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Abstract Objective The purpose of the present study
was to compare admission rates, including admission by
coercion, length of hospital stay and diagnosis among
immigrants, asylum seekers and Norwegian-born pa-
tients. Material All admissions (n=3053) to @stmarka
Hospital during the period 1995-2000 were examined. A
sample including all immigrants (94) and asylum seek-
ers (39) as well as a control group of 133 Norwegians was
analysed. Results Immigrants and Norwegians had the
same relative risk of admission (1.07). The relative risk
of admission was higher for asylum seekers compared to
Norwegians (8.84). There were differences in the diag-
noses given at discharge in the three groups of patients,
both among men (x?=22.33, df=6, p<0.001) and
women (¥2=15.31,df=6, p<0.001). Schizophrenia was
frequent among female immigrants. The number of ad-
missions by coercion was highest among immigrants,
and lowest among asylum seekers (x2=12.03, df=2,
p <0.005). Conclusion Compared to Norwegians and im-
migrants, asylum seekers had high admission rates and
low frequency of admissions by coercion. Schizophrenia
was frequent among female immigrants admitted to
hospital.
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Introduction

Migration may affect the mental health of immigrants.
Studies from various parts of the world describe an in-
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creased frequency of psychiatric morbidity among im-
migrants [1-3].

Asylum seekers make up a special group of immi-
grants as they feel forced to emigrate for different rea-
sons, running away from war, organised violence, polit-
ical persecution or the effects of poverty [4]. Their legal
status in their new country is insecure.

Most studies on mental health problems among mi-
grants have taken place during the last three decades.
However, one early epoch-making study should be men-
tioned.

In 1932, @rnulv @degaard [2] published the results of
a study of psychiatric disorders amongst the Norwegian
population of Minnesota. He examined and compared
the different admission rates of Norwegian-born immi-
grants to Minnesota psychiatric hospitals with the rates
of admission of both native-born patients in Minnesota
mental hospitals and Norwegian-born patients in Nor-
wegian mental hospitals. He found that the rate of psy-
chiatric illness among the Norwegian-born patients in
Minnesota was higher than in Norway. Eitinger and
Schwarz briefly summed up the results of this pioneer-
ing work and said that the Norwegian immigrants in
Minnesota had, in both comparisons, higher admission
rates than the two controls. @degaard thus showed that
the higher admission rate of Norwegian immigrants in
Minnesota could not be related to the “Norwegian race”,
but must be in some way connected to the problem of
migration [3].

Mavreas and Bebbington [5] note that one reason
why immigrants may break down is the immediate
stress of relocation to a foreign culture. They argue that
the stress comes from a variety of sources: the loss of
friends, relatives and familiar surroundings as well as
former status, the need to deal with strangers and a for-
eign language, the experience of prejudice and prospec-
tive hardships. In 1970, Fitzpatrick and Gould found that
the higher incidence of schizophrenia among Puerto Ri-
cans in New York is likely due to intercultural misunder-
standing and to flaws in the provision of mental health
services [6].
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The main purpose of this study was to compare ad-
mission rates, including admission by coercion, length
of hospital stay and diagnosis among immigrants, asy-
lum seekers and Norwegian-born patients.

Subjects and methods

Description of the department

All admittances to a Norwegian psychiatric hospital in the years
1995-2000 were included in the study. The catchment area consists of
a population of 140000 persons, with half residing in the city of
Trondheim and the remainder in its rural surroundings. Acute ad-
missions to other psychiatric hospitals occur only when inhabitants
reside temporarily outside the catchment area at the time of admis-
sion.

The number of admissions in the studied period was approxi-
mately 500 per year. On admission, a psychiatrist or psychologist and
two members of the nursing staff are designated as the patient’s pri-
mary therapists and continue to treat the patient throughout his/her
stay. The therapists examine the patient and make a plan for subse-
quent treatment together with the chief psychiatrist of the ward.

Definitions

Inhabitants at risk:

The official standard for immigrant classification in Norway (Statis-
tics Norway 1994) defines first-generation immigrants as those who
are born abroad and whose parents (both) are also born abroad [7].
Both the number of inhabitants with an immigrant background and
the total number of inhabitants in the catchment area of the hospital
were based on figures from Statistics Norway.

Approximately 238500 first-generation immigrants lived in Nor-
way as of January 1,2000. This represents 6.3 % of the total population
of Norway. The mean number of first-generation immigrants in the
catchment area of the hospital from 1995 to 2000 was 4072. There was,
however, a high frequency of mobility in and out of the area.

The numbers of asylum seekers in the catchment area were gath-
ered from the Directorate of Immigration, Central Norway Region,
and from the asylum seekers reception centres in the catchment area.
All asylum seekers in Norway live in asylum seekers reception centres
until they either get permission to stay in Norway or are expelled from
the country.

The mean number of asylum seekers in the catchment area of the
hospital from 1995 to 2000 was 205 per year, and the mean length of
time of their residence there was 455 days. The number of Norwegians
in the catchment area was stable between the years 1995 and 2000 and
included 135723 inhabitants as of January 1, 2000.

In the present study, patients admitted from an asylum seeker re-
ception centre were defined as asylum seeker patients. Those patients
who had non-Scandinavian names and were born outside of Norway
were defined as immigrants (first generation) if they were not in-
cluded in the group of asylum seekers. The group defined as Norwe-
gians included all the other patients admitted to the hospital. Due to
the close cultural and linguistic relationship between the inhabitants
of the Scandinavian countries, patients from all Scandinavian coun-
tries were included in the Norwegian group.

The admissions were divided in three groups according to the
Norwegian Law of Psychiatry (NLP): coercion (paragraph 5 in NLP),
observation by coercion (paragraph 3 in NLP) and voluntary admis-
sion (paragraph 4 in NLP).

Collection of data
The sample studied included all patients admitted to the hospital

from 1995 to 2000. The data were collected from the patient records
and the hospital protocols. An experienced psychiatric nurse from the

emergency department, together with the authors, examined the pro-
tocols. The number of admissions and the length of hospital stays
among immigrants, asylum seekers and Norwegians were compared.
Analyses were based on the number of inhabitants in the respective
groups in the hospital’s catchment area. All admissions in the years
1995-2000 were included in the study.

For illustration of diagnoses among Norwegian patients, a case-
control group was selected by choosing the first Norwegian patient
whose admission immediately followed an asylum seeker or an im-
migrant.

Some patients were readmitted. We have no data about a possible
earlier admission to other hospitals. This means that when we refer to
patients that are readmitted, we refer to patients that were readmitted
to our hospital.

For comparison of diagnoses among the different groups, only the
diagnoses from each patient’s first admission were included. Diag-
noses were set in a consensus meeting headed by one of the chief psy-
chiatrists of the department and attended by all therapists in the hos-
pital, including the patient’s therapist(s).

Diagnoses were defined as the patient’s clinical diagnosis at the
time of discharge and were made according to ICD-9 and ICD-10 cri-
teria (International Classification of mental and behavioural disor-
ders). In order for all diagnoses to conform to ICD-10 criteria, those
diagnoses that were based on ICD-9 were transposed to ICD-10 diag-
noses by the authors.

Statistics

The significance level of the comparisons was 0. < 0.05. ANOVA was
used to compare age in the three groups and the Kruskal-Wallis test
was used to compare length of stay at the hospital in the three groups.
Chi-square test was used to compare nominal variables.

Results

Table 1 shows the countries of origin.

Hospital admissions in the years 1995-2000 were
made up of 94 immigrants (38 women and 56 men), 39
asylum seekers (10 women and 29 men), and 2920 Nor-
wegians (1698 women and 1222 men). The difference in
sex distribution between the three groups was signifi-
cant (x%=28.28,df=2,p <0.0001).

The mean age was 34.5 years for immigrants, 30.8
years for asylum seekers, and 41.4 years for Norwegians.

Table1 Countries of origin of immigrants and asylum seekers admitted to a psy-
chiatric hospital (Countries of origin with more than six admittances are given)

Immigrants Asylum seekers
Russia 1 6
Former Yugoslavia 12 9
Rest of Europe 19 1
Sri-Lanka 7
Iran 21 10
Rest of Asia 6 8
Ethiopia 9 1
Rest of Africa 10 4
Latin-America 6
North-America 2
Australia 1
Total 94 39




The Norwegian patients were significantly older than
the patients in the other two groups (F=16.09, df=2,
p <0.0001). Among the 133 Norwegians in the case-con-
trol group, there were 82 women and 51 men, the mean
age was 38.3.

There were more repeated admissions among Nor-
wegians (1438 of 2920) than among asylum seekers
(4 of 39) or immigrants (23 of 94) (}2=44.83, df=2,
p <0.0001).

No significant differences in length of stay between
immigrants (median 10 days, mean 40.9 days), asylum
seekers (median 6 days, mean 10.3 days) and Norwe-
gians (median 7 days, mean 29.7 days) were found.

The number of admissions per 100000 inhabitants in
each group per year was 384.7 among the immigrants,
3170.7 among the asylum seekers and 358.6 among Nor-
wegians. The number of first-time admissions per
100000 inhabitants per year was 290.6 among immi-
grants, 2845.5 among asylum seekers and 182.1 among
Norwegians.

In Table 2, a pair-wise relative risk of admissions and
of the number of first-time admissions is given.

There were differences in the diagnoses given at
discharge to the three groups of patients among both
men (¥?=22.33, df=6, p<0.001) and women
(x?=15.31,df =6, p < 0.005).

Table 3 indicates the frequency of the diagnoses
among the three groups studied. It appears that the
diagnosis schizophrenia was more prevalent among
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Table2 The Relative Risk and 95% Confidence Interval for the total number of ad-
mittances and for the first-time admittances in the years 1995-2000

Relative Risk Confidence Interval

Admittances

Immigrants/Norwegians 1.07 0.88-1.31

Asylum seekers/Norwegians 8.84 6.65-11.75

Asylum seekers/immigrants 8.24 5.83-11.65
First-time admittances

Immigrants/Norwegians 1.60 1.26-2.02

Asylum seekers/Norwegians 15.63 11.51-21.22

Asylum seekers/immigrants 9.79 6.70-14.30

females in the immigrant group than in the other
groups.

In all, 20 of 94 admissions of immigrants, 9 of 39 ad-
missions of asylum seekers and 34 of 133 admissions of
the Norwegian case-control group resulted in more than
one diagnosis at discharge from the hospital. There were
no significant differences between the groups in number
of diagnoses per patient (x>=0.57,df =2, ns).

Table 4 shows the frequency of certain categories of
patient admissions as defined by Norwegian Law. There
were significant differences with respect to these cate-
gories among the three patient groups (y2=13.83,df=4,
p <0.001). The frequency of admission by coercion was
higher among immigrants and lower among asylum

Table 3 ICD-10 diagnoses at discharge for first ad-

. . 2
missions, p-value and chi-square value for the largest Immigrants Asyll(um Norwegians  Total  p X
diagnostic groups among immigrants, asylum seek- HEEE
ers and Norwegian controls
Male
Schizophrenia 18 5 14 37 ns 242
Affective 7 0 1 19 0.034 6.79
Reaction to severe stress and 4 9 2 15 0.005 15.35
adjustment disorders
Other 14 1 20 43 ns 1.26
Total 43 25 47 115
Female
Schizophrenia 13 0 19 32 0.016 8.32
Affective 3 1 20 24 ns 4.49
Reaction to severe stress and 4 4 8 16 ns 5.78
adjustment disorders
Other 8 5 24 37 ns 1.51
Total 28 10 Al 109
Table4 Numbers admitted by coercion, observa- Immi Asvl N . Total 2
tion by coercion and voluntarily for immigrants, asy- e sykum gt L p X
lum seekers and Norwegians HEiE
Observation by coercion
(Paragraph 3) 18 5 395 418 ns 246
Coercion (Paragraph 5) 22 1 443 466  0.008 9.70
Voluntary (Paragraph 4) 54 33 2082 2169  0.002 12.03
Total 94 39 2920 3053




518

seekers, compared to Norwegians. A comparison of the
combined frequency of admissions by coercion and ob-
servation by coercion with the frequency of voluntary
admissions showed significant differences among the
three groups (}2=12.03, df =2, p <0.005) and indicated
a high frequency of coercion among immigrants, a low
frequency among asylum seekers and a medium fre-
quency among Norwegians.

Discussion

Differences in gender and age distribution among pa-
tients who were immigrants, asylum seekers and Nor-
wegians were found. The immigrants were younger than
the Norwegians, and older than the asylum seekers. The
patient groups of immigrants and asylum seekers had a
majority of men, while, among the Norwegian patients,
there was a majority of women.

The number of male and female immigrants in the
catchment area is equal. Among asylum seekers the
number of men surpasses the number of women. In
both groups, the admission rates are higher for men
than for women. The difference may reflect that women
underutilise mental health services. These differences
should be examined thoroughly in another study.

While half of the Norwegian patients were readmit-
ted to the hospital, only three-eighths of the immigrants
and one-tenth of the asylum seekers were readmitted.
This difference in the rates of readmission may be ex-
plained by the fact that Norwegians maintain a fixed res-
idence in the hospital catchment area, and are likely to
be readmitted to the same hospital. Immigrants, how-
ever, tend to move more frequently, some even returning
to their homeland for treatment [8]. Many asylum seek-
ers are expelled from the country before a possible read-
mission can occur.

The relative risk for admission was higher among
asylum seekers than for Norwegians or immigrants.
This could be explained by the fact that many asylum
seekers had a personal experience of violence or torture
before arriving, which may increase risk of psychiatric
illness [9]. Many of the asylum seekers have legal prob-
lems connected to their stay in Norway. There were no
differences in the relative risk for admission between
Norwegians and immigrants.

The diagnosis of schizophrenia was significantly
over-represented among female immigrants. Almost
half of the female immigrants received the diagnosis of
schizophrenia while none of the female asylum seekers
received this diagnosis. The increased frequency of
schizophrenia among immigrants is described for both
sexes in other studies [9-11]. In his study of mental
health of Norwegians in Minnesota, @degaard (1932)
suggested that the high incidence of schizophrenia
among Norwegian-born immigrants to Minnesota is
probably not a consequence of factors at work after the
arrival of the immigrants in America. Hence, the expla-
nation must be that Norwegians with a schizoid charac-

ter (Kretschmer) are more likely to emigrate than the
rest [2].In contrast to @degaard’s results, a recent report
from the Netherlands showed that Surinamese patients
with schizophrenia or unspecified psychosis did not em-
igrate more frequently to the Netherlands than the gen-
eral Surinamese population [12, 13]. Cochrane and
Singh Bal (1987) claimed in their study that “classical
schizophrenia is held to be an endogenous and insidious
disorder which is unlikely to be provoked by stress in
those who are not already vulnerable” [8]. Thus, it is
likely that a combination of different factors increases
the frequency of the diagnosis of schizophrenia among
immigrants: stressful post-migration, schizophrenia
predisposes people to migrate [14-16].In addition, there
may be misdiagnoses of schizophrenia that are possible
in some ethnic groups in a new country [8].

Male asylum seekers (9 out of 25) received the diag-
noses reaction to severe stress and adjustment disorders
more often than male immigrants (4 out of 43) and Nor-
wegians (2 out of 47). This may be due to the traumatic
experiences the patients had had in their countries of ori-
gin, as well as in the troubles they might have had while
trying to adapt to the new situation in exile [17,18].

The number of admissions by coercion was higher
among immigrants than among asylum seekers and
Norwegians. Moodley and Perkins indicated in their
study that “it was ethnic status rather than diagnostic
category that accounted for the higher rates of compul-
sory detention of Afro-Caribbean people”[19,20].In our
study, we did not discriminate between the various cul-
tural backgrounds of the patients. Such discrimination
might reveal some of the causes for the variations in psy-
chiatric morbidity between immigrants and the native
inhabitants in a country.

The group of immigrants and of asylum seekers con-
stitutes a complex group of people with a great variety
of cultural backgrounds. Due to the close cultural and
linguistic relationship between the inhabitants of the
Scandinavian countries, patients from all Scandinavian
countries were included in the Norwegian group.

The high frequency of admissions, the low frequency
of schizophrenia and the low frequency of coercion in
the admissions among the asylum seekers may indicate
that the causes for admissions in the group of asylum
seekers are different from the causes that led to the ad-
missions of immigrants and Norwegians.

Murphy argues that “it is fully time that we ceased to
regard migration as a unitary concept in social psychia-
try, and started examining the elements that compro-
mise it” [21], for example, the relative size of the immi-
grants’ own minority group, whether the migration has
been forced or free, whether the society or culture of ori-
gin predisposes for specific mental illnesses, etc. All
these factors should be carefully examined since the pat-
terns of illnesses differ within the different migrant
groups. Further studies should be carried out in order to
investigate what migration really means to patients from
different migrant groups, in order to trace the aetiology
of the diseases from which they suffer.
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