
BackgroundBackground Black individuals in theBlack individuals in the

UKhavehigher rates of contactwithUKhave higher rates of contactwith

psychiatric emergency services thantheirpsychiatric emergency services thantheir

White counterparts.It is unknownWhite counterparts.It is unknown

whether this is also the case in otherwhether this is also the case in other

European countries.European countries.

AimsAims To compare the riskof contactTo compare the riskof contact

withpsychiatricemergencyservices andofwithpsychiatricemergencyservices andof

compulsory admissionbetweencompulsory admission between

immigrantgroups toThe Netherlands andimmigrantgroups toThe Netherlands and

Dutchnatives, and to determine theDutchnatives, and to determine the

unique contribution of ethnicity tounique contribution of ethnicity to

compulsory admission.compulsory admission.

MethodMethod Studyof 720 people referredStudyof 720 people referred

to emergencypsychiatric services into emergencypsychiatric services in

Greater Rotterdam,The Netherlands.Greater Rotterdam,The Netherlands.

ResultsResults Therelative risks (RRs) forThe relative risks (RRs) for

contactswith psychiatric emergencycontactswith psychiatric emergency

services, forhavinga psychotic disorderservices, forhavinga psychotic disorder

and forcompulsory admissionwereand forcompulsory admissionwere

significantlyhigher inmost immigrantsignificantlyhigher inmost immigrant

groups.Moroccans,Surinamese andgroups.Moroccans,Surinamese and

Dutch Antilleans had the highest risks ofDutch Antilleans had thehighest risks of

compulsory admission.After controllingcompulsory admission.Aftercontrolling

for symptom severity, danger, motivationfor symptom severity, danger, motivation

for treatment and level of socialfor treatment and level of social

functioning, non-Western originwasfunctioning, non-Western originwas

no longer associatedwith compulsoryno longer associatedwith compulsory

admission.admission.

ConclusionsConclusions Non-Western immigrantNon-Western immigrant

groupswere overrepresented ingroupswere overrepresented in

psychiatric emergencycare andwerepsychiatric emergencycare andwere

admitted compulsorilymore frequently,admitted compulsorilymore frequently,

possiblyowing to a differentclinicalpossiblyowing to a differentclinical

presentation.presentation.
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Black individuals in the UK come intoBlack individuals in the UK come into

contact with psychiatric emergency servicescontact with psychiatric emergency services

more frequently than do White individualsmore frequently than do White individuals

and are more often admitted compulsorilyand are more often admitted compulsorily

(Davies(Davies et alet al, 1996; Bhui, 1996; Bhui et alet al, 2003). It is, 2003). It is

not known whether this situation is specificnot known whether this situation is specific

to the UK or also occurs in other Europeanto the UK or also occurs in other European

countries (Bhuicountries (Bhui et alet al, 2003). Moreover, the, 2003). Moreover, the

reasons for these differences are poorlyreasons for these differences are poorly

understood. It is suggested that differencesunderstood. It is suggested that differences

in patient characteristics, such as clinicalin patient characteristics, such as clinical

presentation and poor insight, are asso-presentation and poor insight, are asso-

ciated with the increased risk of compul-ciated with the increased risk of compul-

sory admission (Morgansory admission (Morgan et alet al, 2004). We, 2004). We

conducted a prospective study of contactsconducted a prospective study of contacts

with psychiatric emergency services, inves-with psychiatric emergency services, inves-

tigating whether immigrant groups had atigating whether immigrant groups had a

higher risk than Dutch natives of cominghigher risk than Dutch natives of coming

into contact with such services, of beinginto contact with such services, of being

diagnosed as having a psychotic disorderdiagnosed as having a psychotic disorder

and of being compulsorily admitted. Weand of being compulsorily admitted. We

also investigated whether compulsory ad-also investigated whether compulsory ad-

mission was associated with migrant statusmission was associated with migrant status

or with clinical characteristics, including se-or with clinical characteristics, including se-

verity of symptoms, motivation for treat-verity of symptoms, motivation for treat-

ment or greater (perceived) danger to others.ment or greater (perceived) danger to others.

METHODMETHOD

SettingSetting

The study was conducted in the GreaterThe study was conducted in the Greater

Rotterdam region (1.2 million inhabitants).Rotterdam region (1.2 million inhabitants).

Individuals are referred to the mobile psy-Individuals are referred to the mobile psy-

chiatric emergency services by general prac-chiatric emergency services by general prac-

titioners or mental health workers. Thetitioners or mental health workers. The

staff of the emergency services consists ofstaff of the emergency services consists of

a total of 109 community psychiatrica total of 109 community psychiatric

nurses, physicians and psychiatrists.nurses, physicians and psychiatrists.

Thirty-three of these staff members partici-Thirty-three of these staff members partici-

pated in the study (30%), of whom 26pated in the study (30%), of whom 26

(78%) were men, compared with 14(78%) were men, compared with 14

(42%) in the group of clinicians who did(42%) in the group of clinicians who did

not participate in the study (not participate in the study (ww22¼13.27;13.27;

PP550.01). There was no significant difference0.01). There was no significant difference

between participating and non-participatingbetween participating and non-participating

clinicians with respect to the percentage ofclinicians with respect to the percentage of

physicians, psychiatrists or nurses. Together,physicians, psychiatrists or nurses. Together,

the participants completed 30% of day andthe participants completed 30% of day and

night shifts, including weekends, and fillednight shifts, including weekends, and filled

out patient record forms for all their assess-out patient record forms for all their assess-

ments in 2001. The study was approved byments in 2001. The study was approved by

the local medical ethics committee.the local medical ethics committee.

PatientsPatients

Patients (aged 18–65 years) were examinedPatients (aged 18–65 years) were examined

where they were at the time of referral, e.g.where they were at the time of referral, e.g.

at their home, at a police station or at aat their home, at a police station or at a

community mental health centre. In Thecommunity mental health centre. In The

Netherlands the police are not allowed toNetherlands the police are not allowed to

take psychiatrically disturbed individualstake psychiatrically disturbed individuals

to a psychiatric hospital and usually requestto a psychiatric hospital and usually request

an assessment by the emergency servicean assessment by the emergency service

staff at the police station. After the examin-staff at the police station. After the examin-

ation of the patient, the clinician decidesation of the patient, the clinician decides

whether admission (voluntary or compul-whether admission (voluntary or compul-

sory) to a psychiatric hospital is necessary.sory) to a psychiatric hospital is necessary.

In The Netherlands compulsory admissionIn The Netherlands compulsory admission

is officially ordered by the local authorityis officially ordered by the local authority

(mayor) upon advice from a physician,(mayor) upon advice from a physician,

usually a psychiatrist. The criterion forusually a psychiatrist. The criterion for

compulsory admission is danger to self orcompulsory admission is danger to self or

others, not the need for treatment.others, not the need for treatment.

VariablesVariables

Information was collected on age, genderInformation was collected on age, gender

and country of birth of the patients andand country of birth of the patients and

their parents. Clinical characteristicstheir parents. Clinical characteristics

included admissions (yes or no) during theincluded admissions (yes or no) during the

previous 2 years, severity of problems asprevious 2 years, severity of problems as

assessed by the Severity of Psychiatric Ill-assessed by the Severity of Psychiatric Ill-

ness scale (SPI; Lyons, 1998) and theness scale (SPI; Lyons, 1998) and the

Global Assessment of Functioning (GAF;Global Assessment of Functioning (GAF;

EndicottEndicott et alet al, 1976). The SPI is an, 1976). The SPI is an

observer-rated decision support tool toobserver-rated decision support tool to

assess the need for services, especiallyassess the need for services, especially

in-patient care. We assessedin-patient care. We assessed

(a)(a) severity of symptoms and substanceseverity of symptoms and substance

misuse;misuse;

(b)(b) behavioural problems (suicide risk,behavioural problems (suicide risk,

danger to others and difficulty withdanger to others and difficulty with

self-care);self-care);

(c)(c) insight and motivation (awareness ofinsight and motivation (awareness of

illness, motivation for treatment andillness, motivation for treatment and

medication adherance).medication adherance).

The SPI items were scored on a four-pointThe SPI items were scored on a four-point

scale from 0 (no problem) to 3 (severe pro-scale from 0 (no problem) to 3 (severe pro-

blem). Severity of symptoms included phe-blem). Severity of symptoms included phe-

nomena such as hallucinations, delusions,nomena such as hallucinations, delusions,

depression, mania or anxiety. The validity ofdepression, mania or anxiety. The validity of

the SPI has been established (Lyons, 1998)the SPI has been established (Lyons, 1998)

and the interrater reliability of the Dutchand the interrater reliability of the Dutch

translation of the SPI was satisfactory (overalltranslation of the SPI was satisfactory (overall

kk¼0.76; Mulder0.76; Mulder et alet al, 2005)., 2005).

The psychiatric emergency serviceThe psychiatric emergency service

clinicians had followed an SPI trainingclinicians had followed an SPI training
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programme as described in the manualprogramme as described in the manual

(Lyons, 1998), followed by a booster train-(Lyons, 1998), followed by a booster train-

ing 2 months later. The diagnoses wereing 2 months later. The diagnoses were

grouped into five categories: psychosis,grouped into five categories: psychosis,

depression, mania, psychosocial problemsdepression, mania, psychosocial problems

and ‘other’. All consecutive patients seenand ‘other’. All consecutive patients seen

during the shifts of the participating clini-during the shifts of the participating clini-

cians were included, thereby preventingcians were included, thereby preventing

selection bias. If the same patient was seenselection bias. If the same patient was seen

more than once, data from the first assess-more than once, data from the first assess-

ment were used. Patients of unknownment were used. Patients of unknown

country of origin (country of origin (nn¼106; 15%) were ana-106; 15%) were ana-

lysed as a separate group. The socio-economiclysed as a separate group. The socio-economic

status of the patient’s neighbourhood wasstatus of the patient’s neighbourhood was

determined by using the mean income indetermined by using the mean income in

that postal code area. Patients with anthat postal code area. Patients with an

unknown postal code (unknown postal code (nn¼42; 6%) were42; 6%) were

excluded from relevant analyses. Very fewexcluded from relevant analyses. Very few

values were missing for other variablesvalues were missing for other variables

(0–5%) and they were not replaced.(0–5%) and they were not replaced.

Population estimatesPopulation estimates

Population denominators for GreaterPopulation denominators for Greater

Rotterdam, divided by age and gender,Rotterdam, divided by age and gender,

were derived from the Dutch Centralwere derived from the Dutch Central

Bureau of Statistics. The Bureau classifiesBureau of Statistics. The Bureau classifies

citizens according to country of birth rathercitizens according to country of birth rather

than ethnicity, and combines first- andthan ethnicity, and combines first- and

second-generation immigrants. A Dutch-second-generation immigrants. A Dutch-

born citizen is considered a second-born citizen is considered a second-

generation immigrant if at least one parentgeneration immigrant if at least one parent

was born abroad. Natives are Dutch-bornwas born abroad. Natives are Dutch-born

citizens whose parents were also born incitizens whose parents were also born in

The Netherlands. The most importantThe Netherlands. The most important

immigrant groups are from Morocco,immigrant groups are from Morocco,

Turkey, Surinam and the Dutch Antilles.Turkey, Surinam and the Dutch Antilles.

First- or second-generation immigrantsFirst- or second-generation immigrants

from other countries can be of Westernfrom other countries can be of Western

origin (parents born in western, northernorigin (parents born in western, northern

or southern Europe, the USA, Canada,or southern Europe, the USA, Canada,

Australia, New Zealand, Japan and Israel)Australia, New Zealand, Japan and Israel)

or of non-Western origin. For all individ-or of non-Western origin. For all individ-

uals residing legally in The Netherlandsuals residing legally in The Netherlands

registration with municipal authorities isregistration with municipal authorities is

compulsory and a prerequisite for essentialcompulsory and a prerequisite for essential

documents (e.g. residence and workdocuments (e.g. residence and work

permits) and possible aid (e.g. incomepermits) and possible aid (e.g. income

support). The Dutch Central Bureau ofsupport). The Dutch Central Bureau of

Statistics figures do not cover an unknownStatistics figures do not cover an unknown

but small proportion of immigrants whosebut small proportion of immigrants whose

residence is illegal (less than 10%). There-residence is illegal (less than 10%). There-

fore, we did not correct for the number offore, we did not correct for the number of

illegal immigrants. Importantly, a large groupillegal immigrants. Importantly, a large group

of immigrants to The Netherlands, peopleof immigrants to The Netherlands, people

from the Dutch Antilles, have no reason notfrom the Dutch Antilles, have no reason not

to register since they are Dutch citizens.to register since they are Dutch citizens.

We compared the distribution of immi-We compared the distribution of immi-

grant groups within the sample ofgrant groups within the sample of

emergency psychiatric patients with theemergency psychiatric patients with the

distribution of the same immigrant groupsdistribution of the same immigrant groups

within the population.within the population.

AnalysisAnalysis

We did not distinguish between first- andWe did not distinguish between first- and

second-generation immigrants, and definedsecond-generation immigrants, and defined

eight groups: Dutch natives, Moroccans,eight groups: Dutch natives, Moroccans,

Turks, Surinamese, Dutch Antilleans,Turks, Surinamese, Dutch Antilleans,

immigrants from other Western countries,immigrants from other Western countries,

those from other non-Western countriesthose from other non-Western countries

and those of unknown origin. Gender-and those of unknown origin. Gender-

and age-adjusted relative risks (RRs) forand age-adjusted relative risks (RRs) for

psychiatric emergency contacts, for havingpsychiatric emergency contacts, for having

a psychotic disorder, and compulsorya psychotic disorder, and compulsory

admission were calculated by Poissonadmission were calculated by Poisson

regression analyses, using Egret (Cytelregression analyses, using Egret (Cytel

Software, 1999, http://www.cytel.com/Software, 1999, http://www.cytel.com/

products/egret).products/egret).

Immigrant status as a risk factor forImmigrant status as a risk factor for

compulsory admission was assessed usingcompulsory admission was assessed using

three logistic regression analyses, combin-three logistic regression analyses, combin-

ing non-Western immigrants into oneing non-Western immigrants into one

group (Moroccans, Surinamese, Dutchgroup (Moroccans, Surinamese, Dutch

Antilleans and other non-Western immi-Antilleans and other non-Western immi-

grants), and assessing first the associationgrants), and assessing first the association

between non-Western ethnicity and com-between non-Western ethnicity and com-

pulsory admission, without controlling forpulsory admission, without controlling for

confounding factors; second, enteringconfounding factors; second, entering

demographic factors (age, gender, socio-demographic factors (age, gender, socio-

economic status of neighbourhood) intoeconomic status of neighbourhood) into

the model; and third, entering demographicthe model; and third, entering demographic

and clinical factors into the model, includ-and clinical factors into the model, includ-

ing previous admissions (yes or no), eighting previous admissions (yes or no), eight

SPI scores, GAF score and a diagnosis ofSPI scores, GAF score and a diagnosis of

psychosis (yes or no).psychosis (yes or no).

RESULTSRESULTS

Demographic and clinicalDemographic and clinical
characteristicscharacteristics

In total 720 patients were examined, 234In total 720 patients were examined, 234

(33%) of whom were first- or second-(33%) of whom were first- or second-

generation immigrants. Native Dutchgeneration immigrants. Native Dutch

patients were significantly older thanpatients were significantly older than

patients from the other groups (Table 1). Apatients from the other groups (Table 1). A

total of 346 patients (48%) had a psychotictotal of 346 patients (48%) had a psychotic

disorder and 158 (22%) were admitted com-disorder and 158 (22%) were admitted com-

pulsorily. A diagnosis of psychotic disorderpulsorily. A diagnosis of psychotic disorder

was much more common in immigrantwas much more common in immigrant

groups (e.g. 34% in Dutch nativesgroups (e.g. 34% in Dutch natives v.v. 76%76%

in Moroccans). Gender- and age-adjustedin Moroccans). Gender- and age-adjusted

univariate analyses showed no difference inunivariate analyses showed no difference in

GAF scores, severity of symptoms or sub-GAF scores, severity of symptoms or sub-

stance misuse problems, except for lowerstance misuse problems, except for lower

rates of substance misuse problems amongrates of substance misuse problems among

Surinamese individuals. Scores on the SPISurinamese individuals. Scores on the SPI

for suicide risk were significantly lowerfor suicide risk were significantly lower

among all ethnic groups than among Dutchamong all ethnic groups than among Dutch

natives, with the exception of Turkishnatives, with the exception of Turkish

individuals. Danger to others was higherindividuals. Danger to others was higher

among Moroccan individuals. Surinameseamong Moroccan individuals. Surinamese

and Antillean individuals showed less moti-and Antillean individuals showed less moti-

vation for treatment and knowledge ofvation for treatment and knowledge of

illness than Dutch natives did.illness than Dutch natives did.

Risk of contacts with psychiatricRisk of contacts with psychiatric
emergency serviceemergency service

Gender- and age-adjusted relative risks forGender- and age-adjusted relative risks for

contact with the psychiatric emergencycontact with the psychiatric emergency

services for any psychiatric disorder wereservices for any psychiatric disorder were

significantly higher in all immigrant groupssignificantly higher in all immigrant groups

than in Dutch natives, with the exception ofthan in Dutch natives, with the exception of

immigrants from Turkey and Westernimmigrants from Turkey and Western

countries (Table 2). The highest risks werecountries (Table 2). The highest risks were

found for Dutch Antilleans, Moroccansfound for Dutch Antilleans, Moroccans

and individuals from other non-Westernand individuals from other non-Western

countries. The risk of contact for psychoticcountries. The risk of contact for psychotic

disorders was significantly higher amongdisorders was significantly higher among

immigrants from Morocco, Turkey,immigrants from Morocco, Turkey,

Surinam, the Dutch Antilles and otherSurinam, the Dutch Antilles and other

non-Western countries. Finally, the risk ofnon-Western countries. Finally, the risk of

compulsory admission was significantlycompulsory admission was significantly

higher among immigrants from non-higher among immigrants from non-

Western countries, with the exception ofWestern countries, with the exception of

Turkey.Turkey.

Country of origin as anCountry of origin as an
independent risk factorindependent risk factor
for compulsory admissionfor compulsory admission

We examined which variables predictedWe examined which variables predicted

compulsory admission in members of thosecompulsory admission in members of those

immigrant groups that had an increasedimmigrant groups that had an increased

relative risk of compulsory admissionrelative risk of compulsory admission

(Moroccans, Surinamese, Dutch Antilleans(Moroccans, Surinamese, Dutch Antilleans

and other non-Western immigrants). Usingand other non-Western immigrants). Using

three models we analysed the associationthree models we analysed the association

between non-Western ethnicity (thesebetween non-Western ethnicity (these

immigrant groups combinedimmigrant groups combined v.v. DutchDutch

natives) and compulsory admission: notnatives) and compulsory admission: not

controlling for confounding factors,controlling for confounding factors,

controlling for demographic factors, andcontrolling for demographic factors, and

finally controlling for demographic andfinally controlling for demographic and

clinical factors (Table 3).clinical factors (Table 3).

Non-Western origin was found to beNon-Western origin was found to be

significantly associated with compulsorysignificantly associated with compulsory

admission in the first model only. Maleadmission in the first model only. Male

gender was associated with compulsorygender was associated with compulsory

admission in the second model. Finally, inadmission in the second model. Finally, in

the third model, severity of symptoms, dan-the third model, severity of symptoms, dan-

ger to others, lack of motivation for treat-ger to others, lack of motivation for treat-

ment and low GAF scores were positivelyment and low GAF scores were positively

associated with compulsory admission.associated with compulsory admission.

Overall, the percentage of correctly pre-Overall, the percentage of correctly pre-

dicted cases in model 3 was 93%dicted cases in model 3 was 93%

(Nagelkerke(Nagelkerke rr22¼0.72). When these analyses0.72). When these analyses

were repeated for patients with psychoticwere repeated for patients with psychotic

disorders (disorders (nn¼323, of whom 120 were323, of whom 120 were

admitted compulsorily), danger to othersadmitted compulsorily), danger to others

3 8 73 8 7

AUTHOR’S PROOFAUTHOR’S PROOF

https://doi.org/10.1192/bjp.188.4.386 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.188.4.386


MULDER ET ALMULDER ET AL

3 8 83 8 8

AUTHOR’S PROOFAUTHOR’S PROOF

Ta
bl
e
1

Ta
bl
e
1

D
em

og
ra
ph

ic
an
d
cl
in
ic
al
ch
ar
ac
te
ri
st
ic
s
of

th
e
sa
m
pl
e

D
em

og
ra
ph
ic
an
d
cl
in
ic
al
ch
ar
ac
te
ri
st
ic
s
of

th
e
sa
m
pl
e

Im
m
ig
ra
nt
s’
co
un

tr
y
of

or
ig
in

Im
m
ig
ra
nt
s’
co
un

tr
y
of

or
ig
in

D
ut
ch

D
ut
ch

na
ti
ve
s

na
ti
ve
s

M
or
oc
co

M
or
oc
co

Tu
rk
ey

Tu
rk
ey

Su
ri
na
m

Su
ri
na
m

D
ut
ch

D
ut
ch

A
nt
ill
es

A
nt
ill
es

O
th
er

W
es
te
rn

O
th
er

W
es
te
rn

co
un

tr
y

co
un

tr
y

O
th
er

no
n-

O
th
er

no
n-

W
es
te
rn

co
un

tr
y

W
es
te
rn

co
un

tr
y

C
ou

nt
ry

of
or
ig
in

C
ou

nt
ry

of
or
ig
in

un
kn

ow
n

un
kn

ow
n

To
ta
ls
am

pl
e

To
ta
ls
am

pl
e

G
en
de
r

G
en
de
r11

M
al
e
(

M
al
e
(nn
))

20
5

20
5

1919
2222

2828
1010

1515
3030

6464
39
3

39
3

Fe
m
al
e
(

Fe
m
al
e
(nn
))

17
5

17
5

1010
99

2323
1111

2323
3434

4242
32
7

32
7

A
ge
,y
ea
rs
:m

ea
n
(s
.d
.)

A
ge
,y
ea
rs
:m

ea
n
(s
.d
.)11

40
(1
2)

40
(1
2)

29
(9
)*
*

29
(9
)*
*

30
(1
0)
**

30
(1
0)
**

33
(1
0)
**

33
(1
0)
**

32
(9
)*
*

32
(9
)*
*

33
(1
0)
**

33
(1
0)
**

33
(1
0)
**

33
(1
0)
**

36
(1
1)
**

36
(1
1)
**

37
(1
1)

37
(1
1)

2,2,
**

Pr
ev
io
us

ou
t-
pa
ti
en
tc
on

ta
ct
,%

Pr
ev
io
us

ou
t-
pa
ti
en
tc
on

ta
ct
,%

11
6363

5555
5858

6161
52
**
*

52
**
*

6363
52
**

52
**

58
**

58
**

6060
3,3,
**

Pr
ev
io
us

ad
m
is
si
on

,%
Pr
ev
io
us

ad
m
is
si
on

,%
11

3434
3131

1616
3939

4848
1616

3333
4545

3434
3,3,
**

Ps
yc
ho

ti
c
di
so
rd
er
,%

Ps
yc
ho

ti
c
di
so
rd
er
,%

11
3434

76
**

76
**

58
**

58
**

71
**

71
**

67
**

67
**

4242
64
**

64
**

62
**

62
**

4848
3,3,
**

SP
Ii
te
m

sc
or
es
:m

ea
n

SP
Ii
te
m

sc
or
es
:m

ea
n1

,41,
4

Se
ve
ri
ty

of
sy
m
pt
om

s
Se
ve
ri
ty

of
sy
m
pt
om

s
2.
01

2.
01

2.
03

2.
03

1.
90

1.
90

2.
10

2.
10

2.
38

2.
38

1.
97

1.
97

2.
06

2.
06

2.
10

2.
10

2.
04

2.
04

Su
bs
ta
nc
e
m
is
us
e

Su
bs
ta
nc
e
m
is
us
e

0.
88

0.
88

0.
88

0.
88

0.
79

0.
79

0.
54
*

0.
54
*

1.
18

1.
18

0.
68

0.
68

0.
86

0.
86

1.
14

1.
14

0.
88

0.
88

Su
ic
id
e
ri
sk

Su
ic
id
e
ri
sk

1.
39

1.
39

0.
61
**

0.
61
**

1.
35

1.
35

0.
90
**

0.
90
**

1.
05
*

1.
05
*

0.
92
*

0.
92
*

0.
74
**

0.
74
**

0.
97
**

0.
97
**

1.
17

1.
17

2,2,
**

D
an
ge
r
to

ot
he
rs

D
an
ge
r
to

ot
he
rs

0.
75

0.
75

1.
31
*

1.
31
*

1.
26

1.
26

1.
06

1.
06

1.
10

1.
10

0.
50

0.
50

0.
94

0.
94

1.
17
*

1.
17
*

0.
89

0.
89

2,2,
**

D
iff
ic
ul
ty

w
it
h
se
lf-
ca
re

D
iff
ic
ul
ty

w
it
h
se
lf-
ca
re

1.
00

1.
00

1.
04

1.
04

0.
90

0.
90

1.
20

1.
20

1.
62
**

1.
62
**

0.
79

0.
79

1.
05

1.
05

1.
33
**

1.
33
**

1.
07

1.
07

2,2,
**

A
w
ar
en
es
s
of

ill
ne
ss
pr
ob

le
m
s

A
w
ar
en
es
s
of

ill
ne
ss
pr
ob

le
m
s

1.
72

1.
72

2.
04

2.
04

1.
94

1.
94

2.
00
*

2.
00
*

2.
50
**

2.
50
**

1.
49

1.
49

2.
10
**

2.
10
**

1.
92

1.
92

1.
83

1.
83

2,2,
**

La
ck

of
m
ot
iv
at
io
n
fo
r
tr
ea
tm

en
t

La
ck

of
m
ot
iv
at
io
n
fo
r
tr
ea
tm

en
t

1.
33

1.
33

1.
41

1.
41

1.
42

1.
42

1.
71
*

1.
71
*

1.
90
*

1.
90
*

1.
42

1.
42

1.
59

1.
59

1.
83
**

1.
83
**

1.
48

1.
48

2,2,
**

M
ed
ic
at
io
n
co
m
pl
ia
nc
e
pr
ob

le
m
s

M
ed
ic
at
io
n
co
m
pl
ia
nc
e
pr
ob

le
m
s

1.
08

1.
08

1.
21

1.
21

0.
83

0.
83

1.
41

1.
41

1.
75
*

1.
75
*

0.
97

0.
97

1.
26

1.
26

1.
36
*

1.
36
*

1.
16

1.
16

2,2,
**

G
A
F
sc
or
es
:m

ea
n
(s
.d
.)

G
A
F
sc
or
es
:m

ea
n
(s
.d
.)11

46
(1
4)

46
(1
4)

41
(1
3)

41
(1
3)

45
(1
5)

45
(1
5)

43
(1
5)

43
(1
5)

42
(1
2)

42
(1
2)

48
(1
4)

48
(1
4)

44
(1
5)

44
(1
5)

42
(1
5)
*

42
(1
5)
*

45
(1
4)

45
(1
4)

Vo
lu
nt
ar
y
ad
m
is
si
on

,%
Vo

lu
nt
ar
y
ad
m
is
si
on

,%
11

1818
2424

1313
2222

1919
1111

1919
1818

1818

In
vo
lu
nt
ar
y
ad
m
is
si
on

,%
In
vo
lu
nt
ar
y
ad
m
is
si
on

,%
11

1717
2121

2323
29
*

29
*

3333
1616

1616
36
*

36
*

2222
3,3,
**

G
A
F,
G
lo
ba
lA

ss
es
sm

en
to

fF
un

ct
io
ni
ng
;S
PI
,S
ev
er
it
y
of

Ps
yc
hi
at
ri
c
Ill
ne
ss
.

G
A
F,
G
lo
ba
lA

ss
es
sm

en
to

fF
un

ct
io
ni
ng
;S
PI
,S
ev
er
it
y
of

Ps
yc
hi
at
ri
c
Ill
ne

ss
.

1.
A
na
ly
si
s
of

va
ri
an
ce

(A
N
O
VA

)a
dj
us
te
d
fo
r
ge
nd

er
an
d
ag
e,
or

1.
A
na
ly
si
s
of

va
ri
an
ce

(A
N
O
VA

)a
dj
us
te
d
fo
r
ge
nd

er
an
d
ag
e,
or

ww22
,i
m
m
ig
ra
nt

gr
ou

p
,i
m
m
ig
ra
nt

gr
ou

p
v.v.
D
ut
ch

na
tiv

es
.

D
ut
ch

na
tiv

es
.

2.
A
N
O
VA

,a
dj
us
te
d
fo
r
ge
nd

er
an
d
ag
e.

2.
A
N
O
VA

,a
dj
us
te
d
fo
r
ge
nd

er
an
d
ag
e.

3.
C
hi
-s
qu

ar
ed

ov
er
al
l.

3.
C
hi
-s
qu

ar
ed

ov
er
al
l.

4.
H
ig
he
r
sc
or
e
m
ea
ns

m
or
e
pr
ob

le
m
s
on

th
e
SP
Ii
te
m
.

4.
H
ig
he
r
sc
or
e
m
ea
ns

m
or
e
pr
ob

le
m
s
on

th
e
SP
Ii
te
m
.

**PP
55
0.
05
;*
*

0.
05
;*
*PP
55
0.
01
.

0.
01
.

https://doi.org/10.1192/bjp.188.4.386 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.188.4.386


EMERGENCY PSYCHIATRIC CARE OF DUTCH IMMIGRANTSEMERGENCY P SYCHIATRIC CARE OF DUTCH IMMIGRANTS

(odds ratio 4.1, 95% CI 2.22–7.67), moti-(odds ratio 4.1, 95% CI 2.22–7.67), moti-

vation for treatment (ORvation for treatment (OR¼11.34, 95% CI11.34, 95% CI

3.49–36.89) and low GAF score3.49–36.89) and low GAF score

(OR(OR¼0.95, 95% CI 0.89–0.99) were0.95, 95% CI 0.89–0.99) were

significantly associated with compulsorysignificantly associated with compulsory

admission, not severity of symptoms oradmission, not severity of symptoms or

migrant status. Overall, the percentage ofmigrant status. Overall, the percentage of

correctly predicted cases was 88%correctly predicted cases was 88%

(Nagelkerke(Nagelkerke rr22¼0.77).0.77).

DISCUSSIONDISCUSSION

We found first- and second-generation im-We found first- and second-generation im-

migrants from non-Western countries tomigrants from non-Western countries to

be at a higher risk of contact with psychi-be at a higher risk of contact with psychi-

atric emergency services than members ofatric emergency services than members of

the native Dutch population. They alsothe native Dutch population. They also

had a 2–4 times higher risk of contact forhad a 2–4 times higher risk of contact for

a psychotic disorder, and a 1.4–3.6 timesa psychotic disorder, and a 1.4–3.6 times

higher risk of contact followed by compul-higher risk of contact followed by compul-

sory admission. The immigrants from non-sory admission. The immigrants from non-

Western countries also included non-BlackWestern countries also included non-Black

groups, for example Turks. The associationgroups, for example Turks. The association

between non-Western ethnicity andbetween non-Western ethnicity and

compulsory admission was found to becompulsory admission was found to be

explained by a greater severity of psychi-explained by a greater severity of psychi-

atric symptoms, greater level of threat,atric symptoms, greater level of threat,

more lack of treatment motivation andmore lack of treatment motivation and

lower level of functioning.lower level of functioning.

Risk of contact with servicesRisk of contact with services

The higher risk of contact with psychiatricThe higher risk of contact with psychiatric

emergency services for non-Western immi-emergency services for non-Western immi-

grants is in line with previous findings ingrants is in line with previous findings in

the UK (Bhuithe UK (Bhui et alet al, 2003). The higher risk, 2003). The higher risk

was largely due to a higher risk of psychoticwas largely due to a higher risk of psychotic

disorders among these groups, which isdisorders among these groups, which is

consistent with the findings of epidemiolo-consistent with the findings of epidemiolo-

gical studies in Belgium and The Nether-gical studies in Belgium and The Nether-

lands (Seltenlands (Selten et alet al, 1997, 2001; Fossion, 1997, 2001; Fossion etet

alal, 2002). It is also possible that some im-, 2002). It is also possible that some im-

migrants do not follow the usual pathwaymigrants do not follow the usual pathway

to psychiatric care and seek help at a laterto psychiatric care and seek help at a later

stage (Morganstage (Morgan et alet al, 2004). Indeed, Dutch, 2004). Indeed, Dutch
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Table 2Table 2 Gender- and age-adjustedrelative risks for any contactwith thepsychiatric emergency services, for contact for a psychotic disorder and for contact followedbyGender- and age-adjustedrelative risks for any contactwith thepsychiatric emergency services, for contact for a psychotic disorder and for contact followedby

compulsory admissioncompulsory admission

Section of populationSection of population Person-yearsPerson-years

at riskat risk11

All contactsAll contacts Contacts for psychotic disorderContacts for psychotic disorder Contact followed by compulsory admissionContact followed by compulsory admission

CasesCases RR (95% CI)RR (95% CI) CasesCases RR (95% CI)RR (95% CI) CasesCases RR (95% CI)RR (95% CI)

Dutch nativesDutch natives 582334582334 380380 1.01.0 129129 1.01.0 6666 1.01.0

MoroccansMoroccans 2071520715 2929 2.0 (1.4^2.9)2.0 (1.4^2.9) 2222 4.2 (2.7^6.7)4.2 (2.7^6.7) 66 2.2 (1.0^5.2)2.2 (1.0^5.2)

TurksTurks 34 24334 243 3131 1.3 (0.9^1.8)1.3 (0.9^1.8) 1818 2.0 (1.2^3.3)2.0 (1.2^3.3) 77 1.4 (0.6^3.2)1.4 (0.6^3.2)

SurinameseSurinamese 4195341953 5151 1.7 (1.3^2.3)1.7 (1.3^2.3) 3636 3.5 (2.4^5.1)3.5 (2.4^5.1) 1515 3.0 (1.7^5.2)3.0 (1.7^5.2)

AntilleansAntilleans 1558115581 2121 1.9 (1.2^3.0)1.9 (1.2^3.0) 1414 3.7 (2.1^6.4)3.7 (2.1^6.4) 77 3.6 (1.6^7.9)3.6 (1.6^7.9)

Other WesternOther Western 7780977809 3838 0.7 (0.5^1.0)0.7 (0.5^1.0) 1616 0.9 (0.5^1.6)0.9 (0.5^1.6) 66 0.7 (0.3^1.6)0.7 (0.3^1.6)

Other non-WesternOther non-Western 4235742357 6464 2.2 (1.7^2.8)2.2 (1.7^2.8) 4141 3.9 (2.8^5.6)3.9 (2.8^5.6) 1010 1.9 (1.0^3.6)1.9 (1.0^3.6)

TotalTotal 814 992814 992 61461422 276276 117117

1. Number of persons who lived in the region of interest during the year 2001 (observation period).1. Number of persons who lived in the region of interest during the year 2001 (observation period).
2. Total number of patients is 614 and not 720 because country of originwas unknown for106 patients.2. Total number of patients is 614 and not 720 because country of origin was unknown for106 patients.

Table 3Table 3 Association between country of origin of patient or parents (non-Western countries, includingAssociation between country of origin of patient or parents (non-Western countries, including

Morocco,Dutch Antilles and Surinam, or other non-Western countries, with the exception of Turkey,Morocco, Dutch Antilles and Surinam, or other non-Western countries, with the exception of Turkey, vv.The.The

Netherlands) and compulsory admission. Effects are presented as odds ratios from the three separate logisticNetherlands) and compulsory admission. Effects are presented as odds ratios from the three separate logistic

regression analyses: model1, not controlling for other factors; model 2, controlling for demographic factors;regression analyses: model1, not controlling for other factors; model 2, controlling for demographic factors;

model 3, controlling for demographic and clinical factorsmodel 3, controlling for demographic and clinical factors

Adjusted odds ratio (95% CI)Adjusted odds ratio (95% CI) PP

Model 1Model 1

Country of originCountry of origin11 1.60 (1.00^2.53)1.60 (1.00^2.53) 550.050.05

Model 2Model 2

Country of originCountry of origin11 1.54 (0.93^2.55)1.54 (0.93^2.55) 550.100.10

GenderGender22 0.47 (0.29^0.75)0.47 (0.29^0.75) 550.0010.001

AgeAge 0.99 (0.97^1.01)0.99 (0.97^1.01) 0.200.20

Socio-economic statusSocio-economic status 1.00 (0.99^1.01)1.00 (0.99^1.01) 0.650.65

Model 3Model 3

Country of originCountry of origin11 0.63 (0.21^1.85)0.63 (0.21^1.85) 0.500.50

GenderGender 1.13 (0.41^3.09)1.13 (0.41^3.09) 0.820.82

AgeAge 0.98 (0.94^1.02)0.98 (0.94^1.02) 0.350.35

Socio-economic statusSocio-economic status 1.00 (0.99^1.01)1.00 (0.99^1.01) 0.600.60

Previous admissionsPrevious admissions 0.98 (0.40^2.44)0.98 (0.40^2.44) 0.970.97

Suicide riskSuicide risk 1.25 (0.82^1.89)1.25 (0.82^1.89) 0.300.30

Severity of symptomsSeverity of symptoms 2.67 (1.74^4.10)2.67 (1.74^4.10) 550.0010.001

Danger to othersDanger to others 3.40 (1.53^7.53)3.40 (1.53^7.53) 550.0050.005

Problems with self-careProblems with self-care 0.65 (0.37^1.13)0.65 (0.37^1.13) 0.150.15

SubstancemisuseSubstancemisuse 0.93 (0.59^1.48)0.93 (0.59^1.48) 0.750.75

Lack of treatmentmotivationLack of treatmentmotivation 6.51 (3.14^13.51)6.51 (3.14^13.51) 550.0010.001

Medication adherance problemsMedication adherance problems 1.01 (0.67^1.78)1.01 (0.67^1.78) 0.700.70

Lack of awareness of illnessLack of awareness of illness 1.25 (0.56^2.81)1.25 (0.56^2.81) 0.600.60

GAF scoreGAF score 0.94 (0.90^0.98)0.94 (0.90^0.98) 550.0100.010

Psychotic disorderPsychotic disorder 1.65 (0.51^5.28)1.65 (0.51^5.28) 0.400.40

GAF,Global Assessment of Functioning.GAF,Global Assessment of Functioning.
1.Higher odds ratio means increased risk for non-Western immigrants.1.Higher odds ratio means increased risk for non-Western immigrants.
2. Lower odds ratio means increased risk for men.2. Lower odds ratio means increased risk for men.
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Antilleans and patients from ‘other non-Antilleans and patients from ‘other non-

Western countries’ had fewer previousWestern countries’ had fewer previous

out-patient contacts than Dutch natives,out-patient contacts than Dutch natives,

but this was not true for immigrants frombut this was not true for immigrants from

Turkey, Morocco or Surinam (see Table 1).Turkey, Morocco or Surinam (see Table 1).

Compulsory admission and clinicalCompulsory admission and clinical
presentationpresentation

When considering possible explanations forWhen considering possible explanations for

the higher risk of compulsory admissionthe higher risk of compulsory admission

among immigrants from non-Westernamong immigrants from non-Western

countries, it may be useful to distinguishcountries, it may be useful to distinguish

between symptoms (e.g. hearing voices)between symptoms (e.g. hearing voices)

and clinical presentation (e.g. aggression,and clinical presentation (e.g. aggression,

as a response to hearing voices, or lack ofas a response to hearing voices, or lack of

motivation for treatment) (Morganmotivation for treatment) (Morgan et alet al,,

2004). The staff of the emergency psychi-2004). The staff of the emergency psychi-

atric services evaluated these immigrantatric services evaluated these immigrant

groups as more dangerous and less moti-groups as more dangerous and less moti-

vated to receive treatment than Dutchvated to receive treatment than Dutch

natives (see Table 1). If these assessmentsnatives (see Table 1). If these assessments

were valid, the immigrants presented theirwere valid, the immigrants presented their

symptoms, verbally or non-verbally, in asymptoms, verbally or non-verbally, in a

different way, which was sometimes char-different way, which was sometimes char-

acterised by higher levels of aggression oracterised by higher levels of aggression or

less motivation for treatment. This mayless motivation for treatment. This may

explain why, in the multivariate analyses,explain why, in the multivariate analyses,

severity of symptoms, greater level ofseverity of symptoms, greater level of

threat, lack of treatment motivation andthreat, lack of treatment motivation and

lower level of functioning were associatedlower level of functioning were associated

with involuntary admission, and notwith involuntary admission, and not

migrant status or having a psychoticmigrant status or having a psychotic

disorder. It might be that such differencesdisorder. It might be that such differences

in clinical presentation between nativesin clinical presentation between natives

and immigrants from non-Westernand immigrants from non-Western

countries are associated with the clinician’scountries are associated with the clinician’s

decision to admit these patients underdecision to admit these patients under

compulsion.compulsion.

Ethnic biasEthnic bias

Another explanation for the higher rates ofAnother explanation for the higher rates of

compulsory admission among immigrantscompulsory admission among immigrants

is that the clinicians – approximately 90%is that the clinicians – approximately 90%

of whom were Dutch – were ethnicallyof whom were Dutch – were ethnically

biased. Evidence for such bias has beenbiased. Evidence for such bias has been

reported by Lewisreported by Lewis et alet al (1990): although(1990): although

British psychiatrists did not more readilyBritish psychiatrists did not more readily

detain patients compulsorily merely on thedetain patients compulsorily merely on the

grounds of ‘race’, Black patients weregrounds of ‘race’, Black patients were

judged as potentially more violent thanjudged as potentially more violent than

White patients. As stated above, in ourWhite patients. As stated above, in our

study, unfamiliarity with the way thesestudy, unfamiliarity with the way these

immigrants present symptoms might haveimmigrants present symptoms might have

led to misinterpretation and to a greaterled to misinterpretation and to a greater

perceived threat and more symptoms.perceived threat and more symptoms.

Although danger to others and other clini-Although danger to others and other clini-

cal variables were measured using a struc-cal variables were measured using a struc-

tured assessment tool (SPI), this does nottured assessment tool (SPI), this does not

guarantee that these assessments were freeguarantee that these assessments were free

from observation bias. Furthermore, it isfrom observation bias. Furthermore, it is

important to note that the clinicians whoimportant to note that the clinicians who

decided upon compulsory admission alsodecided upon compulsory admission also

filled out the SPI. In future studies there-filled out the SPI. In future studies there-

fore, it would be preferable to use indepen-fore, it would be preferable to use indepen-

dent raters, separating those who decide ondent raters, separating those who decide on

(in)voluntary admission from those who(in)voluntary admission from those who

assess patient characteristics using anassess patient characteristics using an

instrument such as the SPI. To ourinstrument such as the SPI. To our

knowledge, however, this is the first studyknowledge, however, this is the first study

of its kind to examine the unique contri-of its kind to examine the unique contri-

bution of migrant status to compulsorybution of migrant status to compulsory

admission, controlling for clinical andadmission, controlling for clinical and

behavioural characteristics. Interestingly,behavioural characteristics. Interestingly,

in the multivariate analyses, lack of aware-in the multivariate analyses, lack of aware-

ness of illness was not associated withness of illness was not associated with

compulsory admission, indicating that thiscompulsory admission, indicating that this

variable may be less important in thevariable may be less important in the

involuntary admission process than poorinvoluntary admission process than poor

motivation for treatment.motivation for treatment.

Involuntary admission for psychoticInvoluntary admission for psychotic
disorderdisorder

When we repeated the analyses for patientsWhen we repeated the analyses for patients

with psychotic disorders only, we foundwith psychotic disorders only, we found

that danger to others, lack of motivationthat danger to others, lack of motivation

for treatment and GAF score, not ethnicityfor treatment and GAF score, not ethnicity

or severity of symptoms, were significantor severity of symptoms, were significant

predictors of compulsory admission. Thispredictors of compulsory admission. This

is the most important group in terms ofis the most important group in terms of

emergency admissions and for comparisonemergency admissions and for comparison

with other studies (Bhuiwith other studies (Bhui et alet al, 2003). It, 2003). It

may be that in the subgroup of patientsmay be that in the subgroup of patients

with psychotic disorders we did not findwith psychotic disorders we did not find

an association with ethnicity and severityan association with ethnicity and severity

of symptoms owing to lack of power.of symptoms owing to lack of power.

Another possibility is that in this group ofAnother possibility is that in this group of

patients, as compared with patients withpatients, as compared with patients with

other Axis I diagnoses, dangerous behav-other Axis I diagnoses, dangerous behav-

iour was relatively more important thaniour was relatively more important than

severity of psychotic symptoms forseverity of psychotic symptoms for

compulsory admission.compulsory admission.

Limitations of the studyLimitations of the study

Only 30% of the clinicians working in theOnly 30% of the clinicians working in the

psychiatric emergency services volunteeredpsychiatric emergency services volunteered

to participate in the study. The other clini-to participate in the study. The other clini-

cians did not participate for variouscians did not participate for various

reasons, for example lack of time or reluc-reasons, for example lack of time or reluc-

tance to work with a structured assessmenttance to work with a structured assessment

tool. The majority of the participatingtool. The majority of the participating

clinicians were men. However, one canclinicians were men. However, one can

only speculate about whether this couldonly speculate about whether this could

lead to an information bias. In most otherlead to an information bias. In most other

studies, the gender of the clinician whostudies, the gender of the clinician who

gathers information is not taken intogathers information is not taken into

account. Since the participating cliniciansaccount. Since the participating clinicians

filled out record forms for all consecutivefilled out record forms for all consecutive

patients, and in view of the random naturepatients, and in view of the random nature

of their work roster, we have no reason toof their work roster, we have no reason to

think that this situation led to informationthink that this situation led to information

bias.bias.

The psychiatric diagnosis was based onThe psychiatric diagnosis was based on

a clinical interview, not on a standardiseda clinical interview, not on a standardised

diagnostic interview. The latter is difficultdiagnostic interview. The latter is difficult

to apply in an emergency situation, givento apply in an emergency situation, given

the limited amount of time and the pressurethe limited amount of time and the pressure

on the clinicians, whose primary tasks areon the clinicians, whose primary tasks are

triage, containment and referral (Muldertriage, containment and referral (Mulder

et alet al, 2005). Usually, the diagnosis of a psy-, 2005). Usually, the diagnosis of a psy-

chotic disorder was based on the presencechotic disorder was based on the presence

of delusions and/or hallucinations. Socio-of delusions and/or hallucinations. Socio-

economic status was based on the meaneconomic status was based on the mean

income levels of postal code areas, not onincome levels of postal code areas, not on

the socio-economic status of individual par-the socio-economic status of individual par-

ticipants. Another limitation of the study isticipants. Another limitation of the study is

the small number of patients in some of thethe small number of patients in some of the

immigrant groups, thereby lowering theimmigrant groups, thereby lowering the

statistical power of the study, and possiblystatistical power of the study, and possibly

causing negative findings in the analyses.causing negative findings in the analyses.

Finally, other factors that could explain theFinally, other factors that could explain the

increased rates of involuntary admissionsincreased rates of involuntary admissions

among non-Western immigrants, such asamong non-Western immigrants, such as

the quality of their social networks or theirthe quality of their social networks or their

beliefs about mental illness, were not takenbeliefs about mental illness, were not taken

into account (Morganinto account (Morgan et alet al, 2004)., 2004).

Implications for future studiesImplications for future studies

The results of this study may reflect differ-The results of this study may reflect differ-

ences in clinical presentation betweenences in clinical presentation between

non-Western immigrants and Dutch na-non-Western immigrants and Dutch na-

tives, and/or ethnic bias on the part of staff.tives, and/or ethnic bias on the part of staff.

The results may imply that cliniciansThe results may imply that clinicians

should be aware of the possibility that theyshould be aware of the possibility that they

consider patients from non-Western immi-consider patients from non-Western immi-

grant groups as more dangerous and lessgrant groups as more dangerous and less

motivated. Given the limitations mentionedmotivated. Given the limitations mentioned

above, however, the results need to beabove, however, the results need to be

interpreted cautiously and confirmed byinterpreted cautiously and confirmed by

subsequent studies. These studies shouldsubsequent studies. These studies should

focus on understanding the possiblefocus on understanding the possible

differences in clinical presentation betweendifferences in clinical presentation between

Western and non-Western emergency psy-Western and non-Western emergency psy-

chiatric patients. In addition, it is importantchiatric patients. In addition, it is important

to investigate whether the raised risk ofto investigate whether the raised risk of

compulsory admission among non-Westerncompulsory admission among non-Western

immigrants is caused by their having moreimmigrants is caused by their having more

mental health or behavioural problems, ormental health or behavioural problems, or

by Western clinicians misinterpreting aby Western clinicians misinterpreting a

seemingly more severe clinical presentation.seemingly more severe clinical presentation.

Longitudinal studies are needed followingLongitudinal studies are needed following

emergency psychiatric contacts and com-emergency psychiatric contacts and com-

pulsory admissions, to assess differences inpulsory admissions, to assess differences in

the course and presentation of psychiatricthe course and presentation of psychiatric

illness between Western and non-Westernillness between Western and non-Western

emergency psychiatric patients. Finally,emergency psychiatric patients. Finally,

future studies should take into account thefuture studies should take into account the

effects of social network, cultural contexteffects of social network, cultural context
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and beliefs about mental illness on the riskand beliefs about mental illness on the risk

of contact with psychiatric emergencyof contact with psychiatric emergency

services and compulsory admission.services and compulsory admission.
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AUTHOR’S PROOFAUTHOR’S PROOF

CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& All non-Western immigrants toThe Netherlands aremore likely to come intoAll non-Western immigrants toThe Netherlands aremore likely to come into
contact with psychiatric emergency services, especially for psychotic disorders, andcontact with psychiatric emergency services, especially for psychotic disorders, and
aremore likely to be admitted compulsorily.aremore likely to be admitted compulsorily.

&& The association between non-Western country of origin and higher risk ofThe association between non-Western country of origin and higher risk of
compulsory admissionwas no longer statistically significant after adjustment forcompulsory admissionwas no longer statistically significant after adjustment for
severity of symptoms, dangerous behaviour, lack ofmotivation for treatment andseverity of symptoms, dangerous behaviour, lack ofmotivation for treatment and
lower level of functioning.lower level of functioning.

&& Non-Western emergency psychiatric patientsmay have a different clinicalNon-Western emergency psychiatric patientsmay have a different clinical
presentation, causingmore frequent compulsory admissions.presentation, causingmore frequent compulsory admissions.

LIMITATIONSLIMITATIONS

&& Only 30% of the clinicians working in the psychiatric emergency serviceOnly 30% of the clinicians working in the psychiatric emergency service
volunteered to participate in the study.volunteered to participate in the study.

&& Although danger to others and other clinical variables weremeasured using aAlthough danger to others and other clinical variables weremeasured using a
structured assessment tool, the assessmentsmight not have been free fromstructured assessment tool, the assessmentsmight not have been free from
observation bias.observation bias.

&& Other factors thatmay influence the risk of contact with psychiatric emergencyOther factors thatmay influence the risk of contact with psychiatric emergency
services, such as the quality of social network and beliefs aboutmental illness, wereservices, such as the quality of social network and beliefs aboutmental illness, were
not taken into account.not taken into account.
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