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The social determinants of psychosis in migrant
and ethnic minority populations: a public
health tragedy
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High rates of schizophrenia and other psychoses have been repeatedly found in migrant populations. However, the
development of public health responses has been hindered by unfounded claims that the high rates are an artefact of
misdiagnosis. Recent research implicating exposure to social adversity across the life course as the key explanation

for these high rates has the potential to inform initiatives to tackle this major public health problem.
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Introduction

Maybe the time has come to work toward prevention of dis-
order and catastrophe, and not merely towards their control.
(Agamben, 2002, p. 11)

It has been reported with remarkable consistency over
the past 40 years that rates of schizophrenia and other
psychoses are substantially higher in the Black
Caribbean and the Black African populations in the
UK (Fearon & Morgan, 2006). In one of the most recent
studies, conducted in three UK centres, the incidence
of all psychoses was four to six times higher in these
populations, compared with the White population
(Fearon et al. 2006). There is parallel evidence of in-
creased rates of schizophrenia in migrant and ethnic
minority groups in other European countries (Cantor-
Graae & Selten, 2005) and in African-Americans in the
USA (Bresnahan et al. 2007). Is this is a genuine and
major public health problem, of concern globally, or
one that that has been artificially created by psy-
chiatry’s inability to objectify diagnoses in different
populations?

Artefact or real health disparity?

It is in the UK that this issue has been most inten-
sively studied. Here, the veracity of reported high
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rates of psychosis in Black populations has been the
subject of acrimonious debate, the fundamental cri-
tique being that they are an artefact of misdiag-
nosis. Similar debates have occurred in the USA
(Williams & Earl, 2007). In brief, the argument is
that emotional distress arising from difficult life cir-
cumstances in Black populations is misconstrued as
psychosis by predominantly White psychiatrists in-
fluenced by negative cultural stereotypes of Black
people (Fernando, 1991). In the UK this issue has be-
come further entangled with discussions of access to,
and quality of, care for Black Caribbean and Black
African patients. It is well established that patients
from these groups are more likely to access care
through a criminal justice agency and to be compul-
sorily admitted to hospital, with further suggestions
of dissatisfaction with, and disengagement from, on-
going care (Morgan et al. 2004). For some, perceived
misdiagnosis and poor quality care are part of the
same problem - institutional racism in psychiatry
(Patel & Heginbotham, 2007).

This perspective has had a significant impact in the
wider policy and advocacy arenas, ensuring that re-
sponses have focused primarily on reforming psy-
chiatric practice. However, despite persistent doubts,
there is no evidence that the reported high rates are a
function of widespread misdiagnosis (Selten & Hoek,
2008). More recent studies, which have used standar-
dized procedures for assessing symptomatology, with
diagnosis being made blind to ethnicity, have con-
tinued to report elevated rates, and similar methods
do not find comparably elevated rates in other UK
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High % minority population Medium % minority population

Low % minority population

RR 2.4 RR 3.6°
RR 3.8° RR 2.1°
RR 1.3° -

RR 4.4
RR 6.5°
RR 2.4°

Fig. 1. Rate ratios for schizophrenia by ethnic density in recent studies. RR, rate ratio (migrant or ethnic group versus white).

2 Boydell et al. 2001; b Kirkbride et al. 2007; Veling et al. 2008.

ethnic minority groups or in the Caribbean (Fearon &
Morgan, 2006). An important consequence of conflat-
ing issues of service use and population rates of dis-
order is that there has been no single policy initiative
directed at reducing the high rates of psychosis in
these populations, in the UK or elsewhere. A crucial
public and social health problem has been obscured
and ignored.

Understanding the high rates

The development of appropriate public health strat-
egies for reducing these high rates depends on a
clearer understanding of their origins. Recent research
provides important clues, primarily in relation to the
UK Black Caribbean population.

A series of findings from the Aetiology and
Ethnicity in Schizophrenia and Other Psychoses
(AESOP) study, for example, link indicators of child-
hood and adult disadvantage with psychosis in
general and with high rates in the UK Caribbean
population in particular. To take one example, this
study found that long-term separation from a parent
before the age of 16 years (a marker of childhood dis-
advantage, indexing exposure to intra-familial con-
flict, financial hardship, and housing instability) was
around three times more common in those with a first
episode of psychosis compared with population-based
controls, after taking account of possible confounders.
Importantly, although the effect of separation on the
odds of psychosis was similar for White British and
Black Caribbean individuals, separations were much
more common for Black Caribbean (e.g. 31% Black
Caribbean controls versus 18 % White British controls,
p=0.03) (Morgan et al. 2007). This pattern (i.e. a similar
effect size in both groups, a higher prevalence in the
Black Caribbean population) was also evident for a
number of indicators of adult social disadvantage and
isolation (both recent and long-standing), including
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unemployment, housing instability, and limited social
networks (Morgan et al. 2008). These findings suggest
that the high rates are a function of a greater preva-
lence of social risk factors for psychosis in the UK
Black Caribbean population.

High levels of social disadvantage in migrant and
ethnic minority groups may reflect a subtle racism in-
stitutionalized in social structures that constrain access
to opportunities and resources. Related to this, there is
some evidence that direct exposure to discrimination
is associated with an increased likelihood of psychosis.
For example, Karlsen & Nazroo (2002), in an analysis
of data from the UK Fourth National Survey of Ethnic
Minorities, found that both socio-economic position
and the experience of discrimination were indepen-
dent predictors of psychosis in Black and Minority
Ethnic groups. Perhaps most intriguing is the finding
that the relative risk of schizophrenia increases as
Black Caribbean people in the UK form a decreasing
proportion of the local population (Boydell et al. 2001;
Kirkbride et al. 2007); that is, the less ethnically dense
an area, the higher the rates of psychosis. This finding
has recently been replicated for migrant groups in The
Netherlands (Veling et al. 2008) (Fig. 1). It has been
hypothesized that living in high ethnic density areas
may provide a buffer against the adverse effects of
disadvantage and discrimination, perhaps through
a greater availability of social support. Further re-
search is needed to test this directly. What is most
notable, however, is that such a social patterning of
risk defies ready explanation, or even plausible spec-
ulation, in terms of social drift or known biological risk
factors.

At the same time, there has been no similar ac-
cumulation of evidence implicating known biological
risk factors. For example, there is no evidence that
rates of disorder are elevated in the countries of origin
from which these populations migrated, a finding that
has been interpreted as showing that population
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differences in genetic risk are unlikely to account for
the increased incidence (Fearon & Morgan, 2006).
Furthermore, there is no evidence that obstetric com-
plications are more common in the Caribbean popu-
lation (Hutchinson et al. 1997) and data from the
AESOP study show neither a greater effect for neuro-
developmental markers nor a greater prevalence in the
Black Caribbean group (e.g. Dean et al. 2007). There is
some evidence that structural brain abnormalities may
be more marked in Black Caribbean cases relative to
Black Caribbean controls (K. Morgan et al. unpub-
lished observations). This could, however, be a reflec-
tion of the impact of chronic adversity over the life
course or of differential prescription of antipsychotic
medication.

Social determinants of psychosis

There has been a recent upsurge of evidence im-
plicating social experiences and environments in
the aetiology of psychosis including: urban living
(Krabbendam & van Os, 2005), childhood adversity
and trauma (Morgan & Fisher, 2007), and adult daily
hassles and stress (Myin-Germeys & van Os, 2007).
This research, in using more sophisticated measures
and more effective designs, has addressed many of the
limitations of earlier studies of socio-economic status
and psychosis. The evidence now suggests that these
exposures predate onset, and increase risk in a dose-
response fashion. Perhaps most importantly, several
plausible biological and psychological mechanisms
have been identified (Collip et al. 2008). For example,
there is evidence from both animal and human studies
that exposure to social adversity (in various forms) can
lead to a sensitization of the mesolimbic dopaminergic
system. This is particularly noteworthy given the re-
surgence of interest in the role of dopamine in the
genesis of psychotic experiences (Di Forti et al. 2007).
There is also emerging evidence that psychosis is
associated with increased activation of the hypothal-
amic—pituitary-adrenal (HPA) axis (Pariante et al.
2005), and that early adversity is associated with al-
terations in brain structure and function in areas that
have been implicated in schizophrenia (e.g. hippo-
campus, corpus callosum, amygdale) (Teicher et al.
2003). Perhaps the most significant recent advance is
the realization that genes and environment frequently
interact to shape adult outcomes, including psychosis
(van Os et al. 2003). From this, it is plausible that, from
a similar base level of biological and genetic vulner-
ability, greater exposure to social adversity (or social
defeat; Selten & Cantor-Graae, 2005) over the life
course, in the absence of supportive buffers, could
substantially increase population rates of disorder, as
in migrant populations.
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Wider context

This issue needs to be seen in a wider context. The
Black Caribbean population is one of the most dis-
advantaged in the UK. There are high rates of many
indices of disadvantaged social outcomes, for example
school exclusions (Wright et al. 2005), unemployment
(Berthoud, 1999) and substance use (Jayakody et al.
2006), each of which in turn becomes a risk factor
for further poor outcomes. Much the same holds for
many migrant and ethnic minority populations
around the world. These processes begin at an early
stage. It is well established that early disadvantage
sets a developmental trajectory characterized by in-
creased likelihood of exposure to subsequent adver-
sities, each of which is likely to have a compounding
effect (Engle et al. 2007). To paraphrase Jones et al.
(1994), early disadvantage sets in train a cascade of
problematic social development, one consequence of
which may be an increased risk of psychosis. Ad-
dressing the high rates, therefore, has to be part of a
wider social strategy. If institutional racism is relevant,
it is that which affects every institution in society,
structuring access to decent housing and heating, to an
adequate education, to employment and effective so-
cial services. The problem is not ‘in” migrant popu-
lations, it is not ‘in” psychiatry. The problem is “in’
society.

Conclusion and implications

Compared with White people in the UK, upwards of
five times more Black Caribbean and Black African
people develop schizophrenia and other psychoses
year on year, disorders that impact not just on the in-
dividual but also on families and the wider society,
often leading to long-term suffering and social ex-
clusion. There is also an excess in many other migrant
and ethnic minority groups in Europe and the USA.
This is a public health tragedy, and one that remains
neglected. There is now an urgent need for concerted
public policy initiatives in the UK and elsewhere
aimed at preventing the factors that are associated
with these increased rates, particularly in childhood.
Initiatives designed to prevent social exclusion and
halt problematic social development (e.g. Sure Start
in the UK, neighbourhood regeneration) are more
imperative and need to be targeted at those indi-
viduals and populations most at risk. In the same way
that improved sanitation, hygiene and nutrition re-
volutionized physical health, mitigating the effects
of social disadvantage may achieve the same for seri-
ous mental illness, especially in the most vulnerable
groups.
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