uit een grate stad in 
afkomstig uit een grate stad in Turkije, een 

Marokko, de andere helft uit meer rurale uit een kleinere stad. 

gebieden. 
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Handelen bij koorts 
De meeste Marokkaanse vrouwen proberen de koorts te verlagen door natte doeken op hoofd 

of oksels te leggen, het kind uit te kleden, vee! te Iaten drinken of onder een lauwe douche te 

zetten. Soms geeft men paracetamol. Op de vraag bij wie men hulp zoekt zegt een enkeling 

eerst naar familie of buren te gaan, maar over het algemeen belt men de huisarts. Als die niet 

komt, wacht men af, want men wordt bij het ziekenhuis weggestuurd. Of men belt de huisarts 
net zolang tot hij loch komt. In het tweede groepsgesprek zegt men niet meer af te wachten, 

maar direct naar de acute hulp van het ziekenhuis te gaan. Men is van mening dat de huisarts 

vaak te laat komt en vraagt zich af waarom je altijd zo moet 'zeuren'. Het belangrijkste vindt 

men dat een (huis)arts uitgebreid lichamelijk onderzoek doet om de oorzaak van de klachten 
vast te stellen. Als de huisarts niet komt en men denkt dat het 'Boze Oog' in het spel is, 

gebruikt men bepaalde knuiden en drankjes en men lees! de Koran. 

De meeste Turkse vrouwen zeggen eerst even af te wachten en goed op het kind te I etten. Zij 

nemen de temperatuur op en geven paracetamol of deppen het kind af. Als de koorts niet snel 

daalt, bellen zij meteen een arts voor advies. Bij !age koorts de huisarts, bij hoge koorts gaan 

meerdere vrouwen liefst direct naar het ziekenhuis. Uit de discussie die volgt blijkt dat men erg 
weinig vertrouwen heeft in de werkwijze vah de Nederlandse huisarts. · Hij zou te lang treuzelen 

met medicijnen voorschrijven of doorverwijzen. Men zegt dat het wei lijkt alsof de huisarts pas 

reageert bij conflicten. Men gaat ook gewoon zelf bij de apotheek of drogist iets hal en a is men 

geen gehoor krijgt bij de dokter. De (Turkse) tolk vertelde dat Turkse mensen vinden dat koorts 
altijd behandeld moe! worden. 

Naast de huisarts raadpleegt men de moeder of schoonmoeder (indien in Nederland 

aanwezig) en het Consultatie Bureau. Als geen enkel middel helpt, zegt men ook wei naar een 
'kruiden·mevrouw' te gaan. De meningen over het effect zijn echter verdeeld. Soms worden 

kruiden ook als voorzorgsmaatregel gebruikt. Om zichzelf en het kind te beschermen tegen de 

invloed van het 'Boze Oog', draagt men een blauwe kraal bij zich, of stukken Korantekst op een 

papiertje onder de kleding, men doet een kort gebedje bij iedere nieuwe ruimte die men 

betreedt, of leest de Koran bij het bed van het kind. Ook zegt men dat de imam soms bepaalde 

stollen hiertegen gebnuikt. De tolk (coordinator) is echter van mening dat het raadplegen van 

de imam voor een ziek kind niet praktisch is. Deze wordt vooral ingeschakeld als het gaat om 

iets dat "buiten het kunnen en kennen ligf'. 

Ervaringen in hetland van herkomst 
De ervaringen met de gezondheidszorg in Marokko vertonen grate overeenkomsten met die in 

Turkije. Naast de (goedkope) overheidsziekenhuizen, kan men naar eigen keuze particuliere 

specialisten raadplegen, mits men maar (vee!) betaald. Tijdens dat bezoek word! bijna altijd 

diagnostiek verricht (echo's, toto's), waama een diagnose wordt gesteld en medicijnen worden 

voorgeschreven. Men kan voor medicijnen oak altijd tegen !age tarieven terecht bij de 

apotheek, waar medisch geschoold personeel aanwezig is voor advies. Marokkaanse vrouwen 

geven echter aan die medicijnen niet altijd te vertrouwen en prefereren het gebruik van kruiden. 
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BESCHOUWING EN CONCLUSIES 

Kennis en ziektebe/eving bij kind met koorts 

In het groepsinterview blijkt dat de meeste Marokkaanse moeders, en enkele Turkse moeders, 

geen thermometer gebruiken om de koorts te meten bij hun zieke kind. In de literatuur word! 

beschreven dat allochtonen onze kennis van anatomie en fysiologie van het lichaam niet 

zouden delen. "Zij hebben andere denksystemen en begrippenkaders: verdeling yin en yang, in 

holten en vloeistoffen, in invloeden van bovennatuurlijke aard, voorouderlijke oorsprong en 

eigentijdse krachten" (17). Ook kan de kennis over "het menselijk lichaam"(spieren, bleed, 

lymfe, zenuwen etc.) heel gering zijn, afhankelijk van de mate van acculturatie of (bij)scholing. 
Leeflang stelt dat vooral de meer traditionele allochtonen ziekteverschijnselen, zeals koorts bij 

een kind, minder vaak verklaren vanuit onze westerse terminologie en oak minder geneigd zijn 

deze verschijnselen te gaan meten en lokaliseren (13). Men spreekt eerder van vage klachten 

zeals hoofdpijn, buikpijn, of "overal pijn", vermoeidheid, spanningen of het verlies van kracht en 

"zomaar neervallen" (12,14). Bij het bepalen van de diagnose is zodoende de inbreng van de 

patient zelf ook niet gericht op anatomische en fysiologische aspecten van het lichaam. 
In deze studie werden naast medische oorzaken van koorts, ook andere oorzaken 

genoemd zeals het 'Boze Oog' of straf van God. Slechte sociale omstandigheden van 

migranten kunnen een rol spelen in het toewijzen van de oorzaak van allerlei problemen aan 

het 'Boze Oog' (19). Allochtonen blijken soms ziekte, en dus ook koorts, direct te koppelen aan 
de dood, waardoor er spraken is van grote angst en bezorgdheid. Ook angst voor het 'Boze 

Oog' en het bovennatuurlijke worden beschreven (14,18.19). Deze angsten worden 

gemakkelijk gevoed door zowel bovengenoemde afwezigheid van kennis over het lichaam, als 

oak door ziekte- en doodservaringen in Ianden waar de gezondheidszorg nog te wensen 

overlaat. In onze studie werden in beide groepen angsten voor sterfte, hersenbeschadiging, en 

verlamming genoemd. De mate van angst werd echter niet bepaald en kan mogelijk 

verschillend zijn. 

Uit de literatuur is bekend dat er bij veel ouders (onrealistische) angsten over koorts 

bestaan, aangeduid als "fever-phobia" (8,9). Hierbij waren kleine verschillen tussen blanke en 

zwarte mensen aantoonbaar (9). 

Handelen bij een kind met koorts 
De Marokkaanse vrouwen lijken meer terughoudend in het gebruik van medicijnen dan de 

Turkse vrouwen, die vertelden oak zelf naar de apotheek of drogist te gaan voor medicijnen. 

Over het gebruik van medicijnen word! echter in de literatuur melding gemaakt van het feit dat 

het sociale netwerk (van in dit geval Marokkaanse vrouwen) een belangrijke bron is van 

westerse geneesmiddelen, die goedkoop in het land van herkomst bij de apotheek te verkrijgen 

zijn en worden ingekocht voor gebruik in Nederland (14). 

ndien de huisarts geen gehoor geeft lijken de meeste Turkse vrouwen als zij het kind erg 
ziek vinden directer het conflict aan te gaan met de huisarts. Vee! van hen gaan zelfs al direct 

naar het ziekenhuis en slaan bij hoge koorts de huisarts over. Zij vinden dat koorts altijd 

behandelt dient te worden. De Marokkaanse vrouwen nemen een meer afwachtende houding 

aan. De Marokkaanse vrouwen lijken in dit opzicht meer op, zeals Leeflang dat noemt: "de 
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moderne hulpeloze patient, die niet voor zichzelf op komi en geen behandeling eist" (13). De 
Marokkaanse vrouwen in he! groepsinterview hebben ook een aanzienlijk lagere opleiding dan 
de Turkse vrouwen en beheersen de Nederlandse taal minder goed; de meeste vrouwen 
verstaan wei Nederlands, maar spreken he! gebrekkig of zelfs helemaal niet. 

Enerzijds zorgt grote angst en bezorgdheid ervoor dat men een dringend beroep doe! op 
de huisarts of zelfs direct op de acute hulp van he! ziekenhuis, anderzijds grijpt men terug op 
de traditionele middelen om de invloeden van het 'Boze Oog' te weren. De Marokkaanse 
vrouwen zeiden dat bijvoorbeeld ook te doen als de huisarts geen oorzaak voor hun klacht kon 
vinden. He! is bekend dat gebruik word! gemaakt van eigen 'inheemse' middelen zoals kruiden, 
olien, drankjes en men regelmatig in he! land van herkomst of ook hier in Nederland, 
traditionele kruidendokters, genezeressen, de imam of islamitische genezers raadpleegt (12-
14, 17,20). 

De Marokkaanse vrouwen benadrukken veelvuldig dat zij he! lichamelijk onderzoek bij de 
huisarts he! belangrijkste vinden. Oil zou te maken kunnen hebben met he! feit dat men weinig 
of andere kennis heeft van ziektes en denkt geen mondelinge inbreng te kunnen leveren. Dit 
laatste word! nog versterkt door he! slecht of niet beheersen van de Nederlandse taal. Hierdoor 
neemt he! lichamelijk onderzoek al vanzelf een centrale plaats in bij he! stellen van de 
diagnose en krijgt daarmee ook meer gewicht. 

Voor- en nadelen van groepsinterviews 

GroepsinteJViews geven een goed inzicht in de sociaal-culturele e/ementen die dee/ uitmaken 
van de achtergrond van Turkse en Marokkaanse moeders. Uiteraard kan er op basis van deze 
gegevens uit slechts !wee interviews niet gegeneraliseerd worden, maar he! biedt goede 
aanknopingspunten voor nader onderzoek. 

De groepsgesprekken verliepen nogal chaotisch, maar juist he! spontane karakter ervan 
Ievert eerlijke en verrassende uitspraken. De verschillende participanten stimuleerden elkaar 
ook om door te praten over bepaalde onderwerpen. 

Een groepsinteJView vergt veel voorbereidingstijd (structureren onderwerp en informeren 
participanten), een goede gespreksleider, bij voorkeur de onderzoeker zelf, en twee tolken (een 
schrijft, de ander vertaalt), zeker als er Berber word! gesproken. He! blijkt moeilijk om 
persoonlijke gegevens te koppelen aan persoonlijke uitspraken. Een ander nadeel kan zijn dat 
heel persoonlijke zaken niet worden besproken. Opvallend was dat bij de Marokkaanse 
vrouwen men bij he! tweede groepsinterview geleerd bleek te hebben van de eerste keer wat 
betreft he! geven van he! 'juiste", sociaal gewenste antwoord. Bij groepsinterviews, in he! 
bijzonder bij bestaande groepen, komi veel meer de groepsnorm naar boven. lndividuele 
interviews zijn mogelijk een betere methode om meer gedetailleerde gegevens over bepaalde 
patientencategorieen te verkrijgen (13, 23). Wellicht Ievert he! groepsinterview als vorm goede 
mogelijkheden voor he! geven van voorlichting die direct aansluit bij de gedachtewereld van de 
participanten (24 ). 
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Door middel van groepsinterviews is een inzicht verkregen in de kennis, ideeen en 
hulpzoekgedrag van Turkse en Marokkaanse moeders bij een kind met koorts. Hieruit blijkt dat 

de meeste Marokkaanse moeders en een aantal T urkse koorts niet met een thermometer te 

meten. Er bestaan grate angsten voor (hoge) koorts. Marokkaanse moeders lijken een meer 

afwachtende houding aan te nemen dan Turkse moeders, die eerder geneigd zijn de huisarts 

over te slaan en direct naar een spoedeisende hulp te gaan. Het verrichten van een uitvoerig 
lichamelijk onderzoek is voor de Turkse en vooral de Marokkaanse moeders van essentieel 
belang. Het groepsinterview lijkt een goede vorm om informatie te krijgen. 
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ABSTRACT 

Aim: Helpseeking behaviour is related to ideas, fears, and expectations, people have regarding 
causes, cure and treatment of diseases. These factors are socially and culturally dependent 
Explanations on ethnic differences in health and healthcare use have been described in a 
conceptual modeL Unfortunately, studies regarding these aspects have only been performed in 
adults. In this report we describe a conceptual model "ethnicity and helpseeking behaviour in 
feverish children" In this model the process of helpseeking behaviour of parents and the 
determinants and underlying mechanisms that might influence this process is described. 

Methods: I In order to operate this model, interviews at home were performed by interviewers 
with the same ethnic background and same language speaking. Children up to five years of 
age, who visited the paediatric emergency department with fever were eligible for the study. 
The questionnaire contained among others, questions regarding the actual helpseeking for a 

feverish illness, "fever phobia" and knowledge of fever in general and socio-demographic data. 

Results: Of all 220 eligible patients, 179 were contacted and 95 participated the study. The 
average length of the interview were 60-75 minutes. Most parents (85%) liked to have more 
information about fever. Turkish and Moroccan patients were less often referred by a general 

practitioner. Of all Trukish mother's, 91% reported to be anxious for the fever, especially for 
brain-damage, deafness and death, compared to 69% of the Moroccan mothers and 50% of 
the Dutch mothers. Conclusion: Response rate among Turkish, Moroccan and Dutch parents 
is not optimal but acceptable. Despite that 'fever phobia' seems not to play an important role in 
the Netherlands, small ethnic differences are suggested. 
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INTRODUCTION 

Several European and North American studies in adults have reported worse health outcomes 
of ethnic minorities. Ethnic minorities have higher mortality and morbidity rates, assess their 
health worse and report more health complaints than the indigenous people (1-9). Moreover, 
access to healthcare appears to be lower for ethnic minority groups. 

In the Netherlands, ethnic minorities also reported more health complaints as compared 
to the Dutch indigenous people (10-12). Visits to general practitioners and use of medication 
are higher among ethnic minorities. Other health services, like hospitalisations and visits to 
medical specialist, are less frequently used as compared to Dutch people (12, 13). Also with 
children, ethnic differences in health in the Netherlands have been perceived. Children from 
ethnic minorities have higher mortality rates, higher incidences of infectious diseases, 

metabolic diseases, anaemia, diabetes and nocturnal enuresis and less frequently have 

asthmatic complaints (14-26). Furthermore, differences in acute medical problems presented to 
general practitioners and paediatricians have been reported (27 -29). 

Infectious diseases, often accompanied with fever, are the most frequent acute diseases 

in childhood. Fever often is a reason for parents to worry and to seek medical care. 
Approximately, 15% of all paediatric visits to general practices and 40% of all visits to 
emergency departments concern children with fever (28,30). The underlying cause of fever 
varies from a self-limiting viral infection to bacterial meningitis or sepsis. 

Infectious diseases are one of the causes of the higher mortality rate among Turkish and 
Moroccan children (17,19,31). Compared to Dutch children, Turkish and Moroccan children 
relatively attend the paediatric emergency department (PED) more often for an infectious 
problem. Some differences in the severity of infectious diseases have been found (28): Turkish 
children attended more frequent with a self-limiting disease and Moroccan children attended 
more frequent with a severe infection the PED and were more frequently been admitted to 
hospital. Turkish children also attended frequently self referred the PED for non-urgent 

problems (32). These data suggests differences in helpseeking behaviour ofT urkish, Moroccan 
and Dutch parents in case of feverish children. 

Helpseeking behaviour has been defined by Hosman as "the behaviour to get help from others 
to solve an experienced problem or to reduce the suffering from the problem" (33). In general, 
there are three domains of healthcare in which patients seek medical help: the popular domain 
(family, social network), the professional domain (general practitioner, specialists) and the folk 
domain (non-professional healers) (34). However, one can decide not to seek help and do 
nothing or take self-care (35,36). Studies regarding helpseeking behaviour and healthcare 
utilisation have shown that demographic factors, such as gender, socio-economic status, social 

integration, the cultural background, acculturation, and psychological factors influences 

helpseeking behaviour (33,34,36). 
Helpseeking behaviour is related to ideas, fears and expectations people have regarding 

causes, cure and treatment of diseases. These factors are socially and culturally dependent 
(34,37-40). "Folk therapist", for example, are frequently consulted simultaneously with 
professional therapists by people from non-western cultures (38,40). They often do not share 

107 



Chapter4.2 

'Western' knowledge of the physiology and anatomy of the body and have other explanations 

for illnesses and diseases (41 ,42). It is known that several misconceptions about fever do exist 

Incorrect knowledge and fears about fever, it's causes and consequences can lead to incorrect 

behaviour, called "fever phobia" (43-46). Ideas and knowledge of fever and infectious diseases 

and expectations towards the treatment of these diseases is suggested to be different between 

parents of different ethnic groups (46,47). 
Differences in the ideas, fears and expectations about illnesses and diseases between 

patients and physicians might lead to communication problems and subsequently to mutual 

misunderstanding between patient and physician. This might result in repeated visits for the 
same health problem, non-compliance of prescribed treatment or seeking medical help from 

other physicians or non-professional healers (48). 

Anthropologists and psychologists have been studying helpseeking behaviour, especially 

regarding psychosocial problems in relation to ethnicity. Reysoo reported that Moroccan 

women experience their health different and have other expectations towards physicians and 

their treatments. For psychosocial problems, 'Dutch' as well as 'Moroccan' doctors are 
consulted, and frequently sell-medication is used (39). Gelauff-Hanzon described differences in 

helpseeking behaviour of Turkish and Moroccan parents for their children with (psychosocial) 

problems (49). In his study, Turkish parents indicated to attend hospital frequently without 

referral from their general practitioner with their ill child. Turkish and Moroccan parents also 

reported to seek help in the popular domain less often than Dutch parents (49). 
To our knowledge, explanations for ethnic differences in helpseeking behaviour are 

sparse and have only been reported in studies regarding psychological/psycho-social problems 

in adults (50,51 ). These studies have shown that acculturation and educational level were 

important factors in the helpseeking behaviour for psychosocial care. The question arises 

which factors play a role in the helpseeking behaviour for physical problems of adults and 

children. Helpseeking behaviour and their determinants in physical problems could be very 
different from psychosocial problems. Furthermore, in medical problems, differences between 

chronic and acute problems and between adult problems and problems in children can be 

expected. In order to understand and optimise the use of health care services by ethnic minority 

groups for acute medical problems, rt is necessary to get insight into the determinants and 
mechanisms that influences helpseeking behaviour. 

A conceptual model that explains differences in health between ethnic groups has been 

developed by Stronks (52). The model includes risk factors for health, such as lifestyle, 

physical environment, social environment, psychosocial stress and use of healthcare. These 

factors are influenced by mechanisms like genetics, migration, culture and acculturation, socio­

economic position and social context (52). This model by Stronks has been adjusted to 

investigate the relation between ethnicity and the use of healthcare (53,54). This adapted 

model shows that the use of healthcare depends on the health, health perception, knowledge 

about diseases, self-care, and the healthcare system and the accessibility of the healthcare 
system. 
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Because use of healthcare and helpseeking behaviour are related, we have developed a 
conceptual model, based on the former mentioned model in combination with available 
literature (34,36,43-47,52,55-57). This conceptual model "Ethnicity and helpseeking behaviour 

in feverish children", describes the process of helpseeking behaviour of parents and the 

determinants and underlying mechanisms that might influence this process in relation to the 

ethnicity of parents (Figure 1 ). 

At first parents experience that their child is ill and feverish. They evaluate the problem 

and it's severity and take the decision to do nothing, apply self-treatment, have lay consultation 

or consult a healthcare professional (either a general practitioner or a ED) (right side of the 
model) (35,36,58,59). This whole process in relation to ethnicity is influenced by several factors 

(left side of the model). The parental perception of the child's illness is influenced by the 

knowledge about diseases, anxiety and psychosocial stress of the parents and former 

experiences with illnesses and diseases. The step from perception to action is influenced by 

factors like knowledge of treatment, self-care and healthcare, access to healthcare, coping 
factors, social and practical support, former experiences with general practitioners and 
emergency departments and communication problems. All these factors might be different in 

the relation with ethnicity, influenced by underlying mechanisms such as socio-economic 
status, culture, acculturation and the social network (52,53). 
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In order to operate this model, interviews at home perfonmed by interviewers with the same 
ethnic background and same language speaking were chosen as the method for this study. 

The first aim of this report is to describe the response, pitfalls in participation of parents and 

applicability of home interviews by parents of different ethnicities. Secondly, we evaluate some 

aspects of helpseeking behaviour of parents who visited the PED with their feverish child in 

relation to their ethnic background (based on preliminary results). One of the determinants of 
helpseeking behaviour in relation to ethnicity is knowledge and anxiety for fever, called "fever 

phobia". In this report we also describe "fever phobia" -knowledge and anxiety of fever- in 

relation to ethnicity. 

PATIENTS AND METHODS 

Study population 
The general paediatric emergency department (PED) of the Sophia Children's University 

Hospital is located in an urban setting with a multi-ethnic and multi-socio-economic population. 

It has a 24 hours consultancy department for children aged between 0 and 15 years. Patients 
are either referred by their general practitioner or self-referred. Yearly approximately 4000-4500 

patients visits the PED. Of these patients, 40%-45% has an infectious problem. 

All consecutive patients up to five years of age with fever (and accompanying complaints) 

as a reason for encounter, were eligible for this study. The reasons for encounters were coded 

by a problem oriented patient classification system of the Sophia Children's Hospital (60-62). 
Patients with chronic underlying diseases were excluded. 

Methods 
All parents of the study population received a letter from the paediatrician to infonm the parents 
about the study and ask for participation. The letter was translated in the Turkish language. 

According to the patient's surname, the children were classified into Turkish, Moroccan, Dutch 

and a group of others. After one week, we telephoned the parents to ask consent and to make 
an appointment for an interview. Within 2 weeks after the visit at the PEO, an interview was 

administered at the parents' home. Medical students with the same ethnic background and 

language telephoned the parents to overcome language barriers and optimise the participation 

among the ethnic minority groups. These students also administered the interviews in the 
preferred language. 

A structured interview, including multiple choice questions and some open questions, and 

a semi-structured in-depth interview were administered. The questionnaires, consisting of 4 

parts were based on available literature and existing (validated) questionnaires (43,44,46, 
47,56,57,63-69). 

Part 1 contained questions about the actual helpseeking behaviour regarding the PED 

visit. The whole process from assessing the physical condition of a child at home in advance of 
the PED visit was evaluated. Among others, we asked the type of referral, the exact reason for 

the PED visit, the duration of the complaint, the preceding self-care and preceding general 

practitioner visits. Part 2 contained questions about the general knowledge, fears, use of self-
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medication and helpseeking behaviour in case of fever. Examples of questions in this part are: 
What is fever? What can be consequences of fever? What are causes of fever? Where are you 
afraid for when your child has fever? What do you do at home when your child has fever? Part 
3 included questions regarding general background characteristics (parent's country of birth, 
socio-economic indicators, age, years of residence and acculturation). Part 4 contained 

psychosocial variables with two existing validated questionnaires: a questionnaire on coping 

and a questionnaire on anxiety (Utrecht Copinglijst and STA12). 
We collected data from the patient medical record and the hospital information system 

(HIS), including patient's age, gender, performed diagnostic tests (laboratory and radiology 
tests), and hospital admission. 

Analyses 
The analyses were performed on the preliminary data. In this report we first describe the 
response rate of the different ethnic groups, the process for optimal participation and the 
experiences of the interviews. Secondly, background characteristics (age, gender, and ethnicity 
by name) and clinical presentation (type of referral, performed diagnostics and hospital 
admission) are evaluated. Third, the chi-square test and the student's t-test measure 
differences in background characteristics, some aspects of helpseeking behaviour and aspects 
of "fever phobia" test between the different ethnic groups. Ethnicity is defined by the mothe(s 

country of birth. 

RESULTS 

Participation 

In the period between February the first and May 15 2002, 220 patients were eligible for the 
study and approached by letter. The median time period between the visit to the PED and the 
date of sending the letter was 8 days. Of these 220 patients, 179 (81%) could be contacted by 
telephone or by personal visits at home. Of the 179 contacted patients, 109 (61%) participated 
the study and 71 (39%) refused participation. In 52 cases, personal home visits were 
necessary to contact the parents because telephone numbers, documented in the hospital 
information system, were incorrect. Six of these contacted parents gave consent for 

participation and 5 refused it. According to the family name, the response rate among Dutch 
contacted patients was 60%, Turkish 67%, Arabic (Moroccan) 68% and the group of others 

51%. 
No differences in background characteristics (gender, age and ethnicity) were observed 

between the participating and non-participating group. The non-participants were more 

frequently children who were admitted to the hospital. 
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Interview 
After a median number of 22 days after the PED-visit the questionnaire was administered at the 

parent's home. The duration of the interview ranged from 30 to 90 minutes. Several parents 

mentioned to be pleased that the topic fever in children got attention. Of all parents, 81% liked 

to receive more information about fever and infectious diseases from physicians (paediatricians 
and general practitioners). Compared to Dutch parents (69%), Turkish (100%) and Moroccan 

(92%) parents more often liked to have extra information. 

General characteristics and clinical presentation 
We analysed data from the first 95 parents, who participated the study (table 1 ). Of these 95 

patients, 44 (46%) were girls, 40% was younger than 1 year, 36% between 1 and 2 years and 

24% older than two years. Of all children, 43% visited the PED without a referral, 40% was 

referred by the general practitioner and 12% visited by ambulance. Five percent was already in 

follow-up in the Sophia Children's hospital. Of all patients, 75% had contacted the general 

practitioner before the hospital visit. According to the mother's country of birth, 41% was Dutch, 

13% Turkish, 14% Moroccan and 34% belonged to the group of others. 

At presentation at the PED, 20% of the children had a temperature of less than 38 degrees 

Celsius, 25% between 38 and 39 degrees, 30% between 39 and 40 degrees and 25% above 

40 degrees Celsius. The mean duration of the fever was 2 days. Forty-five percent of the 

children received laboratory diagnostics and 19% a chest-X-ray. Sixteen percent of the children 

was hospitalised. 

Table 1: General characteristics and follow-up of the participating children with fever who visited the PED 
between Feb 2002 and May 2002 (n=95) 

Background characteristics and follow-up 
Gender male 

Age 

Ethnicity 

Referred 

female 
0-1 years 
1-2 years 
> 2 years 
Dutch 
Turkish 
Moroccan 
Others 
yes 
no 

Temperature at physical examination 
<38 degrees 
38-39 degrees 
39-40 degrees 
>40 degrees 

Laboratory diagnostics 
Chest X-ray 
Hospital admission 
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Frequency(%) 
54% 
46% 
40% 
36% 
24% 
41% 
13% 
14% 
33% 
57% 
43% 

20% 
25% 
30% 
25% 
44% 
19% 
16% 

Number (n) 
51 
44 
38 
34 
22 
38 
12 
13 
32 
54 
41 

19 
24 
28 
24 
42 
18 
15 
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Ethnicity, helpseeking and "fever phobia" 

Turkish (55%) and Moroccan children (62%) attended the PED significantly more often without 

a referral than Dutch children (23%) (table 2). They also had less frequently contacted a 

general practitioner before the hospital visit. The duration of fever of 3 days was more often 

documented for the Turkish and Moroccan children than for the Dutch children. 

Ninety-five % of Dutch mothers reported to be anxious for the fever for which they sought help. 

This percentage was 91% for Turkish and 77% for Moroccan mothers (table 3). Especially 

anxiety for convulsions, dehydration and dead were mentioned. There were no large 

differences in these anxieties between the different ethnic groups. 

Most mothers used a thermometer to measure the temperature, although almost all told to 

feel the skin first before measuring. Fever was thought to be a temperature above 38-38.5 

degrees Celsius. No differences between the ethnic groups were found. We asked whether the 

parents were in general anxious/ little anxious or not anxious for fever. Fifty percent of the 

Dutch mother's and 91% of Turkish mothers were anxious. Of all Moroccan mothers, 23% was 

little and 69% (very) anxious for fever. Mothers from ethnic minority groups thought more often 

that brain damage and deafness could be a consequence of untreated fever, compared to 

Dutch mothers. 

Table 2: Differences in some aspects of the actual helpseeking behaviour, which lead to the PEO visit 

Actual helpseeking behaviour Dutch Non~Dutch Turkish Moroccan 
(39) (56) (11) (13) 

%n %n %n %n 
Referred no*# 23% 9 57% 32 55% 6 62% 8 

yes 
Contact general practitioner*# 87% 34 64% 36 64% 7 46% 6 

* p< 0.05 difference between Dutch, Turkish and Moroccan parents # P< 0.05 difference between Dutch 
and non-Dutch parents 
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Table 3: Differences In background characteristics and 'fever phobia' between Dutch and non-Dutch children and Dutch , Turkish and Moroccan children 

General characteristics 
Gender male# 
Age 0-1 years 

1-2 years 
2-5 years 

Actual fever e lsode 
Duration fever* 1 day 

2 days 
3 days 

Worries about fever 
Used a thermometer 
Harmful effects of feverconvulsions 

brain-damage# 
deafness* 
dead 

Knowledge and anxiet~ about fever in 9eneral 
Fever is a temp > 37 

> 38 
>38.5 
> 39 
> 40 

Anxious for fever # no 
little 
(very) anxious 

When a child has fever the doctor needs to visit the child 
at home*# 

agree 
little agree 
not agree 

p child to measure the temp 

Dutch Non-Dutch Turkish Moroccan 
(39) (56) (11) (13) 

%n %n %n %n 
41% 16 63% 35 15% 5 69% 
36% 14 43% 24 46% 5 54% 
41%, 16 32% 18 36% 4 23% 
23% 9 26% 14 18% 2 23% 

45% 17 42% 20 22% 2 42% 
45% 17 29% 14 45% 4 8% 
10% 4 29% 14 33% 3 50% 
59% 23 73% 41 91% 10 77% 
93% 34 96% 54 91% 10 93% 
77% 30 71% 40 73% 8 77% 
26% 10 46% 26 64% 7 46% 
8% 3 21% 12 73% 8 15% 

46% 18 46% 26 18% 2 62% 

3% 1 2% 1 0% 0 0% 
36% 14 32% 18 18% 2 46% 
41% 16 27% 15 36% 4 31% 
18% 7 32% 18 46% 5 8% 
0% 0 2% 1 0% 0 8% 
49% 19 13% 7 0% 0 8% 
23% 9 23% 13 9% 1 23% 
28% 11 64% 36 91% 10 69% 

9 
7 
3 
3 

5 
1 
6 
10 
12 
10 
6 
2 
8 

0 
6 
4 
1 
1 
1 
3 
9 

antibiotics(> 1 time) 18% 7 23% 13 36% 4 15% 2 
* p< 0.05 difference between Dutch, Turkish and Moroccan parents# P< 0.05 difference between Dutch and non-Dutch parents (Turkish, Moroccan and 

others) 
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DISCUSSION 

Although the results of the study are preliminary, some aspects need 1o be discussed. This 
report showed that a considerable part of the parents could not be contacted due to wrongly 
recorded or mentioned telephone numbers or addresses of the patients. This number was 
larger in ethnic minority groups compared to the Dutch group of patients. According to other 
studies, it took much more effort for the interviewers to ask the parents of the ethnic minority 
groups to participate. However, the participation among the Turkish and Moroccan parents who 
could be contacted by phone or visit does not differ from the Dutch parents. This is probably 
due to the fact that the interviewers speak Turkish and Berber. With this method language 
problems have been overcome. 

The second aim of this study was to evaluate the helpseeking behaviour of parents from 
different ethnic groups. Turkish and Moroccan patients visited more frequently the PED without 
a referral. They also had less frequently contacted a general practitioner prior to the PED visit. 
In a former study, Turkish patients also visited more frequent a PED without a referral from the 
general practitioner (32). The results of the study do not give explanations for these differences 
in helpseeking behaviour. In this report we restricted the analyses to one of the major 
explanations, namely differences in knowledge and anxiety of fever ("fever phobia"). 

The results show that a large part of the parents is anxious about fever, especially the 
Turkish and Moroccan parents. Turkish parents reported more frequently to be anxious for the 
consequences such as deafness and brain damage. However, differences in knowledge and 
anxiety about fever between the ethnic groups were rather small. Compared to studies 
regarding fever phobia performed in the United States, 'fever phobia" seem to be a smaller 
problem in the Netherlands (43, 46). Almost all parents use a thermometer and indicate that 
fever is a temperature above 38-38.5 degrees Celsius. Although parents worries less about 
fever compared to parents in the study by Crocetti, in our study more often harmful effects of 
fever (death, seizures, brain damage and dehydration) were mentioned (43, 46). 

Because the number of patients are rather small the results should be interpreted with 
caution. After completion of the study, the relation between ethnicity and helpseeking behaviour 
and the determinants and mechanisms as are described in figure 1 and the introduction, can be 
analysed. 

In this study, a specific group of children, who had sought help from a paediatrician at a 
PED, has been studied. Interesting is to study parents who only visited a general practitioner or 
parents who did not visit a physician at all for their feverish child. Therefore, we suggest also to 
perform this study in a population of children who contacted a general practitioner and in the 
general population. 

Preliminary conclusions: Response rate among the Turkish, Moroccan and Dutch parents 
who can be contacted are acceptable (without differences between these groups). Turkish and 
Moroccan parents visit more often without referral and are more anxious about fever and it's 
consequences. In general, "fever phobia" seems not to play an important role in the 

Netherlands. 
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ABSTRACT 

Aim: Investigate whether names (surnames and the combination of surnames and first names) 
are adequate to identify Turkish, Moroccan and Surinamese children in a Dutch population. 
Methods: Parents visiting the Emergency Department of the Sophia Children's Hospital with 
their child filled in a questionnaire about their ethnic background, socio-economic factors and 

cultural factors. Patients' names were classified by students with a Turkish, Moroccan and 
Surinamese (Hindustanic and Creole) background. A combined name method (surnames in 
combination with first names) and surnames only were compared with a reference method 

(ethnicity by parents' country of birth). The validity of both name methods and the 
measurements of agreement (kappa) of both comparisons were analysed. Results: Turkish 
names showed good validity measurements between the combined name method and the 
reference method (sensitivity of 81% and a positive predictive value of 86%). The Arabic 
names were distinguishable with a sensitivity of 77%, specificity of 99% and positive predictive 

value of 87%. Surinamese names were less easy to distinguish from the other names (69%, 

96% and 69% respectively). Overall, the measurement of agreement showed a kappa of 0.69 
in the comparison between the classification of the combined names and the classification by 
parent's country of birth. The classification of the combined names was slightly better than the 
classification by surnames only. Conclusions: Names can be used to identify Turkish and 

Arabic (Moroccan) children in a routinely registered database of Dutch children. For 
Surinamese names this method is less suitable. 
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INTRODUCTION 

Health and the healthcare use of ethnic minorities in Europe as well as in the United States 
differ from those of the indigenous people. In the large number of studies that described the 
relations between ethnicity and several health outcomes, different methods and definitions of 
determining ethnicity have been used. In adults, the person's nationality, country of birth and 
self-identity have been applied (1-3). All methods have pros and cons and the use of each 
method depends on the purpose of the study. Most ethnic minority children belong to the 
second and third generation of immigrants. The parents' and eventually the grandparents' 
country of birth can define the ethnicity of these children. In the Netherlands, this method is 
preferred and applied in most studies (4). Unfortunately, this information is not always available 
in routine databases, because of ethical, juridical and practical problems. Name search-method 
is an easy available method, applicable for large databases. This method was already 
described in 1985 to be a good method for distinguishing Asian names in an English population 
(5). Following this, comparable studies have been performed (6-11). 

In the Netherlands, most ethnic minorities originate from Turkey, Morocco, Suriname and 
the Netherlands Antilles. The surname technique has been used to identify ethnicity in adult 
patients, but was not validated (12). Turkish names can easily be differentiated from Western 
European and Arabic names (10,11). We expected Arabic and Surinamese names to be 
distinguishable from Dutch names. 

The aim of this study was to analyse whether using names (surnames only or combined 
with first names) is a good alternative method compared to ethnicity based on parent's country 
of birth, to identify Turkish, Moroccan and Surinamese children in a Dutch population of 

children. 

METHODS 
The Sophia Children's Hospital is an inner city university hospital in Rotterdam, the 
Netherlands. Parents who attended the paediatric emergency department between September 
1999 and December 1999, were asked to participate this study. The Institutional Review Board 
of the University Hospital Rotterdam approved this study. A questionnaire was administered 
after infonned consent, by one of the researchers. The standardised questionnaire contained 

questions regarding the parent's country of birth, socio-economic factors, their length of stay in 
the Netherlands, communication and some cultural aspects. 

Four medical students with a Turkish, Moroccan, Creole Surinamese and Hindustanic 
Surinamese ethnic background and one of the researchers (CBB) with a Dutch origin classified 
the patients' surnames (obtained from the Hospital Information System): 'the surname method'. 
Clinical and demographic data were removed from the data set. In random order, first the 
Arabic surnames, then the Turkish, Surinamese and finally the Dutch surnames were 

distinguished. A group of surnames that could not be classified into these 4 groups were 
classified as others/non-classified. Secondly, the first names were added to the surnames and 
these combinations of names (the 'combined name-method'), were again classified into 
Turkish, Arabic, Surinamese, Dutch and other names. 
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Turkish names can be easily recognised because these names have specific meanings in 

Turkish, have no religious content and haven't changed much over the years (11 ). Arabic 

names consist frequently of compound names with specific meanings in Arabic and with 

frequently a religious content. This makes the Arabic names easy to discriminate from the 

Western-European and the Turkish names. Nearly all people who emigrated from the Arabic 

countries to the Netherlands originate from Morocco. Therefore, we assumed that the Arabic 

names represent the Moroccan people in this study. Suriname is a multicultural country itself, 
existing of Javanese, indians, Chinese, Hindustanic and Creole people. Suriname has been a 

colony from the Netherlands. In the 19th century mainly the Creole people were given family 

names, which were Dutch sounding and non-existing in Suriname and the Netherlands till that 

time (13). These new family names were related to plantations, existing words, expressions, 
physical characteristics or personal characters. Most frequently they consisted of two 

independent words. The Hindustanic people in Suriname originally came from North-India and 

their language and names are very specific for this group. From the seventies, especially the 

Creole and the Hindustanic people immigrated to the Netherlands. 

To measure the validity of the surname-method and the combined name-method, we 

compared these methods with a reference-method. The reference-method was defined by the 

parents' country of birth. If at least one of the parents was born outside the Netherlands, the 
child's ethnicity was classified according to this country. In case both parents were born outside 

the Netherlands, but in different countries, the mother's country of birth was chosen. 

Statistical analyses were performed by statistical package SPSS 8.0. First, we described the 

frequencies of each ethnicity group based on the 3 different methods (e.g. surname method, 

combined name method and the reference method). Subsequently, both name methods were 

compared with the reference method. The specificity, sensitivity and positive predictive value of 

the name methods were measured. We also measured the percentage of agreement between 

the name methods and the reference-method, with kappa as the measurement of agreement. 

This is the inter-rater agreement for nominal variables. Kappa is defined as the ratio of what we 

have reached, against what we can reach if we just gamble. A kappa between 0.41 and 0.6 

means a moderate, between 0.61 and 0.8 a good and above 0.80 a very good strength of 

agreement. A p-value of less than 0.05 was considered as statistically significant. 

RESULTS 

Of all350 participating patients, 15 patients were excluded, because data on the father's native 

country were lacking. The median age of the 335 included children was 2.5 years and 194 
(58%) were males. Fifty-nine percent of the children was Dutch, 10% Turkish, 9% Moroccan, 

10% Surinamese and 11% non-classified according to the combined name-method (surname 

and first name) (table 1 ). 

In table 1 the sensitivity, specificity and positive predictive value of the combined name­

method compared to the reference-method, are shown. The sensitivity of the Turkish names 

was 81%: 30 of the 37 Turkish children were correctly classified by the combined name-
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method. The specificity and the positive predictive value were 98% and 86% respectively. The 

Arabic names had a sensitivity of 77%, a specificity of 99% and a positive predictive value of 

87%. The measurements of validity were lowest among the Surinamese names: Twenty-four of 

the 35 Surinamese children were classified correctly (69%) and also 24 Surinamese names 

belonged to Surinamese children (69%). The measurement of agreement (kappa) between the 

combined name method and the reference method was 0.69. 

When using only the surname, the measurement of agreement was 0.67 (table 2). The 

sensitivity of the Turkish names was 73%. No differences in the measurements for the Arabic 

names were observed. Of the Surinamese names, the sensitivity was 69%, the specificity 96% 

and the positive predictive value 67%. 

Table 1: Patients classified by the combined name method compared with the reference method (n=335) 

Reference method Dutch Turkish Moroccan Surinamese Non- Total 
Combined name method class. 

Dutch 165 1 3 5 24 198 
Turkish 1 30 2 1 1 35 
Arabic 1 2 27 0 1 31 
Surinamese 4 0 0 24 7 35 
Others/ non-class. 2 4 3 5 22 36 
Total 173 37 35 35 55 335 

Sensitivity 95% 81% 77% 69% 40% 
Specificity 80% 98% 99% 96% 99% 
Positive predictive value 83% 86% 87% 69% 61% 

Measurement of agreement K-0.69 (SD 0.033) (p-value<0.05) 

Table 2: Patients classified by the sumame method compared with the reference method (n=335) 

Reference method Dutch Turl1sh Moroccan Surinamese Non- Total 
Surname method 

Dutch 163 1 3 
Turkish 1 27 2 
Arabic 1 2 27 
Surinamese 5 0 0 
Others/ non-class. 3 7 3 
Total 173 37 35 

Sensitivity 94% 73% 77% 
Specificity 80% 98% 99% 
Positive predictive value 80% 84% 87% 

Measurement of agreement K-0.67 (SD 0.033) (p value<0.05) 
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DISCUSSION 

This study describes the validation of the use of names to identify Turkish, Moroccan and 

Surinamese children in a Dutch population. We showed that by comparing the classification of 

ethnicity by names (surnames and the combination of surnames and first names) with the 

classification by parent's country of birth, good strengths of agreement could be reached 

(kappa 0.67 and 0.69). Turkish and Arabic names were easy to distinguish in a Dutch 

population. However, Surinamese names were difficult to discriminate. 

Name-search methods have been used to determine patients' ethnicity. Asian names as 

well as Indian and Chinese names have been identified in the British population by this method 

with high value-measurements of validity (5-7,9). In Germany, Turkish people were 

distinguished from the Germans by a name-algorithm (10,11). It is an easy applicable method 

in case no other classification of ethnicity is available. Ethnic minorities from Turkey and Arabic 

countries such as Morocco live in several countries in Europe. The name method we used in 

our study will also be applicable for these countries. 

In our study the Turkish and Arabic names were easy to identify. We showed that the 

Arabic names represented the Moroccan children in this population, because only one Arabic 

classified name belonged to a family from Eritrea. The Surinamese names showed the lowest 

validity measurements. Several patients with Surinamese classified names appeared to be 

actually Dutch or belonged to the group of other countries. Part of this can be explained by the 

fact that, notwithstanding the specific Surinamese names, these names are difficult to 

distinguish from the Dutch due to the same language. 

In general the validity of the combined name-method was slightly better than the validity 

of the use of surnames only. No changes in the classification of the Arabic names were found. 

However, the sensitivity of the Turkish group increased from 72% to 81% by adding the first 

name. A number of names that were doubtful cases and therefore classified as unknown could 

be classified as Turkish by adding the first name to the surname. While especially the 

classification for Turkish names could be optimised by using the combination of first names and 

surnames, we recommend, just like other studies, to use the combination of surnames and first 

names in future studies (5,6). 

The validity of the name-method could be influenced by personal judgements of the 
students. We expected that students with the specific ethnic backgrounds, who speak and 

understand the language of their country of origin and are familiar with the names, were able to 

classify the names. Their interest in this study was high, therefore, we expected a good 

accuracy. Two persons from each ethnic group (meaning two Turkish, two Moroccan etc) 
classifying all the names, might optimise the classification in future studies. 

Measurements of sensitivity and specificity of the name-methods depend on the accuracy 
of the reference method (14, 15). We used the parents' country of birth, which is preferred and 

most frequently used in several European countries (4 ). The use of grandparents' country of 

birth will probably be used in the very near future, because of the third generation migrants. It 

could be that third generation migrants were included in our study, which were classified as 

non-Dutch by the name-methods and Dutch by the reference method. This could explain a 
small part of the differences between the two methods. 
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In very large population-samples our method would be very time-consuming. Computerised 

name-techniques/ algorithms have been developed to identify Asian names in England and 

Turkish names in Germany (6,8, 1 0,11 ). Algorithms are limited to identify all individuals. A group 

of names will still have to be reviewed manually. However, for large databases it would be 

worthwhile to develop an algorithm for the Arabic and Surinamese names by collecting names. 

In conclusion, name search methods can easily be used to identify Turkish and Moroccan 

children in routine registered databases. For Surinamese children this method is less suitable. 
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Summary 

The outpatient department of general paediatrics as well as the emergency department of the 

Sophia Children's Hospital provides general paediatric outpatient care for children up to 16 

years of age with different ethnic and socio-economic backgrounds. Ethnic and socio-economic 

differences in health and use of health care by children have been described in the literature (1-

15). Apart from the increase of children from ethnic minorities, other changes in the use of 

paediatric outpatient care have also been suggested: more children visit the emergency 

department with non-urgent problems and second opinions are commonly seen at the 

outpatient department (16-20). The aim of this thesis was to describe the relations between 

patient's socio-demographics (ethnicity and socio-economic status) and presented medical 

problems, and the use of the paediatric outpatient care. 

All studies in this thesis included children who attended the paediatric emergency department 

or the outpatient department of the Sophia Children's Hospital Rotterdam for a general 

paediatric problem. The presented problems are coded according to a problem oriented patient 

classification system (21) (chapter 5.2). In this system every new presented medical problem is 

coded and characterised in a matrix by an internal organ system or disease entity, and by 

either a complaint or symptom, abnormal laboratory result or (presumed) diagnosis. 

Presenting problems and socio-demographics 

In chapter 2, the relations were assessed between patient's ethnicity, socio-economic status 

and medical problems presented to the outpatient care. Chapter 2.1 described ethnic 

differences in presenting problems at the emergency department of general paediatrics. For 

this aim, data including background characteristics, presenting problems, performed diagnostic 

tests and follow-up data from patients. aged 0-15 years, were collected (period 1988-1997). Of 

all 8789 patients, 49% were Dutch, 14% Turkish, 11 % Moroccan, 8% Surinamese and 17% 

others, classified according to the patient's surname. Infectious problems were most frequently 

the reason for encounter. Compared to the Dutch children (40% ), a larger part of the Turkish 

and Moroccan children had an infectious problem (45%). There were no differences between 

the Surinamese and Dutch children. Turkish children with infectious problems received less 

often laboratory tests (OR 0.72, 95%CI 0.56-0.94) or X-ray diagnostics (OR 0.73, 95%CI 0.58-

0.91) and were less frequently admitted to the hospital (OR 0.74, 95%CI 0.59-0.94) compared 

to Dutch children. In contrast, Moroccan children had more often a severe infection (OR 1.65, 

95%CI 1.18-2.31) and were more frequently admitted, especially to the intensive care 

department The results can be explained by either a higher frequency of infectious diseases 

among Turkish and Moroccan children in the general population or differences in helpseeking 

behaviour of Turkish, Moroccan and Dutch parents with feverish children. 
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Chapter 2.2 focussed on ethnic differences in medical problems presented at the outpatient 

department of general paediatrics. All patients who were referred to the outpatient department 

in the period 1988-1997 for a general paediatric medical problem were included. Results were 

restricted to residents of the city Rotterdam, stratified by age (0-5 years and 5-15 years) and 

adjusted for socio-economic status and gender. Of all 3913 patients, 64% was Dutch, 14% 

Turkish, 11% Moroccan and 11% Surinamese. A larger part of the Turkish children attended 

with gastro-intestinal problems, like constipation and abdominal pain compared to the Dutch 

children. In the age group of 5-15 years also urinary tract (enuresis) problems were presented 

more frequenUy by Turkish children compared to the Dutch children (OR 2.0, 95%CI 1.13-

3.54). Moroccan children presented more frequently with urinary tract (enuresis) (OR 2.39, 

95%CI 1.34-4.25) and respiratory problems (OR 2.31, 95%CI 1.37-3.87) compared to the 

Dutch children. Asthma was more commonly diagnosed in the Moroccan and Surinamese 

children. The results showed small ethnic differences in presenting medical problems at a 

paediatric outpatient department. 

Infectious related problems are the most common presented problems at paediatric emergency 

departments (PED's). In chapter 2.3 we scrutinised a specific infectious medical problem, 

namely "meningeal signs". Signs of meningeal irritation are indicative for possible bacterial 

meningitis but also other underlying diseases such as pneumonia or self-limiting (viral) 

diseases can be the cause (21 ). We evaluated whether there were differences in clinical 

presentation and disease severity between ethnic minority children and Dutch children who 

attended the PED with meningeal signs. Of all 432 patients, 58% was Dutch, 7% Turkish, 1 0% 

Moroccan, 10% Surinamese or Antillean and 15% others. No differences in clinical 

presentation and hospital admission were observed. Turkish children had relatively more 

frequently a self-limiting disease. A larger part of the Moroccan children had a serious bacterial 

infection (OR 3.47, 95%CI 1.23-9.8). 

Socio-economic differences in health and use of healthcare by children in the general 

population have been described (4-6,8,22,23). In chapter 2.4 the relation between socio­

economic status (SES) and medical problems presented to the outpatient department of 

general paediatrics was evaluated. Patients aged up to 16 years, who attended the outpatient 

department for a new health problem in a period of one year (February 2000-February 2001 ), 

were included. A questionnaire was administered which included questions regarding the 

presented problem and patient and family background socio-demographics. The household 

equivalent income and the educational level of the mother were used as indicators of SES. 

Presented medical problems, diagnostic tests and outpatient follow-up appointments were 

collected. We showed that children from families with a low and medium income level were 

more likely to visit with gastro-intestinal problems (OR 1.6, 95%CI 1.04-2.47 and 1.71, 95%CI 

1.14-2.55, respectively) and less likely to visits with endocrine problems (OR 0.55, 95%CI 0.33-

0.91 and 0.54, 95%CI 0.33-0.87, respectively) compared to children from families with a high 

SES. Low-income levels were related to low perceived health status by the parents and low 
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educational levels with respiratory problems. We suggested to pay more attention to the 

provision of infonmation on lifestyle factors and the treatment of gastro-intestinal and respiratory 

problems for children from families with low socio-economic status. 

Use of paediatric outpatient care 

Emergency departments are meant for acute medical problems. However, the number of non­

urgent visits at PED"s varies between 29% and 72% (16-18, 20). Most of these studies have 

been performed in the United States and are not applicable to the Dutch situation, in which the 

health care system is based on referral. In Chapter 3.1, we described detenminants of non­

urgent visits at a PED in a health care system based on referral. For this aim, parents of 

patients attending the emergency department of the Sophia Children's hospital filled in a 

questionnaire regarding family background characteristics. The urgency of the visit was defined 

by the final diagnosis in combination with the differential diagnosis after patient history and 

physical examination and performed diagnostics. One third of all visits was considered as non­

urgent. Patients who were self-referred (OR 2.6, 95%CI 1.5-4.7) or had no current treatment for 

a disease in this hospital (OR 2.5, 95%CI 1.2-5) were more likely to visit for a non-urgent 

problem. Infectious problems (OR 4.5, 95%CI 2.0-9.9) and gastro-intestinal problems (OR 6.0, 

95%CI 2.2-15.9) were more frequently classified as non-urgent compared to other problems, 

such as haematological problems and intoxication. Turkish and Surinamese children were 

more likely to attend the PED self-referred with non-urgent problems compared to Dutch 

children. We concluded that a considerable part of the visits at the PED is non-urgent. By first 

visiting the general practitioners, the number of non-urgent visrts could be reduced. 

Second opinion visits are defined as visits initiated by the patient to get a new opinion for a 

medical problem for which they consulted another physician of the same expert level before. 

Data regarding adult patients showed frequencies between 5% and 40% (24-27). Numbers of 

second opinions in children are unknown. In chapter 3.2 we focussed on background 

characteristics and healthproblems related to second opinion visits at a paediatric outpatient 

department. We used the same population as in chapter 2.4. Thirteen percent of all1103 visits 

were second opinion visits. Gastro-intestinal problems (OR 2.3, 95%CI 1.4-3.8) and respiratory 

problems (OR 2.3, 95%CI 1.2-4.2) were more frequently presented in a second opinion visit 

compared to other problems. Long duration of the medical complaint, poor perceived health by 

the parents, patient's age, a Surinamese background or resident outside the neighbourhood of 

the hospital, were associated with a second opinion visit. Compared to data on adult patients, 

the number of second opinions in children is in the lower range. However, determinants, like 

duration of the medical complaints, living outside the hospital neighbourhood are comparable to 

the data on adult patients (24, 25). 
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Some explanations on ethnic differences in helpseeking behaviour 

In Chapter 4.1, we described group interviews with Turkish and Moroccan mothers. The topics 

in these interviews included aspects of knowledge, fears, attitudes and helpseeking behaviour 

of parents in feverish children. A large part of the Turkish and Moroccan mothers reported not 

to use a thermometer to measure the temperature. They underlined that physical examination 

by the general practitioner is in their opinion very important. Moroccan mothers seem to have 

adopted a more expectantly attitude, while Turkish mothers more often reported to attend the 

emergency department without referral from the general practitioner. Group interviews attribute 

to our knowledge regarding idea's, fears, knowledge and helpseeking behaviour of groups of 

Turkish and Moroccan mothers in case of feverish children. 

To get more information on the determinants of helpseeking behaviour in relction to ethnicity, 

we designed a study in which individual interviews were administered to parents. In Chapter 

4.2, first the determinants of helpseeking behaviour in general and the relation between 

ethnicity and helpseeking behaviour were reviewed from the literature. A conceptual model for 

the relation between ethnicity and helpseeking behaviour in feverish children and their 

determinants was presented. In this study (February 2002- May 2002) individual interviews 

were held with Turkish, Moroccan and Dutch mothers of children aged between 0 and 5 years 

of age, who attended the PED of the Sophia Children's Hospital with fever. In this report, the 

response rate, helpseeking behaviour and "fever phobia" in relation to ethnicity were evaluated. 

In total 95 parents participated the study. Response rate of the different ethnic groups 

. was approximately 60%. Turkish and Moroccan patients visited more often the PED without a 

referral from the general practitioner. Although "fever phobia" did not play an important role in 

the group of parents, the Turkish and Moroccan parents reported more often to be anxious 

about fever and it's possible consequences as seizures and death. 
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Methodological aspects 

Patient surnames were used to identify the ethnicity of children in some studies. In chapter 5.1, 

the use of names to identify Turkish, Moroccan and Surinamese children in a Dutch population 

was evaluated. The classification of ethnicity by surnames, as well as by the combination of 

surnames and first names was compared with a reference method (parents' country of birth) by 

measuring the validity measures and the measurement of agreement. Turkish names 

(surnames in combination with first names) were distinguishable with a sensitivity of 81%, a 

specificity of 98% and a positive predictive value of 86%. For the Arabic names these 

measurements were 77%, 99% and 87% respectively. The Surinamese names were less easy 

to discriminate. The measurement of agreement between the combined name method and the 

reference method was 0.69 for this group. The use of first names increased the validation of 

the Turkish names. We concluded that names can be used to identify the Turkish and 

Moroccan (Arabic) ethnicity of children in a Dutch population. This method will be useful for 

other studies in European populations consisting of groups with a Turkish and Arabic 
background. 
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Future perspectives 
The ethnic differences in infectious related health problems might be influenced by differences 

in the helpseeking behaviour of Turkish, Moroccan and Dutch parents. This is suggested by the 

differences in the severity of the problems, the number of self-referred, non-urgent visits and 

the suggestions based on the group interviews. In chapter 4.2 we studied the helpseeking 

behaviour of Turkish, Moroccan and Dutch parents for feverish children in a pilot study at the 

emergency department. A larger study will most likely provide information on differences in 

helpseeking behaviour and the factors that might explain these differences. 

Most feverish episodes are self cared by the parents and a part is presented to the 

general practitioner. Therefore, the interviews also need to be administered to parents who 

attend the general practitioner and to parents in the general population. Moreover, information 

on incidences of infectious diseases in the different ethnic groups is lacking. With this 

information, we are able to relate the helpseeking behaviour and the use of health care with the 

occurrence of infectious problems and the type of problems. These studies will provide 

information in order to develop intervention studies for specific groups of patients. With 

interventions, like information folders, video presentations or group meetings for parents, one 

could investigate whether we are able to diminish parental concerns, optimise parental 

knowledge, attitudes and helpseeking behaviour for infectious diseases. Moreover, trainees, 

paediatricians and general practitioners should obtain more knowledge about the (cultural) 

differences in opinions and expectations towards the causes and treatment of infectious 

illnesses and the related helpseeking behaviour. Altogether, this can lead to optimise the 
intercultural communication. 

A larger part of the Turkish children, compared to the other children at the outpatient 

department presented with gastro~intestinal problems. Low~income level was also associated 

with gastro-intestinal problems presented to the outpatient department. Either the prevalence of 

gastro-intestinal problems, like constipation and abdominal pain, is higher among these groups 

of children or parents differ in managing these problems, leading to more consultations with 

general practitioners and paediatricians. Constipation is most often a functional complaint 

influenced by dietary habits and other lifestyle factors. Information regarding lifestyle factors, by 

the preventive as well as the first and secondary health care in order to prevent and treat these 

problems will probably be needed. 

Moroccan and Surinamese children consulted the outpatient department relatively more 

frequent with respiratory problems, compared to the Dutch children. In the general population, 

non-Dutch children less frequently reported respiratory symptoms and consulted less frequently 

general practitioners for these problems (11, 12, 15). A low educational level of the mother was 

also associated with respiratory problems presented at the outpatient department. Severe 

asthma in the general population is more common in children from families with a low socio­

economic status (28-31 ). This suggests that the severity of the symptoms is such that the 

general practitioner (or the parents) finds a referral to the paediatrician necessary. There are 
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some remarkable differences in the study outcomes regarding respiratory symptoms in relation 

to ethnicity between the general population, the general practice population and outpatient 

population. A suggestion for future studies is a population-based study in which insights into 

ethnic differences in incidences of respiratory problems, their related risk factors/determinants, 

the use of health care (general practitioners, paediatricians and hospital admissions), the 

treatment by general practitioners and paediatricians and treatment compliance are evaluated. 

The study populations in this thesis encompassed patients who presented to the outpatient 

care of the Sophia Children's hospital. The results showed ethnic differences in the distribution 

of medical problems in this specific population of children. Studies in the general population will 

inform one about incidences of health problems and diseases and also about helpseeking 

behaviour among different ethnic and socio-economic populations in general. By studying the 

general population, one will gain more knowledge about the use of medical care in relation to 

the medical need. The generation R study, a cohort study of nearly 10.000 children in 

Rotterdam, in which children from 12 weeks gestational age up to the age of 20 years are 

followed, will provide information on ethnic and socio-economic differences in incidences of 

medical problems and the use of health care for these medical problems in the general 

population. According to the results of the studies in this thesis, infectious diseases, gastro­

intestinal and respiratory tract problems should be topics of special interest. 

We showed that a considerable part (33%) of the visits to the paediatric emergency department 

(PED) was non-urgent. In our study, especially visits by self-referred patients and visits 

concerning infectious problems were non-urgent. The number of self~referrals and 

consequently the number of non-urgent visits might increase in the future. Especially, in the 

larger cities of the Netherlands, where the number of general practitioners seems to decrease, 

while the workload for them increases. This might lead to changes in parental attitude towards 

their helpseeking, by bypassing general practitioner in case of acute medical problems. Self­

referrals to emergency departments should therefore be a basic aspect in future studies. 

Data at our PED showed that self-referred patients also have urgent problems (in 50%) 

and that 15% of these patients needs hospital admission. The future needs to show whether 

changes in these frequencies will occur. The next step to get insight into self-referrals is to 

assess 1) the reasons for parents to attend an emergency department without referral, 2) the 

determinants of self referrals, such as socio-demographic backgrounds of the patients, 

presenting health problems and the hour of the day, and 3) the severity of the problems 

(urgency and hospital admission). The study described in chapter 4.2 will provide information 

regarding these aspects in relation to infectious problems in the near future and will as such 

guide further research. 

This thesis showed that 13% of all new visits at the outpatient department of a University 

Hospital in the Netherlands, was a second opinion visit. In the future we might expect this 

percentage to be higher due to more awareness and assertiveness of patients. As yet, it seems 
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to concern non-severe gastro-intestinal and respiratory problems. Especially, information about 

the cause and treatment of these health problems to parents by general practitioners, 

paediatricians and others (media, preventive health care, leafiets etcetera) seems to be useful. 

In the future, a new study should be performed to observe any changes in second opinion 

visits. Important items to be addressed are 1. evaluation of the reasons for parents to seek a 

second opinion, 2. the role of the first physician and the general practitioner in the process and 

3. the necessity of the second opinion. This should give us more background information on 

second opinions. Another suggestion for future studies is to get insight into the follow-up of the 

second opinions, the expectations of parent towards a second opinion and the fulfilling of these 

expectations. 

Providing care for children in a multicultural setting entails several aspects. Language barriers 

are frequently experienced between patients and physicians: a large part of the Turkish and 

Moroccan adults is insufficiently fluent in the Dutch language to communicate well with 

physicians. (32-39). Frequently a family member or an acquaintance is used as an interpreter. 

In this thesis, language barriers between parents and paediatricians were not studied. In the 

long run, language barriers will probably be overcome because more parents (especially the 

second generation) will be able to speak the Dutch language. 

Next to language barriers, cultural barriers are important. Knowledge of diseases, causes 

of disease and expectations towards treatment of diseases are cultural and socially dependent 

(40-42). The patient's explanatory model for illness and diseases can be different from the 

physicians' explanatory model, leading to communication problems and subsequently to 

differences in mutual understanding (41,43). Because norms, values and explanatory models 

are passed on from generation to generation, a part of the cultural barriers will still be a 

problem in the future. This will be partly infiuenced by the extent of acculturation of ethnic 

minorities. Studying cultural barriers is necessary to get more insight into the explanatory 

models for illnesses and diseases of patients from other ethnic backgrounds. By paying 

attention to these subjects during the consults, paediatricians will have more understanding of 

the individual parental ideas, fears and explanatory models and are able to give the information 

parents need. The intercultural communication between physicians and patients needs to be 

improved. 

In some studies in this thesis (chapter 2.1, 2.2, 2.3) the patient's ethnicity was determined by 

surnames, because other data regarding ethnicity were lacking. In other studies, we asked the 

parent's country of birth in a questionnaire for which parents gave informed consent. 

Registration of ethnicity in databases meets several ethical and juridical problems. Only as a 

part of scientific research it is allowed to register one's ethnicity. Within the patient-physician 

relation the physician sometimes asks the patient's ethnic background, especially when they 

consider for example a genetic metabolic disorders or a genetic hemoglobinopathy. In most 

medical records the ethnic background is not noted. The determination of ethnicity might also 

be different. 
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Based on this thesis and the literature, we are of the opinion that the individual patient might 

benefit if his/her ethnic background is taken into account in the medical care. Therefore, we 

suggest that paediatricians classify the ethnic background routinely, by asking the parents' and 

eventually the grandparents' country of birth as part of the patient history. This will benefit the 

intercultural communication and consequently the mutual understanding and the treatment 

compliance. 
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Samenvatting 

De polikliniek algemene kindergeneeskunde en de afdeling Acute Hulp van het Sophia 

kinderziekenhuis verzorgen de algemeen pediatrische zorg voor kinderen tot en met de leeftijd 

van 16 jaar. Naast een grate diversiteit aan problemen die worden gepresenteerd, is er oak 

een diversiteit aan kinderen met betrekking tot leeftijd, etnische en sociaal economische 

achtergrond. Met name het aantal allochtone kinderen in de algemen bevolking en daarmee 

ook in de ziekenhuizen is de laatste jaren toegenomen. In de literatuur is beschreven dat er 

etnische en sociaal economische verschillen in gezondheid van en gebruik van gezondheids­

zorg door kinderen bestaan. 

Tevens wordt er gesuggereerd dat veranderingen in het gebruik van de gezondheidszorg 

hebben plaatsgevonden: meer kinderen zouden een spoed eisende hulp bezoeken voor niet­

urgente problemen en het aantal bezoeken op de poliklinieken voor een tweede mening lijkt te 

zijn toegenomen. 

Het doel van dit proefschrift is het beschrijven van de relaties tussen sociaal 

demografische gegevens van patienten (etniciteit en sociaal economische status), de 

gepresenteerde problem en en het gebruik van de poliklinische zorg. 

Aile studies in dit proefschrift betreffen kinderen die de acute hulp danwel de polikliniek 

algemene kindergeneeskunde van het Sophia Kinderziekenhuis bezochten voor een algemeen 

kindergeneeskundig probleem. Het gepresenteerde probleem ofwel reden van bezoek is 

gecodeerd door middel van een probleem georienteerd patienten classificatie systeem 

(hoofdstuk 5.2). In dit systeem is elk nieuw gepresenteerd medisch probleem gecodeerd en 

gekaraktiseerd in een matrix door een intern orgaansysteem of ziekte-entiteit, en door een 

klacht of symptoom, abnormale laboratorium uitslag of (veronderstelde) diagnose. 

Probleem bij presentatie en sociaal demografische gegevens 

In hoofdstuk 2 worden de relaties tussen de etnische en sociaal economische achtergrond van 

kinderen en de gepresenteerde problemen/reden van komst binnen de poliklinische algemene 

kindergeneeskunde beschreven. Hoofdstuk 2.1 beschrijft etnische verschillen in gepresenteer­

de kindergeneeskundige problemen op de acute hulp. Hiervoor werden gegevens, waaronder 

sociaal demografische gegevens, reden van bezoek (gepresenteerde klacht), verrichte 

laboratorium diagnostiek en follow-up data verzameld van patienten in de leeftijd van 0-15 jaar 

(periode 1988-1997). Van aile 8789 patienten was 49% Nederlands, 14% Turks, 11% 

Marokkaans, 8% Surinaams en 17% anders, geclassificeerd op basis van de achtemaam van 

de patient. lnfectieproblemen waren de meest voorkomende reden van bezoek. Vegeleken met 

de Nederlandse kinderen hadden Turkse en Marokkaanse kinderen vaker een infectie 

gerelateerd probleem. Er werden geen verschillen tussen de Nederlandse en Surinaamse 
kinderen aangetoond. 
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Turkse kinderen met een infectie gerelateerd probleem kregen minder vaak laboratorium 

onderzoek (OR 0.72, 95%81 0.56-0.94) of radiodiagnostisch onderzoek (OR 0.73, 95%81 0.58-

0.91) en werden minder vaak opgenomen in he! ziekenhuis (OR 0.74, 95%81 0.59-0.94) in 

vergelijking met de Nederlandse kinderen. In tegenstelling tot de Turkse kindereren hadden 

Marokkaanse kinderen juist vaker een ernstige infectie en werden ze vaker opgenomen, met 

name op de 'ir.tensive care' afdeling. De resultaten van dit onderzoek kunnen mogelijk worden 

verklaard door he! hoger voorkomen van infecties bij Turkse en Marokkaanse kinderen in de 

algemene bevolking of door verschillen in hulpzoekgedrag van Turkse, Marokkaanse en 

Nederlandse ouders bij een kind met koorts. 

Hoofdstuk 2.2 richt zich op verschillen in medische problemen gepresenteerd op de polikliniek 

algemene kindergeneeskunde tussen kinderen van verschillende etnische afkomst. Voor deze 

studie werden aile patienten die naar de polikliniek algemene kindergeneeskunde werden 

verwezen in de periode 1988-1997 geincludeerd. De analyses van deze studie hebben zich 

beperkt tot de patienten die in de stad Rotterdam woonden, gestratificeerd voor leeftijd (0-5 

jaar en 5-15 jaar) en gecorrigeerd voor geslacht en sociaal economische status. Van aile 3913 

patienten was 39% Nederlands, 14% Turks, 11% marokkaans en 11% surinaams. Een grater 

deer van de Turkse kinderen had een gastro-intestinaal probleem, zoals buikpijn en obstipatie, 

dan van de Nederlandse kinderen. In de leeftijdsgroep 5-15 jaar waren !evens 

urinewegproblemen (enuresis) vaker een reden voor bezoek voor Turkse kinderen in 

vergelijking met de Nederlandse kinderen. Marokkaanse kinderen presenteerde zich vaker met 

enuresis (OR 2.39, 95%811.34-4.25) en luchtwegklachten (OR 2.31, 95%811.37-3.87). Astma 

werd vaker gediagnostiseerd bij Marokkaanse en Surinaamse kinderen dan bij de Nederlandse 

kinderen. De resultaten van deze studie Iaten kleine etnische verschillen zien in de reden van 

bezoek op een polikliniek algemene kindergeneeskunde. 

In hoofdstuk 2.3 onderzochten we een specifiek infectie gerelateerd probleem, namelijk 

'meningeale prikkeling'. Meningeale prikkeling is een belangrijk symptoom van een bacteriele 

meningitis, maar ook andere onderliggende ziekten zeals een pneumonie of een minder 

emstige (virale) ziekte kunnen de oorzaak zijn. We evalueerden de klinische presentatie en 

ziekte~ernst in relatie tot de etnische achtergrond van kinderen die zich presenteerden op de 

acute hulp van het Sophia Kinderziekenhuis met meningeale prikkeling. Van aile 432 kinderen 

was 58% Nederlands, 7% Turks, 10% Marokkaans, 10% Surinaams en 15% anders. Geen 

verschillen in klinische presentatie en ziekenhuis opname werden geconstateeerd. Turkse 

kinderen hadden relatief vaker een niet ernstig/zelf limiterende ziekte dan de Nederlandse 

kinderen (OR 0.5, 95%81 0.2-1.1). Een groter deel van de Marokkaanse kinderen had een 

emstig bacteriele infectie vergeleken met de Nederlandse kinderen (OR. 2.5. 95%81 1.2-5.3). 

Verschilen in gezondheid van en gebruik van de gezondheidszorg in de algemene bevolking 

door kinderen met verschillende sociaal economische actergronden zijn beschreven. In 

hoofdstuk 2.4 is de relatie tussen sociaal economische status (SES) en medische problemen 

gepresenteerd op de polikliniek algemene kindergeneeskunde onderzocht. Patienten tot de 
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leeftijd van 16 jaar, die de polikliniek bezochten met een nieuw probleem in de periode febnuari 

2001- februari 2002, werden geincludeerd. Een vragenlijst met vragen over het probleem van 

presentatie en achtergrond gegevens van patient en gezin, werd afgenomen. Het huishoudelijk 

inkomen en de opleiding van moeder werden gebnuikt als indicatoren voor de SES. Het 

gepresenteerde probleem, de verrichte diagnostiek en de vervolg afspraken werden 

verzameld. Oil onderzoek laat zien dat kinderen uit gezinnen met een laag en gemiddeld 

inkom ens niveau zich vaker met gastro-intestinale klachten presenteerden en minder vaak met 

endocrinologisch problemen in vergelijking met kinderen uit een gezin met een hoog inkomens 

niveau. Een laag inkomensniveau was met name gerelateerd aan een laag ervaren 

gezondheid. Een laag opledingsniveau van moeder was gerelateerd aan een frequentere 

presentatie met luchtwegklachten op de polikliniek. Het geven van voorlichting betreffende 

leefstijl factoren en de behandeling van gastro-intestinale en luchtwegklachten voor kinderen 

uit gezinnen met een !age sociaal-economische status verdient aandacht. 

Gebruik van de poliklinische zorg 

Spoed eisende hulp afdelingen zijn bedoeld voor acute medische problemen. De laatste jaren 

wordt er in de literatur een toename van aantal niet-urgente problemen op een speed eisende 

hulp beschreven, varierend tussen de 29% en 72%. De meeste van deze studies zijn verricht in 

de USA en niet volledig van toepassing op de Nederlandse situatie, waar het 

gezondheidssysteem is gebaseerd op een verwijzing door de huisarts. In hoofdstuk 3.1 

beschrijven we determinanten van niet-urgente problemen gepresenteerd op een acute hulp 

voor kindergeneeskunde. Voor dit doel werden bij ouders van kinderen die de afdeing Acute 

Hulp van het Sophia Kinderziekenhuis bezochten, een vragenlijst afgenomen betreffende 

sociaal demografische achtergrond gegevens. De emst/urgentie van het gepresenteerde 

probleem werd geclassificeerd door de uiteindelijke diagnose in combinatie met de differentiaal 

diagnose na anamnese en lichamelijk onderzoek en met de verrichte diagnostiek. Een derde 

van de bezoeken werd als niet -urgent beschouwd. Patienten die niet waren verwezen door 

een huisarts, maar op eigen initiatief waren gekomen, bezochten vaker de acute hu!p voor een 

niet-urgent probleem. Oak kinderen die geen huidige behandeling hadden bij een van de 

kinderartsen bezochten de acute hulp vaker met een niet -urgent probleem. 

lnfectie gerelateerde en gastro-intestinale problemen werden vaker geclassificeerd als 

niet urgent in vergelijking met andere problemen, zoals hematologische problemen en 

verdenking intoxicaties. Turkse en Surinaamse kinderen bleken meer waarschijnlijk om de 

acute hulp afdeling op eigen initiatief te bezoeken voor een niet urgent probleem. Wij 

concludeerden dat een aanzienlijk deel van de bezoeken aan een acute hulp afdeling voor de 

kindergeneeskunde niet urgent is. Door eerst de huisarts te bezoeken kan mogelijk het aantal 
niet urgente bezoeken worden teruggebracht. 
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Bezoeken voor een tweede mening ofwel 'second opinion' worden gedefinieerd als bezoeken 

geinitieerd door de patient met het doel een nieuwe mening te krijgen voor een probleem waar 

men al eerder hulp heeft gezocht bij een andere arts met hetzelfde expertise niveau. Gegevens 

betreffende volwassen patienten Iaten percentages zien tussen de 5% en 40%. Gegevens 

betreffende second opinions bij kinderen zijn onbekend. 

In hoofdstuk 3.2 hebben wij onderzocht welke patienten voor een second opinion komen 

en welke gezondheidsproblemen gepresenteerd worden bij bezoeken voor een second opinion 

op een polikliniek algemene kindergeneeskunde. Hiervoor hebben we dezelfde populatie 

gebruikt a is in hoofdstuk 2.4. Dertien procent van aile 1103 bezoeken was een seoncd opinion. 

Gastro-intestinale problemen en luchtwegklachten waren de meest gepresenteerde problemen. 

Een lange duur van de klachten, slecht ervaren gezondheid van het kind door de ouders, de 

leeftijd van de patient, een Surinaamse achtergrond en/of wonende buiten de omgeving van 

het ziekenhuis waren factoren die geassocieerd waren met het bezoeken voor een tweede 

mening in vergelijking met een eerste mening. Vergeleken met gegevens bij volwassenen is 

het aantal second opinions bij kinderen iets lager. Echter kenmerken van second opinions, 

zeals duur van de klacht en patienten won end buiten de omgeving van het ziekenhuis, zijn wei 

vergelijkbaar met de gegevens over volwassenen. In de toekomst zullen nieuwe studies 

uitwijzen of er veranderingen plaats vinden met betrekking tot de frequentie van second 

opinions in de kindergeneeskunde. Hierbij zal aandacht moeten worden besteed aan de reden 

van ouders om een tweede mening te vragen, de rol van de eerste arts die bezocht is en de 

noodzaak van de tweede mening. 

Enkele verklaringen voor etnische verschillen in hulpzoekgedrag 

In hoofdstuk 4.1 beschrijven we groepsinterviews met Turkse en Marokkaanse moeders. De 

onderwerpen in deze interviews betroffen aspecten van kennis, angsten, attitudes en 

hulpzoekgedrag van ouders bij kinderen met koorts. Een groot dee! van de Turkse en 

Marokkaanse moeders vertelden geen thermometer te gebruiken om de hoogte van de koorts 

te meten. Zij benadrukte dat lichamelijk onderzoek door de huisarts erg belangrijk is. 

Marokkaanse moeders leken een meer afwachtende houding aan te nemen, terwijl Turkse 

moeders juist vertelden snel zonder verwijzing naar een acute hulp te gaan. Groeps interviews 

dragen naar ons inziens bij aan de kennis betreffende angsten, ideen, kennis en 

hulpzoekgedrag van Turkse en Marokkaanse ouders bij kinderen met koorts. 

Om meer inzicht te krijgen in de determinanten van hulpzoekgedrag in relatie tot de etnische 

achtergrond van ouders en kinderen hebben we onderzoek verricht waarbij individuele 

interviews bij ouders worden afgenomen. In hoofdstuk 4.2 worden eerst determinanten en 

verklarigen van het hulpzoekgedrag in het algemeen en vervolgens van hulpzoekgedrag in 

relatie tot etniciteit beschreven. Een conceptueel model voor de relatie tussen etnsiche 

achergrond en hulpzoekgedrag ten aanzien van koorts bij kinderen en de bijbehorende 

determinanten/verklaringen is weergegeven. In deze study (februari 2002- mei 2002) werden 

individuele inteJViews afgenomen bij ouders van kinderen in de leeftijd van nul tot vijf jaar die 
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de acute hulp van het Sophia Kinderziekenhuis bezochten met de reden koorts. In dit 

hoofdstuk worden participatie, aspecten van het hulpzoekgedrag en "fever phobia" beschreven. 

In totaal namen 95 ouders deel aan het onderzoek. De participatie graad per groep was 

ongeveer 60%. Turkse en Marokkaanse kinderen bezochten vaker de acute hulp zonder 

verwijzing van de huisarts. Ondanks dat "fever phobia" geen grate rol speelde in deze groep 

ouders, meldden Turkse en Marokkaanse ouders vaker angstig te zijn voor de mogelijke 

gevolgen van koorts, zeals convulsies en de dood. Analyses van de complete gegevens zal 

inzicht geven in verschillen in hulpzoekgedrag en de verklaringen voor dit hulpzoekgedrag 

zeals in het model beschreven is. 

Methodologische aspecten 

In enkele studies van dit proefschrift werden achtemamen van de patienten gebruiikt om de 

etniciteit van de patienten te achterhalen. In hoofdstuk 5.1 is het gebruik van namen om 

Turkse, Marokkaanse en Surinaamse kinderen in een Nederlandse populatie te herkennen, 

geevalueerd. De classificatie van etniciteit door middel van zowel achternamen, als door de 

combinatie van achternamen en voornamen, werd vergeleken met een referentie methode 

(geboorteland van ouders). Hierbij werd de validiteit van deze naam-methode bepaald. Turkse 

namen (achternamen in combinatie met voornamen) konden onderscheiden worden met een 

sensitiviteit van 81%, een specificiteit van 98% en een positieve predictieve waarde van 86%. 

Voor de arabische namen waren deze getallen respectievelijk 77%, 99% en 87%. De 

surinaamse namen waren moeilijker te onderscheiden. De mate van overeenkomst tussen 

beide methoden liet een kappa van 0.69 zien. Wij concludeerden dat namen gebruikt kunnen 

worden om Turkse en Marokkaanse (arabsiche namen) etniciteit van kinderen in een 

Nederlandse populatie te bepalen in geval geen andere gegevens beschikbaar zijn. Deze 

methode kan mogelijk ook gebruikt worden in andere studies waar Turkse en Marokkaanse 

mensen deel uit maken van de populatie. 
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APPENDIX 1 
Problem oriented patient classification system 

Problem codes, characterised by an internal organ system or disease and complainVsymptom (X) or abnormal laboratory result (Y) or (presumed) diagnosis (Z) 

A Infections E. Immunology J. Intoxication N. JoinUiimbs 
X 1 neckstlffness +/-fever X 1 recurrent infections X 1 Ingestion medicine X 1 abn. of the hip in newborns 

2 dyspnoea/cough/fever 9 other 2 ingestion detergent 2 joint pain/ effusion 
3 dysuria/fever Y 9 other 3 Ingestion object 3 abn. gaiVposture 
4 acute vomiting/diarrhoea Z 1 Immune deficiency disease 9 other 9 other 
5 septic/poor circ.fhypothermla 2 auto-Immune disease Y 9 other Y 9 other 
6 rhinitis/tonsillitisfotitis/fever 9 other Z 9 other Z 9 other 
7 conjunctivitis 
8 fever 
9 other 

Y 1 pos.serology syphilis 
2 pos. serology hepatitis B 
9 other 

Z 9 other 

B. Gastro-intestinal 
X 1 chronic vomiting 

2 chronic diarrhoea 
3 constipation/encopresis 
4 jaundice (excl. Neonatal) 
5 feeding prob!.lfoodallergy 
6 abdominal pain 
7 hepato/splenomegaly 
9 other 

Y 9 other 
Z 9 other 

F. Haematologic/oncologlc 
X 1 tumour In the neck 

2 lymphadenopathy elsewhere 
3 tumour elswhere 
4 bleeding disorder 
9 other 

Y 1 anaemia 
2 thrombocytopenia 
9 other 

Z 9 other 

G. Urinary tract 
X 1 incontinencefenuresls 

9 other 
Y 1 haematu ria 

2 proteinuria 
9 other 

Z 9 other 
9 other 

K. Neurology 
X 1 febrile convulsion 

2 convulsion 
3 headache 
4 retardation 
5 dystonia 
6 clumsy child 
7 skull deformity 
8 unconsciousness 
9 other 

Y 9 other 
Z 1 neurofibromatosis 

9 other 

L. Neonatology 
X 1 jaundice 

2 prematurity/dysmaturity 
3 asphyxia 
6 adoption 

Y 9 other 

0. Psychologica1/social 
X 1 behaviour/family disorders 

2 suspected child battering 
3 school problems 
4 suspected sexual abuse 
9 other 

Y 9 other 
Z 1 anorexia nervosa 

9 other 

P. General 
X 1 malaise/crying 

2 failure to thrive 
3 external malformations, 

multiple congenital malformat. 
4 nearmissed SIDSIALTE 
5 other sudden death 

7 referral well baby clinic 
9 other 

Y 9 other 
Z 9 other 



C. Endocrine 
X 1 prem. Thelarche/puberarche 

2 delayed puberty 
3 short stature 
4 tall stature 
5 obesity 
6 polyurialpolydipsia 
7 undescended testes 
9 other 

Y 1 pos. screening CHT 
9 other 

Z 1 rickets 
9 other 

D. Metabolic 
X 9 other 
Y 1 pes. screening PKU 

9 other 

H. Cardlocascular 
X 1 murmur 

2 dysrhythmia 
3 cyanosis 
4 hypertension 
9 other 

Y 9 other 
Z 9 other 

J. Pulmonary 
X 1 dyspnoea/wheezing/cough 

2 chronic cough 
3 Inspiratory stridor 
4 bronchorrhoe 
9 other 

Y 9 other 
Z 9 other 

M. Skin/mucous membranes 
X 1 vaginal discharge 

2 itching/urticaria 
3 stomatitis 
4 napkin rush 
5 exanthema 
9 other 

Y 9 other 
Z 1 atopic eczema 

2 Impetigo 
3 scabies/pediculosis 
9 other 

Q 
X 1 review after discharge 

(hospitalised for other sub­
specialist e.a. neonatology) 

X 2 problem patient 
X 3 consu!tation for other subspec. 

R. Ear/nose/throaVeyes 
X 1 deafness/speech disorders 

9 other 
Y 9 other 
Z 1 uveilis/chorioretinitisfiridocyclitis 

9 other 



Appendix2 Questionnaire Chapter 3.1 (in Dutch) 

Participatie: 0 ja I 0 nee lngevuld door 0 verpleegkundige/ 0 onderzoeker/ 0 ouder(s) 

Datum en tijdstip bezoek: ....................................... . 

Pidnummer: .................................... . 

Geslacht: 0 man I 0 vrouw 

Geboortedatum kind: ...................... . 

Geboorteland: ...................... .. 

Nationaliteit: .......................... . 

Het kind werd verwezen door: 

1. 0 huisarts 

2. 0 eigen initiatief 

3. 0 GGD 

4. 0 andere arts in ander ziekenhuis 
5. 0 dienstdoende arts (~assistent) SKZ 

6. 0 anders, nl. ......................... .. 

lndien op eigen initiatief, is er wei eerder contact geweest met de huisarts of een andere arts? 

1. 0 nee 

2. 0 jade huisarts, datum ................... . 

3. 0 ja nl. .................... ,datum .............. . 

Plaats van het kind in het gezin:Gezinsgrootte: ......................... kinderen 

........................ volwassenen 

Religie kind: 

1. 0 Christendom 

2. 0 Islam 

3. 0 Hindoe'isme 

4. 0 Boeddhisme 
5. 0 anders, nl. .................. . 

6. 0 geen 

Wordt het kind met behulp van een of meer altematieve geneeswijzen behandeld? 

(bv. Homeopathie, acupunctuur, gebedsgenezing, kruidenkuur, dieet) 

1. 0 nee 
2. 0 zo ja, door ................................................................................ .. 

Appendix 

151 



Appendix 

Maeder: Vader: 

Geboorteland: 

Burgelijke staat 

1. gehuwd 1. 0 1. 0 
2. gescheiden 2. 0 2. 0 
3. samenwanend 3. 0 3. 0 
4. weduwe/ weduwnaar 4. 0 4. 0 
5. alleenstaand 5. 0 5. 0 

Arbeidsstatus: 

1. betaald werk 1. 0 1. 0 
2. werkloas met uitkering 2. 0 2. 0 
3. arbeidsangeschikt 3. 0 3. 0 
4. pensioen I vut 4. 0 4. 0 
5. thuis zander uitkering (huisman/vrouw) 5. 0 5. 0 
6. student 6. 0 6. 0 

Haogst genaten apleiding: 

1. geen anderwijs genaten 1. 0 1. 0 
2. lager anderwijs 2. 0 2. 0 
3. lager beroepsonderwijs ( LTS, LEAO, huishoudschoal etc) 3. 0 3. 0 
4. algemeen middelbaar anderwijs ( LAVO, ULO, MULO/MAVO) 4. 0 4. 0 
5. middelbaar beroepsandeJWijs (MTS. MEAD, VHBO, 5. 0 5. 0 

kleuterkweekschoal) 

6. hager algemeen vaartgezet anderwijs ( HBS, HAVO, VWO, 6. 0 6. 0 
Atheneum/ gymnasium) 

7. hager beroepsanderwijs ( HTS, HEAD, PASO, sociale 7. 0 7. 0 
academie etc) 

8. academische apleiding 8. 0 8. 0 
9. nag in opleiding, nl. ................. 9. 0 9. 0 

lnkomen: netta per maand (gulden}. 

1. geen inkomen 1. 0 1. 0 
2. minder dan fl 1 000 2. 0 2. 0 
3. fl1000 tatfl1400 3. 0 3. 0 
4. fl1400 totfl1900 4. 0 4. 0 
5. fl1900 tot fl 2500 5. 0 5. 0 
6. fl 2500 tot fl 3500 6. 0 6. 0 
7. meer dan fl 3500. 7. 0 7. 0 
Haevee! mensen zijn hiervan afhankelijk? .......... 

Religie: 

1. Christendom 1. 0 1. 0 
2. Islam 2. 0 2. 0 
3. Hindoersme 3. 0 3. 0 
4. Baeddhisme 4. 0 4. 0 
5. anders, nl 5. 0 5. 0 
6. geen 6. 0 6. 0 
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Appendix 3 questionnaire chapter 2.4 and 3.2 (in Dutch) 

Participatie: 0 ja I 0 nee lngevuld door 0 verpleegkundigel 0 onderzoekerl 0 ouder(s) 

Datum en tijdstip bezoek: ............... ----·-········-----------
Pldnummer: .................................... . 

Geslacht: 0 man I 0 vrouw 

Geboortedatum klnd: ....................... . 

Geboorteland: ....................... . 

Nationaliteit: .......................... . 

Het kind werd verwezen door. 

1. 0 huisarts 

2. 0 kinderarts in ander ziekenhuis 

3. 0 andere arts in een ander ziekenhuis 

4. 0 anders, nl. ........................... 

Is het kind al eerder voor hetzelfde probleem bij een andere kinderarts geweest? 

1. 0 nee 

2. 0 ja 

lndien ja, is dit een second opinion? 

1. 0 nee, want. ....................... --------

2. Oja 

Hoe lang bestaan de klachten van uw kind waarvoor u nu komt? ................................... . 

Wat vind u in het algemeen van uw gezondheid van uw kind? 

1. 0 goed 

2. 0 redelijk 

3. 0 matig 

4. 0 slecht 

Plaats van het kind in het gezin: 
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Meeder. Vader. 

Geboorteland: 

Burgelijke staat: 

1. gehuwd 1. 0 1. 0 
2. gescheiden 2. 0 2. 0 
3. samenwonend 3. 0 3. 0 
4. weduwe/ weduwnaar 4. 0 4. 0 
5. alleenstaand 5. 0 5. 0 

Arbeidsstatus: 

1. betaald werk 1. 0 1. 0 
2. werkloos met uitkering 2. 0 2. 0 
3. arbeidsongeschikt 3. 0 3. 0 
4. pensioen I vut 4. 0 4. 0 
5. thuis zonder uitkering (huisman/vrouw} 5. 0 5. 0 
6. student 6. 0 6. 0 

Wat is of was uw beroep? .............. 

Hoogst genoten opleiding: 

1. geen onderwijs genoten 1. 0 1. 0 
2. lager onderwijs 2. 0 2. 0 
3. lager beroepsonderwijs ( LTS, LEAO, huishoudschool etc} 3. 0 3. 0 
4. algemeen middelbaaronderwijs ( LAVO, ULO, 4. 0 4. 0 

MULO/MAVO) 

5. middelbaar beroepsonderwijs (MTS, MEAO, VHBO, 5. 0 5. 0 
kleuterkweekschool) 

6. hoger algemeen voortgezet onderwijs ( HBS, HAVO, VWO, 6. 0 6. 0 
Atheneum/ gymnasium) 

7. hoger beroepsonderwijs ( HTS, HEAO. PASO, sociale 7. 0 7. 0 
academie etc) 

8. academische opleiding 8. 0 8. 0 
9. nog in opleiding, nl. ...................... 9. 0 9. 0 

lnkomen: netto per maand (gulden). 

1. geen inkomen 1. 0 1. 0 
2. minder dan fl 1000 2. 0 2. 0 
3. fl1000 tot fl1400 3. 0 3. 0 
4. fl1400 tot fl1900 4. 0 4. 0 
5. fl1900 tot fl 2500 5. 0 5. 0 
6. fl 2500 tot fl 3500 6. 0 6. 0 
7. meer dan fl 3500. 7. 0 7. 0 
Hoeveel mensen zijn hiervan afhankelijk? .......... .. ............. 
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Wat is of was uw beroep? 

Wat fs uw leeftijd? 

Hoe lang verblijft u in Nederland indien u hier niet 

bent geboren? 

Beheerst u de Nedertandse taal? 

Ogoed 

0 redelijk 
Omatig 

0 slecht 

Maeder 

0 
0 
0 
0 

Vader 

0 
0 

0 
0 

Appendix 
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DANKWOORD 

Wat ooit began als een pilotstudy voor 5 maanden is uiteindelijk een promotie onderzoek 
geworden van 3 jaar. En ja, nu is het al zover, het boekje is af. Als alles op papier staat komt 
tenslotte nog het dankwoord. Op dat moment blik je weer eens terug op vele momenten van 
onderzoek doen. Dan besef je hoeveel mensen betrokken zijn geweest bij dit onderzoek. 
Daarom wil ik iedereen die op welke wijze dan ook een bijdrage heeft geleverd aan dit 
onderzoek bedanken. Een paar namen noem ik in het bijzonder. 

Dr. H.A. Moll, co-promotor, beste Henriette, jij was de generator van dit project met regelmatig 
nieuwe ideeen en een dosis val optimisme. Bij jou stand de deur altijd open: was het niet een 

kamer verderop dan was het wei thuis (bij weer een deadline). Bedankt voor de vele leerzame 
en gezellige momenten en je altijd positieve instelling!! 

Prof.dr.H.A. BOller, beste Hans, iets wat op de achtergrond maar tach nadrukkelijk aanwezig. 
Met een brede blik alles evaluerend, leverde dat vele malen nieuwe ideeen op. Bedankt voor 
de inhoudelijke discussies en in de laatste fase je snelle 'to the point' correcties. 

Prof.dr. A.A.J. Van der Heyden en Prof.dr. T.W.J. Schulpen, bedankt voor het kritisch 
beoordelen van mijn proefschrift. Prof dr J.P. Mackenbach, u wil ik tevens bedanken voor uw 
adviezen op het gebied van sociaal-economische status. Prof.dr R. de Groot, Prof.dr. R.A. 
Hirasing, Prof.dr. F. Sturmans en Prof.dr. S. Thomas, bedankt voor het plaats willen nemen in 
de grote commissie. Beste Ronald, suikeroom van de meiden op kamer Sp 1545, bedankt voor 

de gezellige uitjes en de congresbezoeken. 

Moniek Kromhout, beste Moniek, dank je voor je inbreng in de studies vanuit jou 
antropologische achtergrond. lk hoop dat je in dit vakgebied verder werkzaam zal blijven. Veel 

succes! 

Dr. K.G.M Moons en Dr. E.W.Steyerberg wil ik bedanken voor de begeleiding bij de statistische 
analyses. Carl, jij hebt me wegwijs gebracht in de beginselen van de logistische regressie 
analyses. Ewout, het was voor mij soms abacadabra, maar met jou held ere uitleg ben ik er ook 

nag iets van gaan snappen. 

Heel belangrijk zijn op zo'n dag als deze de paranimfen: Sacha Bleeker en Esther Simao. 
Lieve Sas, de gezellige kletspraatjes, mopperkwartiertjes, saladebreaks, lunches, barrels 
etcetera mis ik wei hoor!! Na 3 jaar kamergenoten te zijn geweest vind ik het super dat we 

elkaars paranimfen zijn. En Rotterdam - Den Haag is gelukkig niet zo heel ver! 
Ezje, vol enthousiasme ging je aan de slag om mijn kaft te ontwerpen. Mooi is ie, he?? Dank je 
voor je vriendschap en het feit dat je vandaag naast me staat. 
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Dit proefschrift was nooit zo snel tot stand gekomen als ik geen medewerking had gehad van 
een aantal medisch studenten: Meike, Yvonne, Petra, Hans, Vicdan, Aziza en Femke. Vele 

enquetes zowel in het ziekenhuis als bij ouders thuis zijn door jullie afgenomen. Bedankt!! 

Mijn promotie tijd was een super leuke tijd mede dankzij de gezelligheid van vele collega arts­
onderzoekers: Annemarie (vR), Annemarie (F), Edwin, Ester, Pieter, Gwenda, Clementien, 
Debby, Sander, Marieke (E), Rianne, Ward, Laurens, Hetty, Karen, Jose, Jochem, Hestien, 
Saskia, Daphne, Hannerieke, Leon, Marloes, Geert, Jessie, Sophie, Marieke, lnge, Robert, 
Venje, Nicolette, Dick, Yvonne, Ellen, Marije, Marieke (B), Dederieke, Floor, Mandy, Ezra, 
Barbara, Wendy, Liesbeth, Jeroen, Paul, en Jolt lk wee! jullie stamkroeg nog te vinden!! 
Liesbeth, vee! succes met de voortzetting van het project!! 
Lieve Bar, de gezellige theekwartiertjes, winkeldagjes, tennisuurtjes en ook de momenten 
waarin we ons ei even kwijt moeten houden we erin!! Bedankt voor je vriendschap, enne oak 
jou boekje komt af!! 

De afdeling polikliniek kindergeneeskunde: Bert van der Heijden, Arja de Goede, Lisette van 
Suijlekom, Karsten Lincke, Roland Aarssen, Marjo Affourtit, en Ingrid Rours, bedankt voor de 
leerzame en gezellige tijd op de polikliniek en de acute hulp. Willy Atema, dank je voor je hulp 
en de gezellige praaljes. Er is altijd reden voor een taart, niet?? Verder wil ik aile 
verpleegkundige op de acute hulp en de doktersassistenten en secretaresses van de polikliniek 
bedanken. 

Natuurlijk wil ik oak aile ouders bedanken die bereid waren deel te nemen aan dit onderzoek. 

Even een vragenlijst Iaten afnemen wachtend op de arts of op laboratorium uitslagen,of zelfs 

thuis. Dankzij de hulp van al deze ouders, hebben wij zeer waardevolle informatie verkregen 
betreffende sociaal demografische achtergrond gegevens en koorts bij kinderen. 

Mijn ouders en mijn zusje Cindy. Lieve pa en rna, zonder jullie steun, liefde, en vertrouwen had 
ik dit nooit kunnen bereiken. Het boekje is af!! Familie en vrienden: de laatste periode heb ik 

jullie wat minder vaak gezien en gesproken, maar daar gaat zeker verandering in komen. lk kijk 

al uit naar de uitjes en vakanties die we voor de boeg hebben!. 

Lieve Peter, de klus is geklaard. De muziekkamer kan nu eindelijk gebruikt worden waar die 

voor bedoeld is, de pc gaat aan de kant Thanks, voor je liefde, steun en geduld. Now it's time 
to have some fun!!!!!!!!!!!!!! 
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