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j Abstract Background Previous studies have
reported a very high incidence of schizophrenia for
immigrant ethnic groups in Western Europe. The
explanation of these findings is unknown, but is likely
to involve social stress inherent to the migrant con-
dition. A previous study reported that the incidence
of schizophrenia in ethnic groups was higher when
these groups perceived more discrimination. We
conducted a case-control study of first-episode
schizophrenia, and investigated whether perceived
discrimination at the individual level is a risk factor
for schizophrenia. Methods Cases included all non-
western immigrants who made first contact with a
physician for a psychotic disorder in The Hague, the
Netherlands, between October 2000 and July 2005,
and received a diagnosis of a schizophrenia spectrum
disorder (DSM IV: schizophrenia, schizophreniform
disorder, schizoaffective disorder) (N = 100). Two
matched control groups were recruited, one among
immigrants who made contact with non-psychiatric

secondary health care services (N = 100), and one
among siblings of the cases (N = 63). Perceived dis-
crimination in the year before illness onset was
measured with structured interviews, assessing expe-
riences of prejudice, racist insults or attacks, and
perception of discrimination against one’s ethnic
group. Conditional logistic regression analyses were
used to predict schizophrenia as a function of per-
ceived discrimination. Results Cases reported some-
what higher rates of perceived discrimination in the
year prior to illness onset than their siblings and the
general-hospital controls, but these differences were
not statistically significant; 52% of the cases and 42%
of both control groups had perceived any discrimi-
nation. Perceived discrimination at the individual
level was not a risk factor for schizophrenia in these
data. Perceived discrimination was positively corre-
lated with cultural distance and cannabis use, and
negatively with ethnic identity, self-esteem, and
mastery. Conclusions The relationship between racial
discrimination and psychosis may vary with the
aspect of discrimination that is studied, and may also
depend upon the social context in which discrimina-
tion takes place.

j Key words schizophrenia – perceived discrimi-
nation – ethnic minorities

Introduction

The incidence of schizophrenia and other psychotic
disorders is very high among ethnic minority groups
in western Europe [15, 37]. Racial discrimination has
been suggested as a possible explanation for this
increased incidence [4, 29], but although many stud-
ies have shown that discrimination has a pervasive,
adverse influence on health of ethnic minority pop-
ulations [39], the relationship between discrimination
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and mental health is poorly understood [5] and
research of the association between discrimination
and psychosis is scarce [40]. Two cross-sectional
studies found an association between perceived dis-
crimination and the prevalence of psychotic symp-
toms [18, 19], and a prospective study in the
Netherlands suggested that perceived discrimination
(albeit not only racial, but any discrimination) may
induce the onset of delusional ideations [16]. We have
previously reported that the incidence of psychotic
disorders in The Hague, the Netherlands, varied
across ethnic minority groups by degree of perceived
discrimination: the incidence was higher when groups
perceived more discrimination [36]. Within an ethnic
group, however, individual perceptions of discrimi-
nation vary, and may influence disease risk. These
individual variations may depend upon many factors,
including gender, educational level, generation, cul-
tural distance, ethnic density, social support, self-
esteem and ethnic identity [26, 38, 39].

There is hardly any published research on dis-
crimination as risk factor for schizophrenia at the
individual level. Results from one recent study sug-
gested that the higher incidence of schizophrenia and
other psychotic disorders in Black people in the UK is
partly mediated by individual perceptions of disad-
vantage [7]. The present case-control study of first
episode schizophrenia among ethnic minorities in
The Hague aimed to investigate the association be-
tween perceived discrimination and schizophrenia
and to explore factors that influence degree of per-
ceived discrimination at the individual level.

Method

j Classification of ethnicity

We used the classification of ethnicity as defined by the Nether-
lands’ Bureau of Statistics. If a citizen, or (one of) his or her par-
ents, was born abroad, he or she is assigned to the group of people
born in the same country. If the parents were born in different
foreign countries, the country of birth of the mother determines the
assignment to a particular group.

j Participants

Cases

All first or second generation immigrants from non-western
countries (of which 85% from Surinam, Morocco, Turkey, or
Netherlands-Antilles), aged 18–54 years, who made first contact
with a physician in The Hague for a psychotic disorder and
received a diagnosis of a schizophrenia spectrum disorder (DSM
IV: schizophrenia, schizophreniform disorder, schizoaffective dis-
order) between October 1, 2000 and July 1, 2005, were eligible for
the study. Case-finding procedures and diagnostic protocol of the
study have been described elsewhere [37]. If the patient had been
adopted as a child, he or she was excluded (N = 4).

Controls

For each patient, two control subjects were recruited, matched for
5-year age-group, sex, and ethnicity (including generation). They
were screened for psychotic symptoms (see ‘‘Measures’’), and were
excluded if these were present (N = 5).

The first control group was recruited among the general ethnic
minority population of The Hague. To minimize selection bias as a
result of pathways to care, the controls were selected from immi-
grants who made contact with non-psychiatric secondary health
care services. Controls were recruited from the outpatient depart-
ments of internal medicine and surgery of a general hospital. The
reasons for making contact with these departments differed widely,
and included: lipoma or naevus (N = 15), fracture (N = 8), con-
tusion (N = 11), haemorrhoids (N = 8), sinus pilonidalis (N = 5),
anal fissure (N = 5), inflammatory bowel disease (N = 5), diabetes
mellitus (N = 5), and other, less frequent diagnoses (N = 38).

The second control group consisted of siblings of the patients,
in order to (partially) control for genetic factors and to control
implicitly for unmeasured shared socio-environmental confound-
ing factors.

All participants gave written informed consent for the study.
The study was approved by the local ethics committee. Structured
interviews were conducted by a resident in psychiatry (WV) and
four trained research assistants. If participants did not speak Dutch
sufficiently (N = 9), trained research assistants (N = 3) who were
native speakers in Turkish, Kurdish, Urdu, Arabic or Berber,
conducted the interviews. Because we expected this in advance to
concern only a small minority of the sample, we neither developed
nor maintained a protocol for translation and back-translation of
the questionnaires.

Participants were instructed to answer according to their
experiences in the year before illness onset. When prodromal
symptoms could be identified, the occurrence of these was chosen
as moment of illness onset; for the minority of the patients that did
not recognize any prodromal symptoms, illness onset was defined
as the date of first psychotic symptoms.

j Measures

Psychotic symptoms

In control subjects, the psychosis section of the composite Inter-
national Diagnostic Interview (CIDI), Version 2.1 [30], was
administered.

Perceived discrimination

This scale was developed by the International Comparative Study of
Ethnocultural Youth (ICSEY) [1], a study among more than 10,000
adolescents from 30 ethnic groups in 13 countries, which included
Surinamese, Turkish and Antillean immigrants in the Netherlands.
The scale is an ordinal measure; response options range from
‘‘strongly disagree’’ (1) to ‘‘strongly agree’’ (5). The scale consists of
five items:

(1) I think that others have behaved in an unfair or negative way
towards my ethnic group;

(2) I do not feel accepted by Dutch people;
(3) I feel Dutch people have something against me;
(4) I have been teased or insulted because of my ethnic back-

ground;
(5) I have been threatened or attacked because of my ethnic

background.
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We used the total scale score as a measure of perceived dis-
crimination. For further exploration, we also used item (1) as a
separate measure of perceived discrimination against one’s own
group, and items (2), (3), (4) and (5) as perceived individual dis-
crimination. Finally, for the total and for the exploratory measures,
dichotomous variables were created. Responses of ‘‘Somewhat
agree’’ or ‘‘Strongly agree’’ on any of the items were classified as
‘‘Yes’’, all other scores as ‘‘No’’.

Other measures

We assessed several socio-demographic and social factors that pre-
viously have been associated with perceived discrimination or
schizophrenia, and may be considered as potential confounding or
mediating factors in their relationship. Socio-economic status was
assessed with level of education (no or primary, secondary, or higher
education) and employment status (unemployed or else). Informa-
tion was noted on marital status (single or else) and on lifetime
cannabis use (use defined as more than five times). Cultural distance,
defined as differences with the mainstream host culture in attitudes
towards and opinions about social relationships, religion and soci-
ety, was measured with 25 statements involving emancipation,
autonomy and authority, secularization, and moral values (adapted
from [8]). Ethnic density was calculated as the proportion of mem-
bers of one’s own ethnic group living in the neighbourhood. The
required population data were provided by the municipal authorities
[38]. Measures of ethnic identity and mastery were adapted from the
International Comparative Study of Ethnocultural Youth (ICSEY)
[1]. The scale of Ethnic identity assesses ethnic affirmation and
feelings about being a group member and the Mastery scale assesses
the extent to which one experiences to be in control of his or her own
life [1]. We also used the 15-item Rosenberg self-esteem scale [27],
and the 12-item shortened social support scale [33]. In this paper, we
address the associations of these measures with perceived discrim-
ination; the separate results will be reported elsewhere.

Validity and reliability

For each ICSEY scale it has been shown that it measures the same
psychological construct in all ethnic groups, as all Tucker’s phis, a
measure of agreement [32], were 0.90 or higher [1]. The measures
have shown good to excellent internal reliability as well (Cron-
bach’s alphas > 0.70) [1]. Cronbach’s alphas in our sample were
good to excellent for mastery (0.70), Ethnic identity (0.81), per-
ceived discrimination (0.81), self-esteem (0.83), and perceived so-
cial support (0.85). Factor analyses of the cultural distance
subscales showed that these could be combined into one factor
(loadings 0.49–0.79, eigenvalue 1.9, explained variance 47%). In two
sub-samples we investigated inter-rater reliability (N = 23) and
test–retest reliability after 1 week (N = 24) of the scales. Intra-class
coefficients were 0.85–0.99 and 0.63–0.96, respectively.

Key informants

For all participants, key informants were asked to complete a short
version of the structured interview for their relatives, which in-
cluded items (4) and (5) of the perceived discrimination scale.

j Statistical analyses

Stata Version 9.2 was used for all statistical analyses. The matched
case-control design required conditional (fixed-effects) logistic
regression techniques. First, the total scale score, as well the

exploratory and the dichotomous measures, were entered sepa-
rately in the regression models. Comparisons were made between
cases and general-hospital controls (100 pairs), and between cases
and sibling controls (63 pairs). If there were significant differences
between groups, the other variables were added to the regression
model to adjust for confounding.

Second, in the total sample, we calculated bivariate Pearson’s
correlations between total perceived discrimination and the other
scale scores. Associations between perceived discrimination and
dichotomous variables were tested with v2 tests.

Additional analyses addressed the issue of information bias.
The scores of participants on items (4) and (5) were compared to
the scores provided by their key informants with use of conditional
logistic regression. We only used dichotomized scores, because
many key informants answered (3) ‘‘I do not know’’. Responses of
‘‘Somewhat agree’’ or ‘‘Strongly agree’’ on any of the items were
classified as ‘‘Yes’’, all other scores as ‘‘No’’.

Results

Of the 146 patients who were eligible for the study,
two patients had deceased before the present study
was conducted. Twenty-six patients could not be
interviewed, because they had remigrated to their
home country (N = 5), they were too ill during the
entire study period (N = 8) or because there was no
current address available (N = 13). Of the 118
patients who were contacted, 18 refused to partici-
pate. Thus, 100 patients were interviewed. Of the 168
subjects in the general-hospital control group who
were matched to the schizophrenia patients, four
subjects were physically too ill to be interviewed, one
was mentally handicapped, three were excluded
because they had a psychotic disorder, and 60 refused
to participate. For 15 patients there was no sibling
available, because all siblings were too young or lived
abroad, patients had no sibling, or patients did not
know their current address. Nine patients refused
permission to contact their siblings, two patients only
had a sibling who had psychotic symptoms. For 11 of
the remaining 74 patients, the siblings refused to
participate. Thus, siblings of 63 patients could be
interviewed. Socio-demographic characteristics of the
study sample are shown in Table 1.

Fifty two percent of the cases and 42% of both
control groups reported experiences of discrimination
(Tables 2, 3), but this difference was not statistically
significant. The other measures of perceived dis-
crimination did not yield statistically significant dif-
ferences between cases and controls either, except
that cases reported more personal experiences of
discrimination than general-hospital controls (OR per
unit increase of the scale = 1.08 [95% CI, 1.01–1.17],
Table 2).

After adjustment for unemployment, level of edu-
cation, marital status, cultural distance, mastery,
ethnic identity, self-esteem, social support, and can-
nabis use, there were no statistically significant dif-
ferences in perceived discrimination between cases
and controls (results not shown for comparisons
between cases and siblings).
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In the total sample, perceived discrimination was
reported more often by males than by females (50 vs.
37%, v2 = 3.98, df = 1, P = 0.046), and by those with a
history of cannabis use (55 vs. 41% in non-users,

v2 = 4.69, df = 1, P = 0.03). There were no significant
differences in prevalence of discrimination with
regard to generation, unemployment, level of educa-
tion, and marital status. Table 4 shows correlations
between perceived discrimination and ethnic density,
ethnic identity, cultural distance, social support,
mastery, and self-esteem. Perceived discrimination
was positively correlated with cultural distance, and
negatively correlated with ethnic identity, mastery
and self-esteem.

Information from key informants was available for
43 cases, 37 siblings and 45 general-hospital controls.
As was found with the self-report measure, cases were
reported to have perceived discrimination somewhat
more often than controls (Table 5). In all groups, the
proportions of self-reported perceived discrimination
were higher than those reported by their key infor-
mants, but these differences were not statistically
significant.

Discussion

Racial discrimination has been suggested to explain
the consistent finding of an increased incidence of
schizophrenia in ethnic minority groups in western

Table 1 Sociodemographic characteristics of study sample, by case-control
status

Cases
(n = 100)

General-hospital
controls (n = 100)

Sibling
controls (n = 63)

Age, mean (SD) 26.6 (6.7) 27.2 (7.2) 26.5 (8.5)
Male sex 74 (74) 72 (72) 29 (46)a

Ethnicity
Moroccan 29 (29) 30 (30) 20 (32)
Turkish 19 (19) 20 (20) 12 (19)
Surinamese 32 (32) 34 (34) 21 (33)
Other non-Western 20 (20) 17 (17) 10 (16)

Second generation 36 (36) 35 (35) 28 (44)
Single marital status 72 (72) 46 (46)a 37 (59)a

Level of education
No/Primary 9 (9) 11 (11) 6 (10)
Secondary 77 (77) 63 (63) 37 (59)
Higher 13 (13) 26 (26) 21 (33)

Unemployed 17 (17) 9 (9) 3 (5)b

Differences between groups tested with Wald tests in conditional logistic
regression analysis
aP < 0.005, compared to cases
bP < 0.05, compared to cases

Table 2 Odds ratios of schizophrenia for perceived discrimination, comparisons between cases and matched general-hospital controls

Perceived discrimination Cases (n = 100) General-hospital
controls (n = 100)

Unadjusted Adjusteda

OR 95% CI OR 95% CI

Dichotomous measure, n (%) 52 (52) 42 (42) 1.50 0.85–2.64 0.92 0.33–2.55
Total scale score, mean (SD) 9.84 (5.70) 8.57 (4.07) 1.05 0.99–1.12 0.96 0.85–1.08
Against own ethnic group, mean (SD) 2.37 (1.66) 2.40 (1.42) 0.98 0.82–1.18 0.74 0.51–1.07
Personal experiences, mean (SD) 7.47 (4.65) 6.18 (3.13) 1.08 1.01–1.17 0.99 0.86–1.13

Conditional logistic regression analysis
aAdjusted for marital status, unemployment, level of education, cultural distance, ethnic identity, social support, self-esteem, mastery, and cannabis use

Table 3 Odds ratios of schizophrenia for perceived discrimination, comparisons between cases and their siblings

Perceived discrimination Cases (n = 63) Sibling controls (n = 63) OR 95% CI

Dichotomous measure, n (%) 31 (49) 27 (42) 1.40 0.62–3.15
Total scale score, mean (SD) 9.40 (5.55) 9.21 (5.16) 1.01 0.93–1.09
Against own ethnic group, mean (SD) 2.32 (1.71) 2.49 (1.52) 0.91 0.71–1.18
Personal experiences, mean (SD) 7.08 (4.45) 6.71 (4.09) 1.03 0.93–1.13

Table 4 Correlations between perceived discrimination and social contextual factors in the total study sample

1 2 3 4 5 6 7

Discrimination 1
Ethnic density )0.11 1
Ethnic identity )0.12a 0.18b 1
Cultural distance 0.22b 0.09 0.27b 1
Social support )0.08 0.19b 0.22b 0.00 1
Mastery )0.13a 0.12 0.18b )0.12a 0.25b 1
Self-esteem )0.18b 0.07 0.25b 0.03 0.27b 0.39b 1

aP < 0.05
bP < 0.01
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Europe [4], but to date, the association between
discrimination and schizophrenia has hardly been
studied [7, 36]. In this case-control study of first-
episode schizophrenia among non-western immi-
grants, individuals who developed schizophrenia
reported somewhat higher rates of perceived dis-
crimination in the year prior to illness onset than
their siblings and matched general-hospital controls,
but the differences were not statistically significant. A
considerable proportion of all groups (52% of the
cases and 42% of both control groups) had perceived
discrimination.

These results suggest that there may be no direct
and strong relationship between perceived discrimi-
nation at the individual level and the development of
schizophrenia. A previous study showed that the
incidence of psychotic disorders in The Hague was
higher when ethnic minority groups experienced
more discrimination [36], and other studies reported
associations between perceived discrimination and
the prevalence or the onset of psychosis [16, 18, 19].
The heterogeneity of these findings may depend upon
the aspect of discrimination that is studied and the
way it is measured [39], but also upon social and
psychological factors that have been shown to influ-
ence the perception and impact of discrimination [5,
6, 40].

j Measure of discrimination

Racial discrimination adversely affects mental health
in at least three different ways [40]. Interpersonal
experiences of racist insults or violence have been
related to psychological distress, depression, low self-
esteem [39], and, as noted earlier, psychosis [18, 19].
Structural discrimination by institutions, as in
employment policies or access to education or hous-
ing facilities, also has a deleterious influence on health
[23, 40], not only because it leads to lower socio-
economic status, which has been linked to the in-
creased incidence of schizophrenia among ethnic
minorities [14], but also because the gap between
aspirations and achievements may give rise to feelings
of humiliation and social defeat, factors that may be
involved in the aetiology of schizophrenia [22, 28].
Finally, awareness of prevailing negative cultural ste-
reotypes has been associated with poor mental health
and academic underachievement, independent of

personal experiences of racist insults or violence [6,
17, 31]. Our measure of discrimination assessed the
individual’s perceptions of discrimination with five
statements that may not have captured all aspects of
racial discrimination. Particularly, experiences of
institutional racism and negative stereotyping may
have been missed. The previous finding of a rela-
tionship between the incidence of psychotic disorders
and ethnic groups’ experience of discrimination [36]
suggests that these aspects of discrimination may be
relevant for schizophrenia.

Cases may have underreported experiences of
discrimination. Recall bias may have occurred
because of cognitive impairments due to the illness,
or because the recent experience of first psychosis was
so overwhelming that memories of negative experi-
ences before onset of illness have faded. This is
unlikely to account for the results, however, as the
reports of key informants showed a similar pattern to
the self-report data (it should be noted that this
information was available only for 43 cases) (Table 5).
Also, a study from the UK found that, although ethnic
minority schizophrenia patients experienced similar
numbers of life events to white British patients, they
attributed these more often to discrimination [11].
Thus, there is no evidence that ethnic minority
patients would underreport racial discrimination.

j Context of discrimination

Given the relatively high prevalence of perceived
discrimination in these data, another explanation for
the results may be that the experience of discrimi-
nation itself is not sufficient, but that the development
of schizophrenia depends upon other factors, such as
the social context in which discrimination takes place.
Recent studies have shown that neighbourhood-level
socioenvironmental factors influence the incidence of
schizophrenia [20]. Among ethnic minorities, the
incidence is lower when they live in neighbourhoods
with a high percentage of members of their own
ethnic group [2, 38], or where ethnic fragmentation is
low [21]. A mechanism possibly underlying these
findings is that pathogenic effects of discrimination
are buffered or prevented in high ethnic density
neighbourhoods, by social support [25], social capital
[21] and strong ethnic identity [10], factors that may
be greater in high ethnic density neighbourhoods
[12]. Thus, while the degree of perceived discrimi-
nation may be similar among cases and controls, so-
cial support and ethnic identity may eventually
determine the risk of schizophrenia. If such resources
are scarce, the social stress resulting from these dif-
ficulties may exceed the coping ability of individuals
with a genetic vulnerability to schizophrenia, who
often have impaired executive function [3]. When
subjected to such a severe challenge, they may be
more likely to develop the disorder [9].

Table 5 Perceived discrimination measured by self-reports and key informants

Self-report,
n (%)

Key-informant,
n (%)

Cases (n = 43) 9 (21) 7 (16)
Siblings (n = 37) 6 (16) 4 (11)
General-hospital controls (n = 45) 6 (14) 5 (11)

Dichotomous measure, assesses personal experiences of teasing, insulting,
threats or attacks because of one’s ethnic background

957



This hypothesis is consistent with the directions of
the correlations that we found in our data. Perceived
discrimination was negatively correlated with ethnic
density, ethnic identity, mastery and self-esteem, and
positively with cultural distance; ethnic density was
positively correlated with ethnic identity and social
support; and ethnic identity was positively correlated
with social support, cultural distance, mastery, and
self-esteem (Table 4).

Cannabis is frequently used by patients with early
psychosis [34]. It has been related to psychotic
symptoms [24] and is likely to increase the risk of
developing schizophrenia [13]. In our data, cannabis
use was not only strongly associated with schizo-
phrenia [35], but was also correlated with perceived
discrimination. It is conceivable that perceived
discrimination leads to cannabis use, for instance
because individuals may use it to alleviate the stress
that is brought about by experiences of discrimination.

j Other methodological considerations

The power of study was too low to detect small effects.
It was designed to investigate potential explanations
for the substantially increased incidence rates of
schizophrenia among ethnic minorities (for instance,
the incidence rate ratio for first- and second-genera-
tion Moroccans in The Hague was 4.0 [95% CI, 2.5–
6.3] and 5.8 [2.9–11.4], respectively, compared to the
indigenous Dutch population [37]). To explain an
increase of this magnitude requires a causal factor
with a strong effect. Thus, even if perceived discrim-
ination at the individual level would be associated
with schizophrenia, it is unlikely that it is a strong
risk factor in itself.

All consecutive first-episode schizophrenia cases
between 2000 and 2005 were eligible for the study, but
not all patients participated. It is conceivable that those
individuals who believed to be discriminated against
more often refused to participate. However, the same
selection bias would occur in the control groups.

The general-hospital controls may not have been
representative for the general immigrant population,
but the choice for a control group selected from
immigrants who made contact with non-psychiatric
secondary health care services minimized selection
bias as a result of pathways to care, as the schizo-
phrenia cases were also recruited from secondary
psychiatric services. In addition, the very diverse
complaints for which the controls made contact
makes it very unlikely that their somatic illness would
be related to perceived discrimination.

Conclusion

Perceived discrimination at the individual level was
not a strong risk factor for schizophrenia in these

data. The relationship between racial discrimination
and psychosis may vary with the aspect of discrimi-
nation that is studied, and may also depend upon the
social context in which discrimination takes place.
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