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“It is not so important with culture but more important with the empathy and love you show.
People use culture to build walls.”
-

Patient statement at evaluation of a treatment course at CTP, from Study 3
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English summary
Introduction and objectives:
Our dynamic cultural backgrounds determine how we experience, understand, and express mental
illness. Previous studies have shown that migrants have a higher risk of developing psychiatric
disorders, such as schizophrenia, compared to the majority population and are at risk of being
misdiagnosed. The overall aim of this PhD thesis is to strengthen the knowledge of the cultural
assessment and diagnoses of migrant patients with mental health problems. The PhD thesis
contains five studies with the following objectives:
Study 1: Investigate potential differences between migrants and Danish-born controls in incidence
and development in incidence over time of any first-time psychiatric diagnosis and specific
psychiatric diagnoses according to country of origin and migrant status.
Study 2: Investigate i) the overall frequency and risk of psychiatric diagnostic shifts in non-Western
migrants compared to Danish-born and ii) whether the direction of diagnostic shifts among the
three most frequent start diagnoses for the non-Western migrants differs by migrant status.
Study 3: Explore i) whether clinicians at the Competence Centre for Transcultural Psychiatry (CTP)
changed the referral diagnosis of the patients after assessment or during the course of treatment,
ii) the clinicians’ descriptions of cultural aspects in relation to the patient and diagnosis, and iii) the
patients’ perception of the clinicians’ inclusion and understanding of their cultural backgrounds in
the assessment and treatment.
Study 4: Explore the acceptability and clinical utility for medical doctors (MDs) and the
acceptability for migrant patients of the Cultural Formulation Interview (CFI).
Study 5: Discuss the challenges of using interpreters in psychiatric cultural assessment and
describe key areas regarding how to work effectively with interpreters in psychiatric settings.
Methods:
Study 1: The data for this study was retrieved from Statistics Denmark. The final study cohort
comprised 2,447,883 persons >17 years of age (635,863 migrants and 1,812,020 Danish-born
controls). All migrants, but not descendants, living in Denmark during the period from 1 January
2004 – 31 December 2014 as well as a randomly selected Danish-born control group were
included. The cohort was linked to different registries for information on sociodemographic
characteristics and linked to the National Patient Registry (NPR) to obtain information on
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psychiatric diagnoses. Individuals were followed from 1 January 2004 (or date of immigration to
Denmark if residency was obtained later than 1 January 2004) until the first coming of 1)
psychiatric diagnosis, 2) death, 3) emigration, 4) end of study (31 December 2014). Incidence rate
ratios (IRR) were calculated in a Poisson regression model for four different levels of adjustments
according to migrant status and country of birth: 1) crude, 2) adjusted for age and sex, 3) adjusted
for model 2 plus occupation, 4) adjusted for model 3 plus household income by quintiles.
Study 2: A sub-cohort was derived from the cohort described above in Study 1 but comprising only
non-Western migrants (n=1,436) and Danish-born (n=13,134) at the age of 18 years at study entry
and with at least two psychiatric contacts to allow for a diagnostic shift. Logistic regression analysis
was used to calculate the odds ratio (OR) of having a psychiatric diagnostic shift according to
migrant status and country of birth, adjusted for sex, time at risk, occupation, and personal
income by quintiles. Frequencies of the direction of diagnostic shifts among the three most
frequent start diagnoses for the non-Western migrants were calculated including whether they
differed significantly between non-Western migrants and Danish-born.
Study 3: All patients at CTP who met the referral criteria and gave informed consent were included
in the period from 1 July 2014 to 1 December 2016 (n=251). The referral diagnosis could be
revised by an MD at three different times: after initial assessment, at midterm, and at the end of
treatment. Frequencies were calculated according to four categories: 1) no change in diagnosis, 2)
change from the referral diagnosis to the diagnosis after the assessment, 3) change from the
referral diagnosis to the diagnosis after midterm, or 4) change from the referral diagnosis to the
diagnosis at the end of treatment. The qualitative data was analysed using systematic text
condensation.
Study 4: Data from the CFIs was collected at three clinics in the Capital Region of Denmark: CTP
where nine MDs included 62 patients, and Outpatient Clinic Ballerup at Mental Health Centre
Ballerup where one MD included three patients, and at the Section of Immigrant Medicine,
Department of Infectious Diseases at University Hospital Hvidovre where two MDs included six
patients. The first session included a standard clinical assessment. In the following session, the
same MD carried out the CFI with the patient. The MDs and patients filled out a questionnaire
containing closed- and open-ended questions regarding clinical utility and acceptability.
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Frequencies were calculated from the quantitative data, and the qualitative data was analysed
using systematic text condensation.
Study 5: This study was based on the case of a single patient. The patient was observed in the
clinical encounter, and clinical interviews were conducted with the assistance of an interpreter.
Furthermore, a session was conducted using in-depth parts of the semi-structured interview, the
Present State Examination, which was done by a native Turkish speaking MD.
Results:
Study 1: Western migrants had a lower risk of psychiatric disorders compared to the Danish-born
controls in all analyses. Non-Western migrants had a higher IRR of any first-time psychiatric
diagnosis after adjusting for age and sex, but after further adjusting for occupation, and household
income, the risk of psychiatric diagnoses was lower compared with Danish-born controls (IRR: 0.70
(95%CI: 0.69-0.71)). The subgroup of refugees remained at higher risk of any psychiatric diagnosis
after full adjustment and specifically for neurotic, stress-related, and somatoform disorders (F40F48).
Study 2: Non-Western migrants had lower odds of psychiatric diagnostic shifts from the start
diagnosis to the end diagnosis during follow-up (OR of 0.83 (95%CI: 0.74-0.93)) compared with
Danish-born. For the specific diagnostic shifts, the non-Western migrants had a higher degree of
maintenance of their diagnoses compared to Danish-born for reaction to severe stress, and
adjustment disorders (F43) and depressive episode (F32). Non-Western migrants had a higher
frequency of shifts from reaction to severe stress, and adjustment disorders (F43) to schizophrenia
(F20) (8%, n=39 vs. 5%, n=129 (p=0.002)) and from depressive episode (F32) to schizophrenia (F20)
(10%, n=15 vs. 6%, n=101 (p=0.026)) compared to Danish-born.
Study 3: Most of the diagnostic changes occurred from referral to the end of the treatment course
(20%), and the most frequent diagnostic changes were: Mood disorders (F30-39) to Neurotic,
stress-related to somatoform disorders (F40-48), from Neurotic, stress-related and somatoform
disorders (F40-48) to Mood disorders (F30-39). The concept of cultural identity was important for
the clinician to understand better the patient and the patient’s condition. Empathy and a good
understanding of the patient’s situation and symptoms in the clinical encounter were stressed as
particularly positive for the patients.
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Study 4: The analyses of the sociodemographic data showed that approximately 65% of the
patients had Middle Eastern origin and 58% used an interpreter. The CFI was useful to MDs for
planning the treatment and articulating the patients’ cultural and social context. Contrarily, the CFI
was less useful for the MDs in the diagnostic process. The patients had a high overall satisfaction
with the CFI and highlighted the importance of telling their story.
Study 5: Interpreter qualifications plus the national origin, ethnicity, and gender of the interpreter
can affect the outcome of the clinical encounter along with the ability of clinicians to identify
misunderstandings and inadequate interpretation that can cause misunderstandings in the
diagnostic process. The qualifications of the interpreter can change the course of diagnosis and
treatment.
Conclusion:
This PhD thesis contributes with unprecedented knowledge in cultural psychiatry.
In conclusion, the findings in this thesis suggest that, in general, migrants do not have a higher risk
of psychiatric disorders or psychiatric diagnostic shifts. However, the results show that refugees
constitute a particularly vulnerable group and that socioeconomic factors are important to
consider in this type of research. Additionally, the findings indicate that the patients' cultural
background and the CFI are important aspects to include in the psychiatric assessment. This thesis
adds to existing knowledge by demonstrating that the CFI is acceptable for psychiatric patients of
Middle Eastern origin and with interpreting assistance. Finally, optimal use of interpreters in the
cultural assessment of the patient should be an area of high priority for both clinicians and other
stakeholders.
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Dansk resumé
Introduktion og formål:
Vores dynamiske kulturelle baggrunde former, hvordan vi oplever, forstår og udtrykker psykisk
sygdom. Undersøgelser har vist, at migranter har en højere risiko for at udvikle visse psykiske
sygdomme, såsom skizofreni, sammenlignet med majoritetsbefolkningen og risikerer at blive
fejldiagnosticeret. Det overordnede mål med denne ph.d.-afhandling er at styrke kendskabet til
udredningen af patienter med migrantbaggrund, som har psykiske problemer, samt deres
diagnoser. Ph.d.-afhandlingen indeholder fem studier med følgende formål:
Studie 1: Undersøge potentielle forskelle mellem migranter og danskfødte kontroller i incidensen
af, og den tidsmæssige udvikling i incidens af, enhver psykiatriske førstegangsdiagnoser samt
incidensen af specifikke psykiatriske diagnoser i forhold til oprindelsesland og migrantstatus.
Studie 2: Undersøge i) den overordnede frekvens og risiko for psykiatriske diagnoseskift hos ikkevestlige migranter sammenlignet med danskfødte, og ii) om retningen af de diagnostiske skift
blandt de tre hyppigste startdiagnoser for ikke-vestlige migranter afhænger af migrantstatus.
Studie 3: Undersøge i) om læger på Kompetencecentret for Transkulturel Psykiatri (CTP) ændrer
patientens henvisningsdiagnose efter den indledende vurdering eller under behandlingsforløbet,
ii) klinikernes beskrivelser af kulturelle aspekter i forhold til patienten og dennes diagnose og iii)
patienternes opfattelse af klinikernes inddragelse af og forståelse for deres kulturelle baggrund i
den indledende vurdering og behandlingen.
Studie 4: Undersøge om læger finder Interview til evaluering af kulturelle faktorer (CFI) klinisk
anvendeligt og acceptabelt, og om patienter med migrantbaggrund finder det acceptabelt.
Studie 5: Diskutere udfordringer ved brug af tolke i den psykiatriske kulturelle udredning og
beskrive nøgleområder vedrørende, hvordan man effektivt arbejder med tolke i psykiatrien.
Metoder:
Studie 1: Data til dette studie kom fra Danmarks Statistik. Den endelige studiekohorte bestod af
2.447.883 personer > 17 år (635.863 migranter og 1.812.020 danskfødte kontroller). Alle
migranter, men ikke efterkommere, der boede i Danmark i perioden 1. januar 2004 - 31. december
2014, samt en tilfældigt udvalgt danskfødt kontrolgruppe, blev inkluderet i kohorten. Kohorten
blev knyttet til forskellige registre for at få information om sociodemografiske forhold samt til
Landspatientregistret (LPR) for at få oplysninger om psykiatriske diagnoser. Personerne i kohorten
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blev fulgt op fra 1. januar 2004 (eller dato for indvandring til Danmark, hvis denne fandt sted
senere end 1. januar 2004) indtil den førstkommende af følgende begivenheder: 1) psykiatrisk
diagnose, 2) dødsfald, 3) udvandring, 4) afslutning af studiet (31. december 2014). Incidens rate
ratio (IRR) blev udregnet i en Poisson-regressionsmodel med fire forskellige justeringsniveauer: 1)
rå rater, 2) justeret for alder og køn, 3) justeret for model 2 plus beskæftigelse, 4) justeret for
model 3 plus husstandsindkomst i kvintiler.
Studie 2: En delkohorte blev udtrukket af kohorten beskrevet i Studie 1. Kun de ikke-vestlige
migranter (n=1.436) og danskfødte kontroller (n=13.134) med en alder på 18 år ved studiestart og
med mindst to psykiatriske kontakter for at muliggøre et diagnostisk skift, blev udvalgt. Logistisk
regressionsanalyse blev anvendt til at beregne odds ratio (OR) for et psykiatrisk diagnoseskifte i
henhold til migrantstatus og oprindelsesland. Analyserne blev justeret for køn, tid i risiko,
personlig indkomst i kvintiler og beskæftigelse. Frekvenser af retningen for de diagnostiske skift
blandt de tre hyppigste startdiagnoser for de ikke-vestlige migranter blev beregnet, samt hvorvidt
der var en signifikant forskel mellem ikke-vestlige migranter og danskfødte kontroller.
Studie 3: Alle patienter, der opfyldte CTP’s henvisningskriterier og gav informeret samtykke, blev
inkluderet i perioden 1. juli 2014 til 1. december 2016 (n=251). Henvisningsdiagnosen kunne
revideres af en læge på tre forskellige tidspunkter: Efter den indledende vurdering, midtvejs og
ved behandlingens afslutning. Frekvenser blev beregnet i henhold til fire kategorier: 1) ingen
ændring i diagnosen, 2) ændring fra henvisningsdiagnosen til diagnosen efter den indledende
vurdering, 3) ændring fra henvisningsdiagnosen til diagnosen midtvejs eller 4) ændring fra
henvisningsdiagnosen til diagnosen ved behandlingens afslutning. Kvalitative data blev analyseret
ved hjælp af systematisk tekstkondensering.
Studie 4: Data fra CFI'erne blev indsamlet på følgende 3 klinikker i Region Hovedstaden: CTP, hvor
9 læger inkluderede 62 patienter; Psykiatrisk Ambulatorium Ballerup på Psykiatrisk Center
Ballerup, hvor 1 læge inkluderede 3 patienter; Indvandrermedicinsk Klinik, Infektionsmedicinsk
Afdeling, Hvidovre Hospital, hvor 2 læger inkluderede 6 patienter. Den første session omfattede
en standard klinisk indledende vurdering. I den efterfølgende session gennemførte den samme
læge CFI’en med patienten. I umiddelbar forlængelse heraf udfyldte patienter og læger et
spørgeskema med lukkede og åbne spørgsmål vedrørende klinisk anvendelighed og acceptabilitet
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af CFI. Frekvenser blev beregnet ud fra de kvantitative data, og de kvalitative data blev analyseret
ved hjælp af systematisk tekstkondensering.
Studie 5: Denne undersøgelse var baseret på en enkelt patient. Patienten blev observeret i den
kliniske session, og kliniske interviews blev anvendt med en tolk til stede. Desuden blev en session
gennemført af en tyrkisktalende læge med uddybende dele af det semistrukturerede interview,
Present State Examination.
Resultater:
Studie 1: Vestlige migranter havde lavere risiko for psykiatriske lidelser sammenlignet med de
danskfødte kontroller i alle analyser. Ikke-vestlige migranter havde en højere IRR for psykiatrisk
førstegangsdiagnose efter justering for alder og køn, men efter yderligere justering for
beskæftigelse og husstandsindkomst var risikoen for psykiatriske diagnoser lavere sammenlignet
med danskfødte kontroller (IRR: 0,70 (95% CI: 0,69-0,71)). Flygtninge forblev i højere risiko for
psykiatriske lidelser efter fuld justering; specifikt for nervøse og stress-relaterede tilstande samt
tilstande med nervøst betingede legemlige symptomer (F40-48).
Studie 2: Ikke-vestlige migranter havde lavere odds for at have et psykiatrisk diagnoseskifte fra
start- til slutdiagnose i opfølgningstiden sammenlignet med danskfødte kontroller (OR=0,83 (95%
CI: 0,74-0,93)). De ikke-vestlige migranter opretholdt i en højere grad deres diagnoser
sammenlignet med danskfødte kontroller for både reaktion på svær belastning og
tilpasningsreaktioner (F43) og depressiv enkeltepisode (F32). Ikke-vestlige migranter havde en
højere frekvens af skift fra reaktion på svær belastning og tilpasningsreaktioner (F43) til skizofreni
(F20) (8%, n = 39 vs. 5%, n = 129 (p = 0,002)) og fra depressiv enkeltepisode (F32) til skizofreni (F20)
(10%, n = 15 vs. 6%, n = 101 (p = 0,026)) i forhold til danskfødte kontroller.
Studie 3: De fleste af de diagnostiske ændringer skete fra henvisningen til behandlingens
afslutning (20%), og de hyppigste diagnostiske skift var: affektive sindslidelser (F30-39) til nervøse
og stress-relaterede tilstande samt tilstande med nervøst betingede legemlige symptomer (F40-48)
og fra nervøse og stress-relaterede tilstande samt tilstande med nervøst betingede legemlige
symptomer (F40-48) til affektive sindslidelser (F30-39). Begrebet kulturel identitet var vigtig for
klinikeren for bedre at forstå patienten og dennes tilstand. Empati og god forståelse for patientens
situation og symptomer i behandlingen blev fremhævet af patienterne som særligt positive ting.

16

Studie 4: Analyserne af de sociodemografiske data viste, at ca. 65% af patienterne havde
mellemøstlig oprindelse, og at 58% brugte tolk. CFI’en var nyttigt for lægerne til planlægning af
behandlingen og til at italesætte patienternes kulturelle og sociale kontekst. I modsætning hertil
var CFI’en mindre anvendelig for lægerne i diagnosticeringsprocessen. Patienterne havde en høj
overordnet tilfredshed med CFI’en og fremhævede betydningen af at kunne fortælle deres
historie.
Studie 5: Tolkes kvalifikationer, samt deres oprindelse, etnicitet og køn, kan påvirke resultatet af
behandlingen. Ligeledes kan behandlingsresultatet påvirkes af klinikernes evne til at identificere
misforståelser og utilfredsstillende tolkning, som kan forårsage misforståelser i
diagnosticeringsprocessen. Tolkens kvalifikationer kan ændre forløbet af
diagnosticeringsprocessen og behandlingen.
Konklusion:
Denne ph.d.-afhandling bidrager med nyskabende viden inden for kulturel psykiatri.
Resultaterne fra denne afhandling tyder på, at migranter generelt ikke har større risiko for
psykiatriske lidelser eller psykiatriske diagnostiske skift. Resultaterne viser imidlertid, at flygtninge
udgør en særlig sårbar gruppe, og at socioøkonomiske faktorer er vigtige at inkludere i denne type
forskning. Desuden peger resultaterne på, at patienternes kulturelle baggrund og CFI’en er vigtige
aspekter at inddrage i den psykiatriske vurdering. Denne afhandling tilføjer til eksisterende viden
ved at demonstrere, at CFI er acceptabel for psykiatriske patienter med mellemøstlig oprindelse
og med tolkning af bistand. Endelig bør optimal brug af tolk i den kulturelle vurdering af patienten
være et område af høj prioritet for både klinikere og andre interessenter.
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Background
This thesis revolves around how culture informs the clinicians on multiple levels in the
understanding and labelling of patients in the diagnostic process and treatment.

1.1 Culture and mental health
1.1.1 The concept of culture
The work of this thesis recognises how culture is a dynamic integral part of the daily life and lived
experiences of all of us in agreement with the definition of culture from the Diagnostic and
Statistical Manual of Mental Disorders, fifth edition (DSM-5):
Culture has been defined as dynamic systems of knowledge, concepts, rules, and
practices that are learned and transmitted across generations, including
language, religion and spirituality, family structures, life-cycle stages, rituals,
customs, and moral and legal systems. Cultures are open, dynamic systems that
undergo continuous change over time; in the contemporary world, most
individuals and groups are exposed to multiple cultures, which they use to
fashion their own identities and make sense of experience (1).
The late American author David Foster Wallace made an allegory in his famous speech from 2005
(2). He tells the story of two young fish who do not know what water is and are unaware that they
are swimming around in it. He states that the same can be the issue with humans and our
everyday lives, the water we swim in, that is often hard for us to be aware of. The dynamic cultural
spheres that we engage in as part of our daily routines, for example, work routines such as a
medical doctor (MD) assigning a diagnosis to a patient, are often not recognisable to us unless we
critically reflect on how our cultural backgrounds affect us (3).
Hence, cultural and social context shape our experiences and how we interpret feelings of distress.
The same experience can have very different meanings for individuals involved in the situation
because we all have very diverse ways of constructing meaning of our lived experiences. In the
field of health and illness, such culturally shaped constructions of meaning have been named
explanatory models. The concept of explanatory models has been widely used in cultural
psychiatry described by, among others, Kleinman, Eisenberg, and Good (4). In the clinical
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encounter, the explanatory models of the patient and the clinician interact and have often been
referred to as illness and disease models (4).
The presentation, interpretation, and treatment of mental illness can vary across cultures, which
also includes professional cultures such as psychiatry (5,6). Thus, particular challenges exist in the
clinical encounter where the cultural frameworks of the clinician and the patient differ
significantly, which can sometimes be the case with patients with migrant background (1). In DSM5, the interlink between culture and mental disorders is described:
Mental disorders are defined in relation to cultural, social, and familial norms
and values. Culture provides interpretive frameworks that shape the experience
and expression of the symptoms, signs, and behaviours that are the criteria for
diagnosis (1).
The diversity and complexity of the culturally-shaped expressions of distress can, as mentioned
above, cause challenges in the clinical encounter. The clinicians’ capabilities to understand and
engage in cultural backgrounds different than their own are crucial for the assessment and
treatment outcome (4,7). Likewise important, are the clinicians capabilities to explore explanatory
models and then facilitate understanding and agreement between the different models (4,8).

1.1.2 Cultural psychiatry
The clinical and research fields concerned with mental health and culture have had a wide variety
of terminology. One example that has become evident through the work on this thesis is the shift
from framing the field as transcultural psychiatry to cultural psychiatry. This shift in terminology is
an expression of the movement away from the notion of culture being only a property of the
‘others’ and an ethnocentric phenomenon (9). In recent years there has also been a distancing to
the term ‘culture-bound syndromes’; instead ‘cultural concepts of distress’ have gained ground in
the effort to recognise ‘that all forms of distress are locally shaped, including the DSM disorders’
(1). The cultural concepts of distress are clusters of symptoms shared and recognised by a group of
people often within a certain community. The understanding of culture has moved from the
assumption that culture is a static entity to a dynamic understanding of the complexity of culture.
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We all have multiple dynamic cultural backgrounds that we identify with which can vary according
to time and place (1,4,10,11).

Figure 1: Development of the different dimensions of the concepts

The figure above illustrates the different dimensions of different cultural approaches; but it does
not correspond to any specific historical development. Cultural competence has been and is still a
widely used concept in cultural psychiatry and is often, but without clear consensus, defined as a
combination of attitude, skills, and knowledge (6). However, cultural competence has been
criticised for being anchored in a fixed endpoint of an obtained competence and reducing the
clinician’s cultural approach to a technical skill (12). Cultural sensitivity and cultural awareness are
commonly used to describe a receptiveness to cultural diversity on the part of the clinician (13).
Cultural empathy and cultural humility build further dimensions of cultural sensitivity and
awareness. These imply an ongoing dynamic learning process, which includes a responsiveness in
the clinician towards one’s own cultural backgrounds and identities, for example, through a selfreflective practice. Also, Cultural empathy and cultural humility encourage attention to and
advocacy toward decreasing power imbalances in the clinical encounter, in institutions, and on a
societal level (14–16). Cultural safety is a concept that addresses how people of diverse
backgrounds and identities can feel safe to disclose their thoughts and opinions (17). It
emphasises that the clinician takes an unassuming attitude with respect and attention to
structural barriers and aims to transfer power to the patient. This can also be done by selfreflection and self-critique similar to cultural empathy and humility (18). Cultural humility and
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cultural safety are described as important means on the way to greater equality through reforming
the structural barriers and societal disparities among diverse population groups (19,20).
Self-reflective practice is a method to achieve greater attention to one’s own prejudices
and tendencies to stereotype others. It has been described by Jasper, among other authors (3).
One way to practice self-reflection is first to identify a critical incident, an activity with clear
effects, as described by Flanagan (21). Secondly, analyse and interpret the experience along with
exploring alternative scenarios. Finally, one needs to formulate steps of action to move onward in
an explorative learning process. Jasper’s figure illustrates the self-reflective practice (3).

Figure 2: A reflective spiral (3)

In Studies 2 and 3, we have applied the concept of cultural awareness, and in Study 4
culturally sensitive approach was used. In the mentioned studies, the concepts were used to
articulate a clinical approach with emphasis on culture and the cultural backgrounds of the
patient. However, through the process of this thesis, I have become increasingly aware of the
qualities of using the concepts of cultural humility and cultural safety that stresses that the
learning process is lifelong and addresses disparities at all levels, not only in the clinical encounter.

Studies have shown that clinicians in both somatic and psychiatric settings have trouble
navigating in the complexity of diverging explanatory models, especially when it comes to
communication, diagnostics, and treatment of patients with a migrant background and migrant
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patients have reported low levels of trust and receptiveness in the clinical encounter (22).
However, it has been shown that the abovementioned issues can be improved through a cultural
assessment and with helpful tools for the clinicians, such as the Cultural Formulation Interview
(CFI) (23,24).
1.1.3 The cultural assessment
In recognition of the notion that we all have unique cultural backgrounds that clinicians should pay
attention to and integrate into the diagnostic processes and treatment planning, the cultural
assessment becomes a universal clinical approach (25). A cultural assessment is based on
fundamental clinical assessment entities as any other clinical assessment such as gathering
information on the individual’s medical history and describing the current symptoms. However,
some special attention points exist: i) thorough assessment of the individual’s cultural background;
ii) exploring the explanatory models of the patient; iii) involve the patient in a comparison of the
explanatory models of the patient and the clinician; iv) possibly use different clinical tools to
ensure a culturally informed approach and increase cultural receptiveness, for example, the CFI; v)
skills in working with an interpreter in a clinical encounter when the patient has limited language
proficiency (LLP) (4,12,25,26).
1.1.3.1 The Cultural Formulation Interview
Different material and training exist to help clinicians improve their culturally informed approach
in the clinical encounter. The CFI is an example of such a tool to provide a focus on the cultural and
social context and was published in the Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) in 2013 (1). The CFI offers a systematic patient-centred approach that
incorporates culture in the clinical work through a semi-structured interview guide and was
developed on the basis of experiences with the Outline for Cultural Formulation (OCF) in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) (27,28). The OCF is
a theoretical framework organised in four domains, which has been further developed in DSM-5
(1). The DSM-5 Cross-Cultural Issues Subgroup reviewed different interviews developed from the
OCF in Canada (26), Sweden (29), Denmark (30), Holland (31), England (32) and the USA (33) to
cover and elaborate the of the OCF. Together with literature reviews and consensus-building
discussions in the DSM-5 Cross-Cultural Issues Subgroup they constructed the CFI (27,34).
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The CFI consists of a core interview of 16 questions on the four domains for the patient (see
appendix H). An informant version and twelve supplementary modules to be used for further
details are also available. In the supplementary modules, there are eight modules for further
exploration of themes in the CFI, such as explanatory models, levels of functioning, and social
network, and four modules for specific groups, such as children and refugees (35). The beta
version of the CFI was tested in a large-scale international field trial in a 14-question version, and
the processing of data from the field trial resulted in the current 16-question version (36,37). In
Denmark, the process of translating the CFI was performed by the Danish publisher, Hogrefe,
which holds the translation rights to the DSM-5 material in Denmark. However, staff at CTP had
the opportunity to make comments on and suggestions about the Danish translation especially
regarding the concept of race, which we suggested be taken out of the Danish translation because
it is not a culturally appropriate term in Denmark. Also, CTP suggested not to translate "ClinicianPatient Relationship” to a Danish equivalent of “Medical Doctor-Patient Relationship" but instead
use a broader term to encompass all relevant clinicians.
The growing research on the CFI indicates that the patient-clinician communication can be
enhanced along with the building of trust and achieving a better mutual understanding in the
clinical encounter (23,38,39). One of the purposes of conducting a CFI is to produce a cultural
formulation with the patient that adds to the clinical assessment resulting in culturally valid
diagnoses (1). Conducting a CFI gives the clinicians an opportunity to gain valuable knowledge on
the patients’ lived experiences and illness models. Clinicians could use the gained information to
formulate their perspective on symptoms and diagnosis, shaped by the framework of the disease
model that they work within. The CFI is made to be used with any given person. However, in DSM5, some situations are highlighted in which the CFI might be especially useful in the clinical
encounter. One of these situations is when the cultural frameworks and explanatory models of the
patient and clinician differ significantly in several essential areas, as can be the situation with
migrant patients and clinicians from the majority population (1).

1.2 Migrants and mental health
Migration, the movement of humans, has existed since the beginning of time. Migration enables
us to uphold the best possible living conditions. Owing to technology and economic progress,
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migration has developed and evolved the society into a globalised network connected across
national borders and cultural groups.
As in the rest of the world, the number of persons with a migrant background in the population
has increased in Denmark (40,41). By January 2017, 10% of the Danish population consisted of
migrants, excluding descendants, originating from over 200 different countries (41,42). In Europe,
the number of people without EU citizenship was 21.6 million, corresponding to 4.2% of the EU
population, and 16.9 million persons were living in an EU country with a citizenship from another
EU country by January 2017 (43). Worldwide migration amounted to 258 million people in 2017
(44). It can be useful to divide migration into either forced or voluntary migration because huge
differences exist between the two groups, for example, when it comes to the so-called push and
pull factors (44).

International Migration Report 2017 (44).

Push and pull factors – the reasons that pushed towards migration and the attributes that attract
immigration – can also be described in more detail with macro-, meso- and micro-factors to
conceptualise the factors that inform a decision to migrate – whether forced or voluntary. Macrofactors include geopolitical issues such as instability due to war or climate; meso-factors evolve
around social networks that create linkage between countries and cause information flow through
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diverse channels, for example Facebook, and micro-factors refers to the individual issues, for
example, educational considerations (45,46).
Throughout this thesis, migrants are defined as persons who immigrated to Denmark and were
born abroad by parents without Danish citizenship (41). The language we use to articulate relevant
issues of migration is important and can vary across geographical regions and also in the literature;
in this thesis, we use migrants as a catch-all term but also subdivide it into more specific groups.
‘Refugees’ refers to the subgroup of migrants that fled their home country and received asylum in
Denmark (47). Other migrants came to Denmark to be reunited with their family members
according to family reunification rules; this subgroup will henceforth be named ‘family-reunified
migrants’.
1.2.1 Psychiatric diagnoses and diagnostic stability
Diagnostic instability is a well-known challenge in psychiatry as diagnoses rely mainly on the
clinicians’ assessment of symptoms, rather than on a biological measure (48,49). Hence, the
diagnoses are based on the clinicians' interpretation of the patient’s complaints in a symptomdriven diagnostic process (50).
Despite the instability, diagnostic categories serve as a useful common language to articulate and
distinguish coherent clusters of psychiatric symptoms for clinicians, patients, relatives, and other
stakeholders (51).
The psychiatric diagnoses are operationalised in DSM-5 and ICD-10, of which ICD-10 is used in
Denmark. ICD-10 is used to classify both somatic diseases and psychiatric disorders. For a clinician
to be able to assign a specific diagnosis according to these diagnostic manuals, there are
requirements to be met depending on the diagnosis in question. The requirements typically
include symptoms and the exact number of symptoms that must be present and the timespan of
the symptoms (52).
The typical psychiatric diagnostic process can be described in the following steps (51).
1) Careful clinical interview and assessment, including observation of the individual in the context,
anamnesis, life story, and attaining information from relevant informants, such as family
members.
2) The possible use of specific diagnostic tools and rating scales, such as Schedules for Clinical
Assessment in Neuropsychiatry (SCAN) to ensure that important details are not overlooked (53).
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3) Processing and condensation of information, such as the observed psychopathology and the
anamnesis, into a diagnosis.
The validity of psychiatric diagnoses is an issue of continuous debate. A Danish study has shown
that there are variations in the assigned diagnoses from one psychiatric department to another,
such as large odds ratios for schizotypal disorder was found in some departments but not in others
(54).
Hence, diagnosing mental disorders can be a challenging task, and diagnosing across
cultures can add an extra dimension to the task. Thus, a careful clinical interview with
considerations to the context, as listed above in step 1, become extra important. To help further
ensure culturally valid diagnoses, DSM-5 has included paragraphs on culture-related diagnostic
issues for most diagnoses (55). Studies have shown that migrants have a higher risk of some
psychiatric diagnoses, such as schizophrenia, compared to the majority population (56–58).
Norredam et al. found that refugees had significantly higher overall risk of having a first-time
contact for mental disorders compared to a Danish-born population; specific risks were even
higher for psychotic, affective, and neurotic disorders. When Norredam et al. studied mental
disorders in family reunified migrants compared to a Danish-born population, they found a similar
or significantly lower risk of first-time contact for mental disorders (59,60). The complex interplay
of the migration process, cultural bereavement along with biological, psychological, and social
factors, have been hypothesised to play a major role in the development of mental disorders
among migrant groups (61). Migrants have also been shown to be at risk of misdiagnosis, and
studies have shown that, when emphasising cultural assessment, approximately half changed
diagnosis (62,63). Studies have pointed out that sociocultural differences are a potential source of
error when there are diverging cultural backgrounds between the patient and the clinician in the
clinical encounter (64–66).
1.2.2 Social determinants and structural barriers
When studying migrants and psychiatric disorders, multidimensional complex relationships may be
at stake. Biological, psychological, and social factors play a role, and furthermore, specific stressors
for migrants, especially post-migratory stressors and cultural bereavement can influence mental
health (61,67–70). The socioeconomic conditions for migrants vary greatly. For example, refugees
and working migrants will often have very different positions regarding income, occupation, and
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education (71,72). Socioeconomic position (SEP) is a collective term often used to encompass
these social positions. In the present thesis, SEP will cover income and occupation. Studies have
shown that SEP varies, and disparities have been found according to ethnicity, race, mental health,
and migration. Studies suggest that social and economic disadvantage among migrants increase
the risk of psychiatric disorders (73–75). Low income can often be a direct effect of the migration
but is also interrelated with certain psychiatric disorders and has been shown to exacerbate these
disorders (72).
A variety of barriers can influence the access to and utilisation of mental health care and
vary between migrants and the majority population (76). This difference can be due to individual,
interpersonal, institutional, and structural issues. On an individual and interpersonal level, issues
such as taboo and stigma can play an important role in help-seeking behaviour (77,78).
Institutional issues could be the type of treatment offered to migrant groups, for example,
research has shown that migrants are more exposed to cohesive measures in mental health care
services than non-migrants (79). Structural barriers permeate various factors that determine the
possibilities of the individual to receive the best possible mental health care. Such elements could
be language proficiency and the possibility for assistance by an interpreter for individuals with LLP
(80).

1.3 The Danish mental health care system
The Danish health care system is primarily public and free of charge for everyone with Danish
citizenship and immigrants with a residence permit or registration certificate (81–83). Asylum
seekers and undocumented migrants have access only to free health care in case of acute
conditions. The services offered in mental health care in Denmark are typically standardised
treatment courses, which were introduced from 2011, for specific diagnoses and had a predefined
duration and content (84,85). The standardised treatment courses have been developed by
professional experts in the field to ensure uniform quality and timely (within four weeks after
referral) treatment across Denmark.
Patients with limited Danish proficiency may need the assistance of an interpreter during
treatment. It is a legal obligation of the Danish health care system to provide the assistance of an
interpreter for patients with LLP if the clinician finds it relevant. The assistance of an interpreter
was free of charge for the period covering all five studies, except for some months in 2011.
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1.3.1 The Competence Centre for Transcultural Psychiatry (CTP)
CTP is a highly specialised transcultural outpatient psychiatric unit with two patient target groups:
1) adult (18 years of age or older) trauma-affected refugees with trauma-related mental health
problems, such as PTSD, or 2) adult (18 years of age or older) migrants with a mental disorder and
cultural dimensions which play a significant role in the development, assessment, or treatment of
the disorder. The trauma-affected refugees with Post-Traumatic Stress Disorder (PTSD) will
typically enter a randomised controlled trial at CTP. The centre has three core tasks: assessment
and treatment of patients, training, and research. The multidisciplinary staff at CTP comprises
MDs, psychologists, physiotherapists, social workers, nurses, secretaries, and academic staff. In
2016, CTP had 40 employees and received 585 referrals. Manuals have been developed for all
treatment offered at CTP to standardise the treatment and ensure a homogenous quality of
treatment (86).
Since the start of CTP in 2008, research projects have been closely interconnected with the
treatment programmes offered. The Treatment and Research Integrated Model (TRIM) has been
defined, implemented, and used continuously at CTP since 2008 (87). TRIM is based on a tick-box
layout of the medical records in a Case Report Form (CRF) (88). Thereby, clinicians collect the data
continuously as a part of the daily clinical work. A team of students monitors the data collection at
the start of treatment as spot checks to provide feedback to clinicians on attention points and
shortage in filling out the CRF. At the end of a treatment course, the complete CRF is monitored
aiming at a complete data collection with as few missing data as possible since the CRFs with
missing data are sent back to the responsible clinicians. Double data entry with comparisons is
used at CTP to ensure a high quality of data.
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Aim and objectives
The overall aim of this thesis is to strengthen the knowledge of cultural assessment and the
diagnoses of migrants with mental health problems.
Study 1 covered the aim of the thesis with the greatest level of abstraction and at the most overall
approach of all studies. Study 2 zoomed in on the specific issue of diagnostic shifts. Study 3 added
a clinical context to the aim, and Study 4 focused on a tool, the CFI, that could meet some of the
potential challenges in clinical work. Study 5 was closed in on a single patient-case illustrating an
everyday situation where misunderstandings and misdiagnosing can occur.

Study 1 (Paper 1)
The objectives are to investigate potential differences between migrants and Danish-born controls
in incidence and development in incidence over time of any first-time psychiatric diagnosis and
specific psychiatric diagnoses according to country of origin and migrant status.

Study 2 (Paper 2)
The objectives are to investigate i) the overall frequency and risk of psychiatric diagnostic shifts in
non-Western migrants compared to Danish-born and ii) whether the direction of diagnostic shifts

29

among the three most frequent start diagnoses for the non-Western migrants differs by migrant
status.

Study 3 (Paper 3)
The objectives are to explore i) whether clinicians at CTP changed the referral diagnosis of the
patients after assessment or during the course of treatment, ii) the clinicians’ descriptions of
cultural aspects in relation to the patient and diagnosis, and iii) the patients’ perception of the
clinicians’ inclusion and understanding of their cultural backgrounds in the assessment and
treatment.

Study 4 (Paper 4)
The objectives are to explore the acceptability and clinical utility for MDs and the acceptability for
migrant patients of the CFI.

Study 5 (Paper 5)
The objective is to discuss challenges in the use of interpreters in cultural psychiatry though a
clinical case example and describe key areas of working effectively with interpreters in psychiatric
settings.
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Methods
This thesis is based on quantitative and qualitative methodological approaches, which allowed a
collection of comprehensive data to answer the research objectives.

3.1 Study 1
3.1.1 Study design and population
The design of Study 1 was a register-based historically prospective cohort study. The study cohort
included all migrants at 18 years of age or older holding a residence permit in Denmark at any
point in time between 1 January 2004 – 31 December 2014. A randomly selected Danish-born
control group above 17 years of age was also included in the cohort. In agreement with Statistics
Denmark, a migrant was defined as a person who immigrated to Denmark but was born in another
country by parents who did not hold Danish citizenship. Danish-born persons were defined as born
by Danish-born parents (89).
3.1.2 Registers and data acquisition
We received data from Statistics Denmark. Statistics Denmark is a state institution under the
Ministry of Social Affairs and the Interior which collects data systematically on people living in
Denmark. Statistics Denmark maintains the national health and social registers in a large,
continuous database (90,91). All newborn children and new official residents in Denmark are
allocated a unique civil registration number (CPR number), and the information is documented in
the Danish Civil Registration System (81). The CPR number can be used to individually link the
different Danish registers. Hence, we could link our cohort (both migrants and Danish-born
controls) to the Population Register for basic demographic data including: date of birth, date of
death, sex, country of origin, date of arrival to Denmark, migrant type (immigrant, descendant, or
Danish-born controls) and date of emigration (92). From the Register-based Labour Force
Statistics, we obtained information on affiliation to the labour market (by last working day in
November) for the individuals in the cohort (93). Data on disposable income defined as household
income excluding tax and interest on loans, equivalence weighted by the total number of people
in the household, was available from the Danish Income Statistics Register (94,95). The Danish
National Patient Register (NPR) registers all inpatient and outpatient admissions in Denmark and
documents the discharge diagnosis (96). Thereby, the NRP provided information on psychiatric

31

diagnoses to the cohort. In Denmark, only medical doctors and specialised psychologists give
diagnoses to patients with psychiatric disorders in accordance with the ICD-10 coding (52). The
NPR does not include individuals treated by general practitioners and psychiatrists in private
practices.
3.1.3 Outcome measures
The primary outcome was any first-time psychiatric diagnosis, defined as any admission coded in
the following ICD-10 chapters: mental and behavioural disorders due to psychoactive substance
use (F10-F19), psychotic (F20–29), affective (F30–39) and neurotic disorders (F40–48), behavioural
syndromes (F50-F59), disorders of adult personality and behaviour (F60-F69), and unspecified
mental disorder (F99). A further outcome was a specific diagnosis in each of the above-mentioned
ICD-10 chapters. Organic psychiatric disorders (F00-F09), mental retardation (F70-F79), disorders
of psychological development (F80-F89), and behavioural and emotional disorders with onset
usually occurring in childhood and adolescence (F90-F98) were excluded from the analyses as the
population in question was adult and conditions with onset in childhood are not adequately
captured among migrants, who may arrive in Denmark later in life. Organic psychiatric disorders
and mental retardation were excluded due to different aetiology from other psychiatric diagnoses.
3.1.4 Variable definitions
Migrants were divided into Western migrants and non-Western migrants according to Statistics
Denmark’s definition based on country of birth (Western countries: All 28 EU countries and
Andorra, Iceland, Liechtenstein, Monaco, Norway, San Marino, Switzerland, Vatican State, Canada,
USA, Australia, and New Zealand; Non-Western countries: All other countries) (89). Stateless
migrants were Palestinians and were, therefore, categorised as part of the non-Western migrants.
The variable, country of origin, was constructed based on whether the proportion of migrants
from the specific country comprised more than 15,000 people. Countries where fewer than 15,000
people originated from were grouped in the collecting category ‘others’. We used 10-year
intervals to categorise age at study start. Occupation was calculated in a continuous variable with
the percentage of time with an affiliation to the labour market across all years of follow-up.
Individuals outside the labour market, but not unemployed, for example, pensioners, were
categorised as not affiliated with the labour market. Household income per person was
constructed by Statistics Denmark for every person in the family per year to compare disposable
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income for persons living in families of different sizes. In the present study, we converted
household income from Danish Krone to Euro (EUR), and mean household income was calculated
as the annual mean of income across all years of follow-up and subsequently categorised into
quintiles. In the following, occupation and household income will be referred to as socioeconomic
position (SEP) as a collective term. An already existing cohort of migrants constructed based on
information from the Danish Immigration Services (information not available from registries via
Statistics Denmark) allowed us to identify a subgroup of the migrants with information on their
legal basis for residency. Hence, we could subdivide migrants into refugees, family-reunified
migrants, or ‘other migrants’ (59). Duration of stay was defined as the time since arrival to
Denmark until study exit for migrants (study exit: 1) first event of any first-time psychiatric
diagnosis, 2) death, 3) first emigration after entry date, or 4) end of follow-up (31 December
2014), whichever occurred first).
3.1.5 Statistical analyses
Sociodemographic characteristics were assessed for Western and non-Western migrants, and
Danish-born controls in the cohort using Chi2 test for categorical and binary variables and one-way
ANOVA for continuous variables to test group differences.
We followed all Western and non-Western migrants and the Danish-born controls from study start
(1 January 2004 or date of immigration to Denmark if residence was obtained later than 1 January
2004) until study exit: 1) first event of any first-time psychiatric diagnosis, 2) death, 3) first
emigration after entry date, or 4) end of follow-up (31 December 2014), depending on which
event came first. Crude incidence rate ratios (IRR) and adjusted IRR were calculated for any firsttime psychiatric diagnoses and separately for each of the aforementioned categories in ICD-10
using Poisson regression. For any first-time psychiatric diagnosis, the IRR of having any first-time
psychiatric diagnosis among Western, non-Western migrants, and the Danish-born controls, was
calculated with four levels of adjustments: 1) crude, 2) adjusted for age and sex, 3) adjusted for
model 2 adding occupation, 4) model 3 adding household income. IRR of having any first-time
psychiatric diagnosis according to country of origin and migrant status was also calculated but in
separate analyses. Furthermore, IRR was calculated for each of the ICD-10 categories mentioned
above separately according to models 1 and 4 and according to country of origin and migrant
status in a separate analysis. We calculated age-stratified incidence rates (IR) for any first-time
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psychiatric diagnoses for two separate years, 2004 and 2014, to see if any development in
incidence occurred during the study period. Lastly, duration of stay in Denmark was included in a
supplementary analysis. Danish-born controls were the reference group in all the analyses, and
Stata 15 was used to conduct all analyses in Study 1 (97).

3.2 Study 2
3.2.1 Study design and population
This study was also a register-based, historically prospective cohort study. A sub-cohort was
derived from the cohort described above in Study 1. The final study cohort consisted of all nonWestern migrants at the age of 18 years at study entry and holding an official residence permit in
Denmark at any given point in time, during the period from 2004-2014 (n=1,436). Furthermore,
the final cohort comprised a randomly selected Danish-born control group also at the age of 18
years (n=13,134). Only individuals with at least two psychiatric contacts were included in the
cohort to allow for a potential diagnostic shift. We followed all non-Western migrants and Danishborn controls in the cohort from study entry until study exit (see below). All individuals in the
cohort were 18 years of age at study entry to make a starting point closer to equal for the two
groups. In Denmark, 18 years is the age of converting from child and adolescent psychiatry to
adult psychiatry.
3.2.2 Registers and data acquisition
Data acquisition was accomplished as described above in Study 1 via register-linkage by the CPR
number. The same registers were linked to this cohort as described in Study 1 above.
3.2.3 Variable definitions
Non-Western migrants were defined in the same way as in Study 1 (89). We reported the five
most frequent migrant groups according to country of birth. Occupation was defined as in Study 1.
Personal income was used in this study because the personal income was thought to be more
accurate for this age-group. Personal income was converted from Danish Krone to EUR, and yearly
mean of income across all years of follow-up was calculated and categorised into quintiles. Time at
risk of having diagnostic shifts was defined as the time between study entry (01 January 2004 or
date of 18th birthday) and study exit, defined as date of death, emigration, or end of follow-up (31
December 2014), whichever came first.
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3.2.4 Outcome
Our primary outcome was psychiatric diagnostic shifts during follow-up, defined as a change in
psychiatric diagnosis from the start diagnosis (first since study start) to the end diagnosis (last
diagnosis received before study exit). A psychiatric diagnosis was defined as any admission
documented in NRP with a primary cause coded according to the ICD-10 chapter, Mental and
behavioural disorders (F00-F99). Only the primary coded diagnosis was used in this study. Each inor out-patient hospitalisation or emergency room visit counted as one contact, and a specific
psychiatric diagnosis was attached to every contact in the NPR. Accordingly, one individual could
have many contacts with the same diagnosis repeated or the diagnosis could change from contact
to contact.
3.2.5 Statistical analyses
Descriptive data on the sociodemographic characteristics of the individuals in the cohort were
analysed to describe the distributions among non-Western migrants and Danish-born. Chi2 was
used for categorical and binary variables and ANOVA for continuous variables to test differences
between the groups. We calculated the proportions of non-Western migrants and Danish-born
that upheld the same diagnosis and those who had a diagnostic shift from the first contact to the
last psychiatric contact. Also, we calculated the median number of contacts for those who had a
diagnostic shift and those who did not. We calculated the odds of having a psychiatric diagnostic
shift according to migrant status, expressed as odds ratio (OR) using logistic regression analyses.
We adjusted the analyses for sex, time at risk, personal income by quintiles, and occupation. We
then repeated the analyses now using country of birth as the exposure variable instead of migrant
status.
We examined the direction of a diagnostic shift among the three most frequent start diagnoses for
the non-Western migrants and using a chi2 test; we calculated whether this differed significantly
by migrant status. Stata statistical software, version 14, was used for all analyses in Study 2 (98).

3.3 Study 3
3.3.1 Study participants
We included all patients at the Competence Centre for Transcultural Psychiatry (CTP) who i)
belonged to CTP’s target groups (see introduction, paragraph 2.3.1), ii) were not enrolled in an
ongoing randomised controlled trial at CTP, and iii) gave informed consent during the study period
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from 01.07.2014 to 01.12.2016 (n=251). All patients must be referred to CTP by an MD with a
referral diagnosis from the ICD-10 chapter, Mental and behavioural disorders (F00-F99).
3.3.2 Data collection
Referred patients were invited for a pre-treatment interview with an MD at CTP. The pretreatment interview consisted of a clinical assessment obtaining psychiatric, social, and somatic
history. ICD-10 and part of the standardised diagnostic tool SCAN were applied in this assessment.
Both self-ratings and observer-ratings were used at the beginning and the end of treatment (see
Paper 3; figure 1, supplementary). In the case of a patient lacking reading and writing abilities, an
interpreter assisted as needed. Following the assessment, the MD decided on a diagnosis and
whether the patient should continue to a multidisciplinary assessment with a psychologist, nurse,
and, for example, a social worker, which could include a core CFI (99) to understand how culture
influences the situation of the patient. After this, based on the needs of the patient, a decision was
taken at a multidisciplinary conference as to whether the patient should be offered treatment at
CTP and, if so, what kind of treatment. The treatment programmes are divided into modules 1 (3
months) and 2 (3 months). If necessary, module 1 could be extended with module 2 (see Paper 3;
figure 1, supplementary). The treatment offered could be i) consultations with an MD, ii)
psychotherapy with a psychologist, iii) consultations with a psychiatric nurse, and iv) traumatreatment with an MD and psychologist.
The clinicians working at CTP at the time of Study 3 collected both quantitative and qualitative
data in the patient records as a standard part of the treatment course, according to TRIM (87).
Data was collected on whether the referral diagnosis was revised at three different times:
assessment, midterm, or end of treatment. Also, at the assessment, midterm, and end of
treatment, the MDs were asked, in the case of a revision of the diagnosis, to note why the
diagnosis had been changed. At the start of treatment, MDs and nurses were asked to fill out
information regarding ‘Cultural aspects that have an impact on the patient’s condition and
problem’. At the end of treatment, we asked the clinicians to obtain and document the patients’
statements on whether they felt that their cultural backgrounds were understood and integrated
during the treatment course. The questions to the patients were, ‘Do you feel that your cultural
background has been understood and included, and how?’. We informed all clinicians about the
study and the data collection. All clinicians at CTP are informed about the definition of culture
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cited in the introduction; however, we conducted no special training on the cultural understanding
in relations to this study.
3.3.3 Rating scales
The following rating scales (available in Danish, Arabic, English, Croatian and Farsi) were applied at
assessment and end of treatment (see appendix A).
Self-administered rating scales:
• Harvard Trauma Questionnaire (HTQ) includes all PTSD symptoms in ICD-10. Items are
rated from 1-4 (a higher score represents more severe symptoms) (100).
• Hopkins Symptom Check List-25 (HSCL-25), assesses anxiety and depression symptoms.
Items in the HSCL-25 are rated from 1-4 (a higher score represents more severe symptoms)
(101).
• The Symptom Checklist-90 (SCL-90) was used in a short version consisting of the
somatisation items of SCL-90 to score somatic symptoms from 1-4 (a higher score
represents more severe symptoms) (102).
• WHO-Five Well-being Index (WHO-5) evaluates quality of life, and it consists of five
questions with six possible answers. In the full rating, scores can be obtained between 0100 (a lower score represents more severe symptoms) (103).
• Sheehan Disability Scale (SDS) is a measuring functional impairment with regard to family,
work, and social network using three visual analogue scales from 0-10 (a higher score
represents more severe symptoms) (104).
• Visual Analogue Scale VAS monitors bodily pain with scores from 0-10 (a higher score
represents more severe symptoms) (105).
Observer rating scales:
• Global Assessment of Functioning GAF-S & GAF-F are two numerical used to evaluate
overall severity of symptoms (GAF-S) and level of functioning (GAF-F), rating from 0-100 (a
lower score represents more severe symptoms) (106).
• Health of Nation Outcome Scales (HoNOS) is a numeric scale used to clarify the problems
leading to the contact with the psychiatric health care system. It consists of 12 items
measuring behaviour, impairment, symptoms, and social functioning. Each item has a
range from 0 to 4 (a higher score represents more severe symptoms) (107).
3.3.4 Statistical analyses:
In the statistical analyses, we divided the patients into three groups based on their migrant status:
refugees, family-reunified migrants, and other migrants. We described the sociodemographic
characteristics of the patients by calculating the distributions of sex, age, and other
sociodemographic characteristics using Chi2 test for categorical and binary variables and ANOVA
for continuous variables to test group differences between refugees, family reunified, and other
migrants. We calculated pre- and post-scores from self-administered ratings and observer ratings
and tested for any differences using a t-test to further describe the patients. The patients were
categorised into four categories according to whether there had been 1) no change in diagnosis, 2)
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change from the referral diagnosis to the diagnosis after the assessment, 3) change from the
referral diagnosis to the diagnosis after mid-term, or 4) change from the referral diagnosis to the
diagnosis at the end of treatment and frequencies were calculated. All statistical analyses were
conducted according to migrant status using Stata 14 (98).
3.3.5 Qualitative analyses:
We analysed the text from the open-ended questions in the collected data using systematic text
condensation (108). A systematic approach was applied to code and categorise meaning units
throughout the text and compile crosscutting codes in wider themes. The first and second author
of Paper 3 coded the data simultaneously to create a wider analytic space (108) using the software
NVivo 11 (109,110), and codes were compared and discussed to reach an agreement about the
content in each code and how codes could be gathered in greater themes. Table 4 in Paper 3
illustrates the systematic approach to the qualitative analysis.

3.4 Study 4
3.4.1 Study participants
This study was based on data collected from 71 CFIs. The data was collected using two
questionnaires with closed- and open-ended questions to generate both quantitative and
qualitative data. There was one questionnaire for the MDs about clinical utility and acceptability
and one for migrant patients only about acceptability.
Twelve participating MDs conducted the CFI sessions with 71 patients. A standard session was
estimated to last 45-50 minutes, meaning that the CFI sessions lasted up to a maximum of 50
minutes. The MDs included in the study were heterogeneous in terms of age, sex, and clinical
experience; MDs were all senior consultants in psychiatry or residents. The MDs were asked to
include all patients who fulfilled the inclusion criteria during the inclusion period. The MDs were
not instructed to collect data on patients who declined to participate; therefore, no record was
kept of this information.
The inclusion criteria were i) being 18 years old or older, ii) being a migrant, iii) having been
diagnosed with a mental disorder according to ICD-10 (52) by an MD, and iv) having given written
informed consent.
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3.4.2 Data collection
The first and second authors of Paper 4 conducted training in the use of the CFI and the data
collection for all MDs participating in this study. The same presentation was used for all training
covering the historical background and rationale for developing the CFI, an introduction to the
different CFI-versions, and the supplementary modules. Furthermore, video clips recorded from a
real-life consultation between the first author and a patient were shown to illustrate the use of
the CFI. In the presentation, instructions on how to use the guide were given, and all themes and
CFI-questions were reviewed in plenary one by one. Instructions were given in probing and
clarifying questions if the patients’ answers were inadequate. The MDs were instructed to follow
the order of the 16 questions. The training lasted 1-2 hours, and all data collection material was
also covered in the training, and the MDs had time to read printed versions and ask questions. In
the present study, the first session after referral consisted of a standard clinical assessment with
diagnostic procedures and the gathering of basic demographic data performed by an MD. In the
following session, the same MD carried out the core CFI (99). Based on the clinical assessment and
the CFI, the MD should conduct an initial evaluation of the patient which included assessment of
psychopathology, diagnosis, and development of a treatment plan. The study was designed with
the CFI conducted in the second session to investigate the additional value gained from the CFI.
For the data collection, the MDs filled in a questionnaire on whether the 16 CFI questions were
asked or otherwise covered in the session, meaning if they had asked the specific question or if
the content corresponding to the question had already been spontaneously answered by the
patient without the question having been asked by the MD. The questionnaire also contained
closed- and open-ended questions on whether the CFI had changed the MDs’ understanding of the
patients’ symptoms, diagnoses, or had contributed to a change in the content of the treatment
plan. The MDs also noted whether any relevant additional information was brought forward
during the CFI that had not been identified in the previous standard assessment. The migrant
patients were asked to fill in a questionnaire on acceptability with the interview. The content of
this questionnaire was adapted from the semi-structured debriefing patient questionnaire from
the CFI Field Trial (37). The questionnaires were filled in immediately after the CFI session.
The interpreters used in this study were paid by the hour to assist with assessment and treatment,
and all interpreters were introduced to the present study’s different components as well as the
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background and contents of the CFI. In the present study, 58% used interpreting assistance in the
sessions.
Data was collected at the following three clinics in the Capital Region of Denmark: Competence
Centre for Transcultural Psychiatry (CTP) at Mental Health Centre Ballerup where nine MDs
included 62 patients (inclusion period: 01.06.2014-31.12.2014 and 01.06.2015-01.06.2016);
Outpatient Clinic Ballerup at Mental Health Centre Ballerup (PAB) where one MD included three
patients (inclusion period: 01.06.2014-31.12.2014); and Section of Immigrant Medicine,
Department of Infectious Diseases at University Hospital Hvidovre (IMK) where two MDs included
six patients (inclusion period: 01.06.2015-01.06.2016). An extra inclusion period at CTP was
launched because of a smaller contribution from the other clinics than expected and originally
agreed upon. This was due to changes in personnel at the clinics.
PAB is a general secondary outpatient mental health clinic. CTP and IMK are both tertiary
outpatient clinics focused on migrant health. IMK offers treatment for somatic disorders. The
clinical experience at IMK indicates that a high number of the patients suffer from mental health
problems. Because of this and the comorbidity between psychiatric and somatic illness, we found
it highly relevant to gather data on the use of the CFI at IMK (111).
3.4.3 Statistical analyses
The demographic data on the patients was analysed with descriptive statistics, and the psychiatric
diagnoses were grouped according to ICD-10 within the psychiatric diagnostic chapters F00–99
(52). The questionnaire data was analysed with frequencies to give an overview of the MDs’
experiences using the CFI and the patients’ acceptability and satisfaction with the CFI. All statistical
analyses were conducted in Stata 14 (98).
3.4.4 Qualitative analyses
Text derived from the open-ended questions in both questionnaires was analysed using systematic
text condensation (108), where a systematic approach was applied to code and categorise
meaning units throughout the text. The codes were established when reading through the texts
using the software NVivo 11 (110). Subsequently, crosscutting codes were compiled in wider
themes. The text from the open-ended questions was read several times to develop an overall
understanding of the text and coded by both the first and second authors of Paper 4, followed by
a discussion and comparison of codes between the two authors to reach an agreement for a set of
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codes and themes. To secure agreement on the qualitative findings further, codes and themes
were discussed with the last author.

3.5 Study 5
The patient-case was a 53-year-old woman of Turkish origin. She was referred to CTP for
assessment and treatment for suspected post-traumatic stress disorder (PTSD). Clinical interviews
were conducted with the assistance of an interpreter by a Danish-born MD, the first author of
Paper 5. The assigned interpreter was a female born in Denmark by Turkish parents. Danish was
the first language and Turkish was the second language of the interpreter. Debriefings between
the MD and the interpreter were held, and it became clear that because of the language problems
an accurate psychopathological examination was not possible.
Therefore, it was decided that the patient should be seen by an MD at CTP who grew up in Turkey,
the second author of Paper 5, to resolve any culture- or language-related misunderstandings or
errors. A session was conducted by the native Turkish speaking MD using in-depth parts of the
semi-structured interview, the Present State Examination (53). This part was done without an
interpreter.
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Ethical considerations
The protocol describing the studies of this thesis was submitted to the Regional Committee on
Health Research Ethics in Denmark (Journal nr.: H-3-2013-FSP61), and none required ethical
approval.1 The studies were approved by the Danish Data Protection Agency. According to the
Danish Act on Processing of Personal Data, all data subjects must be guaranteed confidentiality
and anonymity. Access to registry data in Statistics Denmark, used in Studies 1 and 2, was possible
only by remote online access in an anonymous form. Participation in the Studies 3, 4, and 5 was
voluntary, and the participants were informed about the studies orally and in writing; an
interpreter was used for patients with limited Danish proficiency. All patients gave informed
consent before being included in the studies.2 Participation in the studies were not a prerequisite
for receiving treatment.
All work in the studies and the making of this thesis was conducted according to the Declaration of
Helsinki II, and Study 3 followed the STROBE guidelines for observational studies (112,113).

1According to § 2 of the Danish Committee Act registry research projects, interview surveys and questionnaire surveys must be

assessed for approval only if human biological material is included in the project.
2The study was approved by the Danish Health Authority (Sagsnr. 3-3013-1291/1/) to use data without consent on patients who

had finished treatment before 01.02.2016 (n=148) according to § 46, stk. 2 in the Danish Health Act (136) for the purpose of having
a sufficiently large sample. The remaining patients in the study gave informed consent to participate.
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Results
5.1 Results of Study 1
Characteristics of the study population
The final study cohort comprised 2,447,883 persons (635,863 migrants and 1,812,020 Danish-born
controls), and the flow of the cohort is displayed in supplementary figure 2 in Paper 1. Mean time
at risk was 8.2 years for the total cohort and 5.2 and 6.3 years for Western and non-Western
migrants, respectively. The mean time at risk for the Danish-born controls was 9.0 years. The
Western migrants had a shorter duration of stay in Denmark from obtaining residency to study
exit (3.6 years vs. 8.9 years) than non-Western migrants. The Western migrants also had a shorter
duration of stay in Denmark from obtaining residency to first diagnosis (7.8 years vs. 11.6 years)
than non-Western migrants. The distribution of sex was similar in all three groups. A higher share
in the migrant groups emigrated, and a higher share of the Danish-born controls were censored to
the cause of death. Characteristics of the migrants and the Danish-born controls are shown in
table 1 in Paper 1. Western and non-Western migrants had a lower median age at study start (31.5
and 30.1 years) compared to the Danish-born controls (43.2 years) meaning the age distributions
were skewed. Western migrants had a higher median age at first diagnosis (44.4 years) than the
Danish-born controls (40.1 years), and the non-Western migrants’ median age at first diagnosis
was a little lower (39.0 years) compared to the Danish-born controls. The percentage of affiliation
to the labour market in follow-up differed between the groups. Western migrants had a 50.0%
affiliation to the labour market, 45.0% for non-Western migrants, and highest for the Danish-born
controls with an 80.0% affiliation to the labour market. For household income per person, the
Western and non-Western migrants lay lower than the Danish-born controls. The lowest
household income per person was found in the non-Western migrants who also had most missing
data on household income.
Incidence of any first-time psychiatric diagnosis
In all four models (1: crude, 2: adjusted for age and sex, 3: adjusted for model 2 plus occupation, 4:
adjusted for model 3 plus household income), the Western migrants showed lower incidence
compared to the Danish-born controls. The non-Western migrants had a higher crude incidence
and also after adjusting for age and sex compared with the Danish-born controls. Including
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occupation and household income in the adjustments resulted in a clear alteration of the IRR of
any first-time psychiatric disorders for non-Western migrants (0.70 (0.69-0.71)). We used migrant
status as the predictor variable in a separate analysis which, in the fully adjusted analysis, resulted
in the refugees having a higher IRR (1.24 (1.20-1.27)) but not among family-reunified migrants
(0.66 (0.64-0.68)) or ‘other migrants’ (0.59 (0.58-0.60)) compared with the Danish-born controls.
The results are displayed in table 2 in Paper 1.
For the years 2004 and 2014, we found that there was a tendency of an increasing IR over time for
the non-Western and Danish-born controls using age-stratification (see figure 1 in Paper 1). A
supplementary analysis showed that non-Western migrants who had been in Denmark either
fewer than 5 years or more than 20 years had a lower IRR compared with those with an
intermediary stay of 5-20 years (the results are shown in supplementary table 4 in Paper 1).
Incidence of specific psychiatric diagnoses in ICD-10
After adjusting for age, sex, occupation, and household income, both groups of migrants had
lower IRR compared to the Danish-born controls for all the ICD-10 chapters investigated. Refugees
consistently had a higher IRR for neurotic, stress-related, and somatoform disorders (F40-48) (1.80
(1.74-1.86)), which was repeated in the results on country of origin, accordingly migrants
originating from refugee-producing countries – Bosnia-Herzegovina (1.94 (1.85-2.05)), Iraq (1.31
(1.26-1.37)), and Iran (1.44 (1.35-1.53)) – had a higher incidence for neurotic, stress-related and
somatoform disorders (F40-48).

5.2 Results of Study 2
Characteristics of the study population
The final study cohort consisted of 14,570 individuals, counting 1,436 non-Western migrants and
13,134 Danish-born. An overview of the flow in the cohort can be seen in figure 1 in Paper 2. NonWestern migrants and the Danish-born had a similar age at their first psychiatric diagnosis (mean
21.7(SD: 2.6) and 21.2(2.4) years, respectively (p=0.071)). Likewise, they had a similar time at risk;
7.5(SD: 2.7) years for the non-Western migrants and 6.9(SD: 2.8) years for the Danish-born
(p=0.376). The total contacts during follow-up were also similar between the two groups (4(IQR: 27) vs. 3(2-6) (p=0.062)). The non-Western migrants and Danish-born had the same number of
contacts (3(IQR: 2-4) (p=0.134)) when investigating the number of contacts for those who
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experienced a diagnostic shift and a similar number of contacts for those who did not experience a
diagnostic shift (5(IQR: 3-9) vs. 4(2-7) (p=0.041)). A diagnostic shift was present for 57.0% of the
non-Western migrants compared to 59.4% in the Danish-born (p=0.072). Migrant groups born in
Lebanon, Somalia, Bosnia-Herzegovina, Afghanistan, and Iraq were the five most frequent groups.
Non-Western migrants had less time in occupation than Danish-born (40.6% vs. 47.8%(p<0.001)).
Annual personal income was distributed unevenly with 25.8% of the non-Western migrants in the
lowest income quintile (0-11,207 EUR per year) compared with 20.7% of the Danish-born
(p<0.001). More non-Western migrants (21.3%) were students at study entry compared with
Danish-born (18.7%)(p<0.001), and fewer individuals had female sex in the non-Western migrant
group (47.4%) compared to the Danish-born (59.0%) (p<0.001).
Risk of psychiatric diagnostic shifts and the directions of shifts
The non-Western tended towards lower odds for a diagnostic shift compared to the Danish-born
in the crude analysis (OR of 0.92 (95%CI: 0.82-1.03)). However, the odds of experiencing any firsttime psychiatric diagnostic shift for the non-Western migrants were significantly lower than the
Danish-born comparison group after adjusting for sex, time at risk, income, and occupation
(OR=0.83 (95%CI: 0.74-0.93)). We saw no difference according to sex (OR= 0.98 (95%CI: 0.92-1.06),
female as reference group). The odds of having a diagnostic shift increased with the time at risk;
for persons followed up for >5 years, the odds of a diagnostic shift were 1.88 (95%CI: 1.61-2.21)
compared with persons followed up for 1-2 years (reference group). The odds of experiencing a
diagnostic shift increased with low personal income. The OR was 1.34 (95%CI: 1.17-1.53) in the
lowest income quintile (<11,207 EUR) compared with the reference group being the highest
quintile of income (>28,491 EUR). The odds of experiencing a diagnostic shift decreased with
longer time in occupation (0.58(95%CI: 0.52-0.64) per 1% increase in labour market affiliation).
Migrants born in Afghanistan and Iraq had lower odds of diagnostic shifts compared to the
controls born in Denmark (0.54(95%CI: 0.40-0.81); 0.62(95%CI: 0.47-0.81), respectively).
Reaction to severe stress, and adjustment disorders (F43) was the most frequent start
diagnosis for both non-Western migrants (33%, n=477) and Danish-born (21%, n=2,751). The
frequency of maintenance of the diagnosis among non-Western migrants was 56% (n=265)
compared with 37% (n=1,022) of the Danish-born (p<0.001). Of those who had a diagnostic shift, a
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higher proportion of non-Western migrants shifted to schizophrenia (F20) (8%, n=39) compared
with Danish-born (5%, n=129) (p=0.002).
The non-Western migrants had a frequency of 10% (n=141), and the Danish-born had a
frequency of 13% (n=1,715) for depressive episode (F32). Among non-Western migrants, 37%
(n=53) maintained the diagnosis compared to 26% (n=452) of the Danish-born (p=0.004). Of those
who had a diagnostic shift, a greater share of non-Western migrants shifted to schizophrenia (F20)
compared to the Danish-born (10%, n=15 vs. 6%, n=101, respectively) (p=0.026).
The third most frequent diagnosis for the non-Western migrants was schizophrenia (F20)
with a frequency of 8% (n=110), and 4% (n=520) for Danish-born. A similar amount maintained the
diagnosis in both groups; 77% (n=83) of non-Western migrants and 79% (n=404) of the Danishborn (p=0.560).

5.3 Results of Study 3
Characteristics of the study population
The total study population counted 251 patients from CTP with a migrant background. At baseline,
the mean age was 43.5 (SD=10.4), and the patients had been in Denmark for a mean of 17.7 years
(SD=10.0). The mean length of treatment was 11.5 months (SD=5.8), and most were female
(n=150(59.8%)). Most patients originated from Afghanistan (n=23(9.8%)), Bosnia (n=10(4.3%)),
Iran (n=21(8.9%)), Iraq (n=29(12.3%)), Lebanon (n=26(11.1%)), Morocco (n=10(4.3%)), Pakistan
(n=13(5.5%)), Syria (n=22(9.4%)), and Turkey (n=38(16.2%)), all comprising more than 10 patients
originating from these countries. The remaining countries of origin were collected in the category
“other” (n=43(18.3%)). Most patients had PTSD (F43.1) as referral diagnosis (n=106(46.5%)), and
61 of these patients were refugees, followed by 57 patients (25.0%) who had unspecified
depressive episode (F32.9) as the referral diagnosis. Most referrals came from general
practitioners (n=152(63.3%)) and hospitals (n=56(23.3%)). The patients had had psychiatric
symptoms for more than 10 years in 46.6% (n=89), and 53.4% needed an interpreter (n=103). The
CFI was conducted for 98 of the patients. All baseline sociodemographic characteristics are shown
in table 1 in Paper 3. Supplementary table 5 in Paper 3 displays the comparison between pre- and
post-treatment ratings showing an overall improvement.
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Quantitative results
The diagnosis from referral to end was changed for 15.4% (n=32) of patients; 5.8% (n=12) changed
diagnosis from referral to mid-term; and 3.9% (n=8) changed diagnosis from referral to
assessment (see table 2 in Paper 3).
The specific changes from referral diagnosis to the new diagnosis mostly occurred from the ICD-10
chapter Mood disorders (F30-39) to Neurotic, stress-related and somatoform disorders (F40-48)
(n=8) and the other way around (n=7) and within the chapters, but there were no clear patterns
(see table 3 in Paper 3).
Qualitative results
When the collected data on the clinicians’ descriptions of cultural aspects in relation to the patient
and diagnosis was coded, it resulted in four overarching themes: i) clinicians’ interpretation of
culture, ii) acculturative stress, iii) cultural norms, and iv) explanatory models of illness.
The data collected on the patients’ perception of the clinicians’ inclusion and understanding of
their cultural backgrounds in assessment and treatment also resulted in four overarching themes:
i) gap in understanding, ii) empathy, iii) good understanding facilitates engagement in treatment,
and iv) the importance of culture.
Saturation of data was reached in all themes.

5.4 Result of Study 4
Characteristics of the study population
Of the 12 MDs, 83.3% female, 75% were born in Denmark, and 66.7% were at the stage of
residency in their medical career.
Of the 71 patients, 62.0 % were females. The median age was 44 years, and the patients had a
median duration of stay in Denmark of 18 years (IQR: 6-26). The distribution of age and duration
of stay was skewed. The majority had origins in Middle Eastern countries: Iraq (17.1%), Syria
(12.9%), Afghanistan (11.4%), and other Middle Eastern Countries (24.3%). The psychiatric
disorders within the ICD-10 diagnostic chapters were Anxiety disorders for 63.3% of the patients,
Depression for 31.0%, Schizophrenia for 2.8%, Personality disorder for 1.4%, and Attention-deficit
hyperactivity disorders for 1.4% of the patients. PTSD accounted for 56.4% of the 63.3% with
anxiety-related disorders. The sociodemographic distributions are displayed in table 1 in Paper 4.
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Quantitative results
When asked if the CFI questions were asked or otherwise covered, the MDs answered “no” more
often for question 5 (18.3%), 10 (21.1%), and 15 (18.3%) as shown in table 2 in Paper 4. The CFI
was useful for collecting additional information on the patients’ symptoms for 28.2% of the MDs,
but only 9.9% of the MDs found that the CFI gave useful information regarding the diagnosing of
the patients. Additional information from the CFI regarding treatment plans was found for 60.6%
of the MDs, and 74.7% of the MDs found relevant new information compared to the standard
assessment in the cases when using the CFI (see table 3 in Paper 4).
The patients rated the CFI fair, good, or very good for 93.0%, and the percentage that rated how
the MD showed understanding towards their cultural background was also 93.0% in fair, good, or
very good. The CFI was rated as not being very different from the questions the MD generally asks
during other clinical sessions by 11.3% of the patients (see table 4 in Paper 4).
Qualitative results
We found 21 codes when analysing the qualitative data from the MDs. The codes were collected in
4 overarching themes: i) timing and value of the CFI information, ii) understanding of the patient,
iii) the patients’ reflexivity and understanding of the questions, and iv) cultural background of the
patient.
The data from the patients resulted in 16 codes, and we found 4 overarching themes: i) positive
experience of the CFI, ii) negative experience of the CFI, iii) tell my story, and iv) hope.
Saturation of data was reached in all themes.

5.5 Results of Study 5
The first author of Paper 5, a Danish-born MD, suspected that the patient was psychotic due to
disturbance of thoughts, incoherent speech, and possible auditory hallucinations. The assigned
interpreter had problems making sense of the patient’s statements and subsequently translating
the conversation. However, the second author, a Turkish-born MD who grew up in Turkey, did not
find the patient to be psychotic but noticed that she used many metaphors that could be very
difficult to understand for non-native Turkish-speaking people. The patient was assigned a new
native-speaking Turkish interpreter, and after this, the patient was also no longer assessed as
psychotic; accordingly, antipsychotic treatment was not initiated.
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Discussion
This discussion reveals points of general relevance across the registry and clinical studies. Firstly,
the main findings will be listed, and then these findings will be discussed in relation to
international research. Lastly, strengths and limitations will be discussed followed by the clinical
implications and perspectives on future research derived from this thesis.
Main Findings
•

In Study 1, Western and non-Western migrants had a lower incidence of any first-time psychiatric
diagnosis compared with Danish-born controls. Nevertheless, refugees constituted a particularly
vulnerable group with a higher incidence of overall psychiatric disorders and specifically for
neurotic, stress-related, and somatoform disorders (F40-F48).

•

Non-Western migrants were less prone to a diagnostic shift compared to Danish-born in Study 2.
Non-Western migrants maintained their diagnoses to a higher degree compared to Danish-born for
both reaction to severe stress, and adjustment disorders (F43) and depressive episode (F32).
However, of those who experienced a diagnostic shift, the non-Western migrants had more shifts
from reaction to severe stress, and adjustment disorders (F43) and depressive episode (F32) to
schizophrenia (F20) than the Danish-born.

•

In Study 3, diagnostic changes occurred for approximately 20% of the patients, and most commonly
at end of treatment. The clinicians’ descriptions of cultural issues in relation to the patients
revealed that the concept of cultural identity was important for better understanding the patient
and the condition. The patients highlighted empathy and good understanding of their situation and
symptoms in the clinical encounter as positive elements of the treatment.

•

The addition of the Cultural Formulation Interview (CFI) to a standard clinical assessment in Study 4
was useful for the MDs for planning the treatment and for exploring patients’ cultural and social
context, but less for the diagnostic process. The patients reported a high overall satisfaction with
the CFI and viewed it as a welcome opportunity to tell their story. The CFI showed to be clinically
useful for a patient population primarily of Middle Eastern origin and with interpreting assistance.

•

In Study 5, a qualified interpreter prevented miscommunication and misunderstandings, and
thereby diagnostic errors as well as potentially harmful and inadequate treatment.
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Strengthening the knowledge of cultural assessment and diagnoses of migrants with mental
health problems
This PhD project set out with the overall aim to strengthen the knowledge of the cultural
assessment and the diagnoses of migrant patients with mental health problems.

The registry studies, Study 1 and Study 2, can be compared to several previous large registry
studies that have focused on the relationship between migration and mental health. However, the
previous research points in different directions. A Finish registry study found similar tendencies to
a lower risk of psychiatric diagnoses among migrants with Western and non-Western origin
compared to the non-migrant population (114). In contrast, other studies have found increased
morbidity for migrants compared to non-migrants (57,115). The higher psychiatric morbidity in
refugee populations has been shown in numerous studies for both psychotic, depressive, and
stress-related disorders (59,116,117), differing from Study 1 that found only a higher incidence for
reaction to severe stress, and adjustment disorders (F43). The consequences of migration are
hugely complex, and the multiple pathways leading to psychiatric disorders can possibly explain
the above-mentioned diverging findings but are insufficiently understood and understudied. Also,
differences in methodology, such as the level of adjustments and the variables chosen, the study
population, and the diagnoses in question are issues that can affect the outcome and cause the
different directions in results.
In general, for the two registry studies, socioeconomic position (SEP) showed to be
important. We did not include education because only education programs finalised in Denmark
will be registered and, therefore, education will be underestimated among the migrants
(41,93,94). Occupation and income could often be determined by duration of stay in the country;
thus, occupation could also be underestimated among the migrants.
Never before has a study compared the level of psychiatric diagnostic shifts in migrants
compared to non-Western migrants. Psychiatric diagnostic shifts have previously been studied in
both migrant and non-migrant populations with findings that are comparable to the those in Study
2 (62,63,118,119). This similarity between findings in Study 2 and other studies could and the
finding that non-Western migrants had fewer diagnostic shifts than the Danish-born could indicate
that the diagnostic insecurity across diagnoses in psychiatry is a general phenomenon which is
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more dependent on the specific diagnosis in question and less on migrant status. Contrarily, the
proportion of shifts in Study 3 was lower (20%) than similar clinical studies (63), this could be
because the patients were mostly had been to other treatments before referral to CTP and,
therefore, might also be better diagnosed and because of the clear target groups at CTP.
Studies 3 and 4 point towards the importance of cultural assessment and how the CFI can
contribute to this, for example, regarding the planning of treatment, which is in accordance with
previous findings (36), and like other studies, we found the CFI to have a high clinical utility
(23,36). Additionally, the patients appreciated the opportunity to share their cultural background
with the clinician. The findings are supported by previous findings that have shown the benefits of
the CFI (23,120).
Pre- and post-graduate training on the concept of culture, cultural assessment, and specific
tools such as the CFI vary greatly from one country to another, and clinicians in Denmark receive a
limited amount of this training (25,121,122). Findings from the qualitative data suggested that the
clinicians might have understood the concept of culture as a more static concept of certain
attributes which could perhaps be due to limited training. This finding also feeds into the
essentiality of creating a common agreement on the concept of culture because without a
common agreement clinicians cannot offer a comparable quality of the cultural assessment and
researchers do not know what they are measuring (12). Hereby, the question is raised on how
much training is needed to understand the concept of culture and, for example, conduct a CFI? In
recent years, training modules have been constructed to increase clinicians’ ability to conduct CFIs
(24). In a study from Mexico, it has been shown that the value of the CFI and the cultural
assessment is influenced by the level of training offered to the clinicians (38). Hence, the relatively
limited training on the concept of culture and the CFI in Studies 3 and 4 could likely have
influenced the outcome of a cultural assessment including a CFI.
The interpreter-assisted clinical encounter implies challenges both in clinical and research
settings (123). In relation to diagnostic shifts, as explored in Studies 2 and 3, language barriers and
an interpreter without sufficient qualifications could cause misdiagnosing as was seen in Study 5.
Misunderstandings due to the assistance of an interpreter in the assessment and treatment
planning, such as the initialisation of antipsychotic treatment, could have potentially very harmful
consequences. Moreover, nuances in the qualitative data can be lost following for example
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abbreviations and, thereby, reduce the richness of data. Another important aspect of interpreterassisted encounters that can affect assessment and treatment outcomes is that little formalisation
for training exists for clinicians in using interpreters (124,125).

From the results across all five studies, it becomes obvious that migrants constitute a very
heterogenous group regarding psychiatric diagnoses, morbidity, and socioeconomic features.

6.1 Strengths and limitations
The overall methodological ambition of this thesis was to study the research objectives from
different perspectives to broaden the evidence. The combination of quantitative and qualitative
methods applied in this thesis is a key benefit. Quantitative methods use statistical analysis to
provide the opportunity for generalisation of the results. Qualitative methods offer an
understanding of the context or setting in which data is collected that is not captured in
quantitative methodology.
Generalisability
The generalisability of the included studies is high due to clear and well-defined sets of inclusion
criteria, and for Studies 3 and 4, also clearly defined assessment and treatment content. However,
Studies 3, 4, and 5 were conducted mainly in highly specialised settings which limits the
generalisability for non-specialised settings. In Study 1, the random selection of both the migrants
and the Danish-born control group allows for a comparison to other migrants and non-migrant
populations in other countries with comparable demographics. The same is true for Study 2,
however with the notion that all individuals in the cohort were aged 18 years at study start and
there could be a difference to an older population. In general, there was a long duration of stay in
Denmark in Studies 1, 2, 3, 4, and 5, but in Study 1, only non-Western migrants could be said to
have a long mean duration of stay, not Western migrants. In Study 4, the patients also had a long
mean duration of symptoms, proposing that the condition could have taken on a more chronic
character. The duration of stay should be considered when evaluating the generalisability.
There are certain methodological considerations of the present thesis that will be covered
separately below for the registry studies and the clinical studies.
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Registry studies
The size of the cohort and the quality of the Danish registers are major strengths of Study 1 and 2,
which provided sufficient statistical power.
Nevertheless, some weaknesses should be discussed. The variable ‘occupation’ used in
both Studies 1 and 2 was constructed in agreement with the coarse categorisation by Statistics
Denmark. However, this categorisation meant that individuals outside the workforce, for example,
pensioners, were categorised as not affiliated with the labour market. This could be problematic
because being a pensioner probably does not affect the risk of psychiatric disorders in the same
way as being unemployed.
The transition to the standardised treatment programs beginning in 2011 (85) could influence the
clinical practise among the clinicians in primary care who would likely refer a greater number of
patients to secondary care which then would increase the data available in NPR. However, there is
no available evidence suggesting a difference in referrals for migrants and Danish-born that would
affect the comparison. Yet, many treatment programs for, for example, anxiety and depression
will involve group therapy which excludes migrants with LLP in need an interpreter and thereby
perhaps lead to fewer migrants with LLP being referred to secondary care (85).
When studying a migrant group, there are some points of attention to be addressed on how
suboptimal registry data can affect the study results. For migrants, only data since their arrival in
Denmark is available in the registers, which makes a starting point close to equal and long followup times more difficult.
In registry studies, in general, the researcher cannot monitor the data collection or retrieve
missing data. An example from Study 1 is that household income data had a higher amount of
missing data in the migrant group.
Applicable for both Studies 1 and 2, only the patients who were treated in secondary and
tertiary health care facilities are registered with a diagnosis in the Danish national patient register.
Thus, a cohort based on registry data does not capture the people with psychiatric disorders who
do not seek help at all, and previous research has indicated that access to health care can be
limited in migrant populations, which would underestimate the results in Studies 1 and 2
(76,126,127). Patients treated in primary care are also not captured in the study, and they will
likely have milder psychiatric disorders. This would affect the results only if there is a difference
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between migrants and Danish-born as to how many are being treated in primary care for
psychiatric diagnoses. It is, however, an understudied area that does not clearly support such a
difference in how many are being treated in primary care according to migrant status (128).
Some issues of selection bias need to be addressed. For the non-Western migrants in Studies 1
and 2, especially the sub-group of refugees, there was a risk of selection bias if the individuals with
mental disorders were more likely to attain a residence permit. This would then bias the share of
individuals with mental disorders towards increased risk for this specific group. However, exact
information on this issue was unavailable. A psychiatric diagnosis does not necessarily grant
asylum, and therefore, it is not expected to apply to a large proportion of the refugees.
Clinical studies
It is a strength that both studies included an acceptable number of participants to ensure
sufficient statistical power for the quantitative data. Data saturation was obtained for the
qualitative data in both Studies 3 and 4, which contributed to the quality and validity of the
studies. The achieved data saturation can be interpreted as an expression of no new knowledge
emerging from additional data (129).
The clinical studies contained some limitations. The use of self-report questionnaires and
rating scales can be marred with the risk of self-enhancement bias which implies that the results
will be overestimated because participants would rate themselves higher. This could have been
prevented by some form of impartial observer assessment.
In Denmark, we have mostly generic mental health care in the form of standardised
treatment (85). This generic care challenges the option of offering patient-centred care with
flexibility in the treatment plans. Less flexibility of the treatment plans, for example with regard to
integration of wishes based on the patients’ cultural background, would mean that fewer clinicians
in Study 4 would rate the CFI as helpful, and it would perhaps cause the patients in Study 3 to give
a more negative evaluation as to how the clinicians incorporated their cultural background into
the treatment.
Cultural safety is a prerequisite for disclosing cultural information. When individuals do not
feel culturally safe in the surrounding settings or society in general, less information will likely be
shared with the clinician. In Studies 3, 4, and 5, although data saturation was obtained, the data
could potentially have fewer nuances due to the possible lack of cultural safety (129).
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In Studies 3, 4, and 5, issues such as abbreviations, additions, or substitutions to the
clinicians’ wordings by the interpreter could affect the findings on both the clinicians’ and patients’
attitudes towards assessment and treatment (110). The lack of standardised training in how to
conduct an efficient interpreter-assisted encounter for both clinicians and interpreters can cause
large variations in the quality of the assessment and thereby affects the results (124,130).

6.2 Clinical implications and perspectives on future research
Clinical implications drawn from the results of this thesis:
•

Based on the findings in Study 1, clinicians, researchers, and decision-makers should work together
in the effort to offer efficient treatment and when possible prevent deterioration in mental health
in refugees.

•

The results from Study 2 indicate that while the risk of a psychiatric diagnostic shift was not higher
among the non-Western migrants, there are specific diagnostic shifts for the non-Western migrants
that the clinician should pay particular attention to. Extra educational emphasis on diagnostic shifts
could be beneficial for clinicians in order to address certain challenges and differences.

•

In Study 3 and 4, the findings point to the importance of continuously working to incorporate
cultural understanding, such as the CFI, in the clinical encounter as it would likely increase patient
satisfaction.

•

Additionally, according to the findings from Study 4, routine use of the CFI would provide the
clinicians with information to formulate a culturally informed treatment plan and with valuable
information that would not necessarily be obtained in a standard clinical assessment.

•

Based on the findings in Study 5, there is an urgent need to address the lack of training in how to
work efficiently with an interpreter and the lack of national certification standards for interpreters.

•

Critical self-reflection and a continuous learning process is an extremely important and valuable
foundation to have both as a clinician and researcher because it encompasses an evaluation of
factors of influence including structural barriers and societal disparities.

Perspectives on future research:
•

Future research, informed by the findings in Study 1, should continue to investigate and correctly
identify factors that affect the mental health of refugees.
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•

It is still not clear how the complexity of socio-economic determinants, such as occupation, affects
the mental health of migrants; there is a need to elucidate the contribution of such determinants,
for example, through large longitudinal clinical studies.

•

There is a need to investigate further the characteristic of diagnostic shifts in migrant patients and
Danish-born, because even with the new knowledge from this thesis we lack comprehensive details
on the quality of a diagnostic shift and the reasons behind it.

•

It would be helpful to explore how the culture of a workplace influences the clinicians’
understanding and implementation of the patients’ cultural backgrounds.

•

There is a necessity to test the CFI further in the interpreter-assisted encounter for more in-depth
information on how and what of the contents is being translated.

•

Further research is required in secondary mental health care settings to increase the knowledge on
the utility and the implementation of the CFI in such settings.

•

Evaluation of different training modalities to explore the threshold of sufficient training in the
understanding of the concept of culture and the CFI is needed, for example, through international
collaborations.

•

There is a need to investigate and evaluate the effect of training in the interpreter-assisted clinical
encounter for clinicians and interpreters in addition to empowering patients in how to work
together in the best possible way in the interpreter-assisted clinical encounter.

•

Ways to target disparities among cultural minorities without othering should be sought in future
research. Future research could also profit from including societal dimensions that could influence
the scientific work (131) (see also figure in appendix D).

Throughout this thesis, there is an attention to differences rather than similarities between
migrants and Danish-born. This is done in the wish to discover potential disparities in mental
health care. However, in the same breath, we construct an unintentional othering of the migrants.
Therefore, as researchers, we need to recognise that the cultural context and cultural background
of the researcher influence the studies and thus the results and the dissemination of research
(131,132). We should nourish our ability to reflect critically upon how our own cultural
background, identity, and privileges inform the research we conduct, and we should have an
awareness towards existing cultural hegemonies including research hegemonies, which could
likely result in systematic bias, institutional and structural racism (133,134).
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Conclusion
The five studies described in this thesis add important knowledge to the field of cultural
psychiatry, especially regarding the understanding of cultural assessment and the diagnoses of
migrant patients with mental health problems. Several of the findings are unprecedented.
The findings from the two registry studies in this thesis suggest that in general migrants do
not have a higher risk of psychiatric disorders or psychiatric diagnostic shifts. Thereby, this thesis
contributes with important nuances to the existing research within the field, and the comparison
of diagnostic shifts between a migrant and non-migrant population in a large registry study is
unique. The results show that socioeconomic factors are important to take into account in this
type of research and a high-risk group was identified, namely refugees.
Additionally, the studies on cultural assessment and the CFI brought forward the benefits of
emphasising a culturally informed approach. Particularly, the study on the use of the CFI
contributed with novel knowledge of the utility and acceptability of the CFI for patients of Middle
Eastern origin and in an interpreter-assisted encounter. Furthermore, the case study illustrated
that the use of interpreters in the cultural assessment should be given attention from both
clinicians, interpreters, and other stakeholders.
When concluding on the findings from all five studies, it is clear that migrants constitute a
very heterogenous group with regard to psychiatric diagnoses, morbidity, socioeconomic features,
and cultural backgrounds. Therefore, they should be handled accordingly in the health care
system, in research, and society in general.
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Abstract
Background: Studies suggest that migrants, especially refugees, have a higher risk of psychiatric
disorders compared to native populations.
Objective: To investigate potential differences between migrants and Danish-born controls in
incidence and development in incidence over time of any first-time psychiatric diagnosis and
specific psychiatric diagnoses according to country of origin and migrant status.
Method: A register-based historically prospective cohort study was conducted with a cohort
comprising all migrants >17 years holding a residence permit in Denmark (n=635,863) divided into
Western and non-Western and Danish-born controls (n=1,812,020). The cohort was linked to
Danish registers and followed over a ten-year period (1 January 2004 – 31 December 2014).
Incidence rates (IR) and incidence rate ratios (IRR) of psychiatric diagnoses were calculated using
Poisson regression, and adjusted for age, sex, occupation and household income.
Results: Both crude (IRR:0.91 (95%CI:0.89-0.93)) and adjusted (0.60 (0.59-0.62)) results of any
first-time psychiatric diagnosis were lower for Western migrants compared to the Danish-born
controls. Non-Western migrants had a higher crude risk, also after adjusting for age and sex (1.39
(1.37-1.41)). When further adjusting for occupation and household income, the non-Western
migrants had a lower incidence compared to the Danish-born controls (0.70 (0.69-0.70)). Refugees
remained at high risk of psychiatric disorder even after full adjustment (1.24 (1.20-1.27)).
Conclusion: This study found that Western and Non-Western migrants had a lower incidence of
any first-time and specific psychiatric disorders compared to Danish-born controls after full
adjustment. However, refugees constituted a high-risk group for psychiatric disorders compared to
Danish-born controls.
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Introduction
Migration is believed to predispose to psychiatric disorders, mainly due to high levels of stress and
cultural bereavement (Bhugra, 2005; Carta, 2005). While most studies focus on the relationship
between migration and schizophrenia, starting with the renowned work of Ødegaard in 1932 on
Norwegian migrants in Minnesota (Ødegaard, 1932), the association between migration and risk
of psychosis has been thoroughly studied (Cantor-Graae, 2005; Carta, 2005; Bourque, 2011;
Cantor-graae, 2014), indicating that migrants have higher rates of non-affective psychoses than
native populations (Bhugra, 2004; Cantor-Graae, 2005; Cantor-graae, 2014; Hollander, 2016).
Furthermore, studies focusing on refugees, including asylum seekers, have shown a higher
incidence of Post-Traumatic Stress Disorder (PTSD) compared with the native population
(Norredam, 2009; Hollander, 2016; Markkula, 2017). In contrast, a Danish study found that
migrants reunited with their family members according to family reunification rules (henceforth
‘family-reunified migrants’) had lower risk of having a first-time psychiatric contact for psychiatric
disorders than Danish-born persons (Norredam, 2010), and a recent Finnish study found that
migrants had a lower incidence of any psychiatric disorder than native Finns (Markkula et al.,
2017). Hence, the evidence is diverging and points to a complex multitude of factors influencing
the observed results, suggesting that biological, psychological and social factors all play a role. In
addition, special emphasis has been put on migratory stressors, especially the post-migratory
stressors, and cultural bereavement (Murphy, 1977; Lie, 2002; Bhugra et al., 2005; Carta et al.,
2005; Bruhn et al., 2017; Johnson et al., 2017).
During the past decades there has been an extraordinary increase in the number of migrants
worldwide, and from 2000 to 2015 the number of international migrants increased with 41%
(United Nations Department of Economic and Social Affairs Population Division, 2015). The
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growing heterogeneous population of migrants with diverse ethnic and cultural backgrounds and
different reasons for migrating (Statistics Denmark, 2013) stresses the need for more knowledge
about the mental health among migrants. Studying psychiatric disorders and characteristics
among migrants that could affect the risk of psychiatric disorders can provide caregivers and
decision makers with the knowledge necessary to further develop high-quality care and provide
equal access to mental health care for everyone. Presently, there is a lack of comprehensive
studies using nationwide registry data to examine psychiatric diagnoses for the entire population
of migrants along with possible contributing factors.
The objective of this study was therefore to investigate potential differences between migrants
and Danish-born controls in incidence and development in incidence over time of any first-time
psychiatric diagnosis and specific psychiatric diagnoses according to country of origin and migrant
status.

Methods
Study design and population
We conducted a register-based historically prospective cohort study, including all migrants older
than 17 years of age holding a residence permit in Denmark at any point in time between 1
January 2004 – 31 December 2014. A Danish-born control group older than 17 years of age was
randomly selected. In accordance with Statistics Denmark, we defined a migrant as a person who
immigrated to Denmark and was born abroad by parents who did not hold Danish citizenship.
Danish-born persons were defined as people born by Danish-born parents (Statistics Denmark,
2014).
Registers and data acquisition
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We acquired data from Statistics Denmark, which maintains the national health and social
registers (Jensen, 2000; Thygesen et al., 2011). All new-born children and new official residents of
Denmark are assigned a unique personal registration number (CPR number), which can be used to
individually link the different Danish registers. Therefore, we were able to link our cohort (both
migrants and Danish-born controls) to the Population Register for basic demographic data
including: date of birth, date of death, sex, country of origin, date of arrival to Denmark, migrant
type (immigrant, descendant or Danish-born controls) and date of emigration (Thygesen & Ersbøll,
2011).
Affiliation to the labour market (by last working day in November) was obtained from the Registerbased Labour Force Statistics (Petersson, Baadsgaard, & Thygesen, 2011). By means of the Danish
Income Statistics Register we obtained data on disposable income defined as household income
excluding tax and interest on loans, equivalence weighted by the total number of people in the
household (Baadsgaard et al., 2011; Statistics Denmark, 2018). Information about psychiatric
diagnoses was obtained from The Danish National Patient Register (NPR) (Lynge et al., 2011),
which registers all inpatient and outpatient admissions in Denmark and records the discharge
diagnosis. In Denmark, only trained clinicians (medical doctors and specialised psychologists)
diagnose patients with psychiatric disorders using ICD-10 coding (World Health Organization,
2011). Patients treated by general practitioners and psychiatrists in private practices are not
included in the NPR.
Outcome measures
We studied the incidence of any first-time psychiatric diagnosis, defined as any admission coded in
the following ICD-10 chapters: mental and behavioural disorders due to psychoactive substance
use (F10-F19), psychotic (F20–29), affective (F30–39) and neurotic disorders (F40–48), behavioural
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syndromes (F50-F59), disorders of adult personality and behaviour (F60-F69), and unspecified
mental disorder (F99). Additionally, we studied the incidence of having a specific diagnosis in each
of the above-mentioned ICD-10 chapters. We excluded organic psychiatric disorders (F00-F09),
mental retardation (F70-F79), disorders of psychological development (F80-F89), and behavioural
and emotional disorders with onset usually occurring in childhood and adolescence (F90-F98) from
the analyses, as the population in question was adult and conditions with onset in childhood are
not adequately captured among migrants, who may arrive in Denmark later in life. Organic
psychiatric disorders and mental retardation were excluded due to a different aetiology than the
other psychiatric diagnoses.
Variable definitions
We divided migrants into migrants of Western and non-Western origin according to Statistics
Denmark’s definition based on country of birth (Western countries: All 28 EU countries and
Andorra, Iceland, Liechtenstein, Monaco, Norway, San Marino, Switzerland, Vatican State, Canada,
USA, Australia and New Zealand; Non-Western countries: All other countries) (Statistics Denmark,
2014). Stateless migrants were Palestinians and were therefore categorised as part of the nonWestern migrants. Migrants were grouped according to their country of origin if the proportion of
migrants from the specific country comprised more than 15,000 people. Countries of origin with
less than 15,000 people were grouped in a compiling variable; “others”. We categorised age at
study start into 10-year intervals. Occupation was calculated as a continuous variable of the
percentage of time with affiliation to the labour market across all years of follow-up. Individuals
outside the workforce, e.g. pensioners, were categorised as not affiliated with the labour market.
Household income per person was defined by Statistics Denmark for every person in the family
per year in order to compare disposable income for persons living in families of different sizes. In

75

the present study, household income was converted from Danish Krone to Euro (EUR), and mean
household income was calculated as the annual mean of income across all years of follow-up and
categorised into quintiles. Occupation and household income will be referred to as socioeconomic
position (SEP) as a collective term. It was possible to identify a subset of the migrants with a legal
basis for residency as refugees or family-reunified migrants from an existing cohort of migrants
using information from the Danish Immigration Services. We could therefore further subdivide
migrants into refugees, family-reunified, or ‘other migrants’ (Norredam et al., 2009). Duration of
stay was defined as the time since arrival to Denmark until study exit for migrants (see below).
Statistical analyses
The distributions of sex, age and other sociodemographic characteristics among Western and nonWestern migrants, and Danish-born controls in the cohort were assessed using Chi2 test for
categorical and binary variables and one-way ANOVA for continuous variables to test group
differences.
All the migrants and the Danish-born controls were followed from study start (1 January 2004 or
date of immigration to Denmark if residence was obtained later than 1 January 2004) until: 1) first
event of any first-time psychiatric diagnosis, 2) death, 3) first emigration after entry date or 4) end
of follow-up (31 December 2014), whichever occurred first. Crude incidence rate ratios (IRR) and
adjusted IRR were calculated for any first-time psychiatric diagnoses and separately for each of the
aforementioned ICD-10 categories using Poisson regression. For any first-time psychiatric
diagnosis, the IRR of having any first-time psychiatric diagnosis among Western, non-Western
migrants, and the Danish-born controls, was calculated in four different models: 1) crude, 2)
adjusted for age and sex, 3) adjusted for model 2 plus occupation, 4) model 3 plus household
income. IRR of having any first-time psychiatric diagnosis according to country of origin and
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migrant status was calculated in separate analyses. IRR was also calculated according to model 1
and 4 separately for each of the ICD-10 categories mentioned above and according to country of
origin and migrant status in a separate analysis. Age stratified incidence rates (IR) was calculated
for any psychiatric diagnoses for the years 2004 and 2014, to see if any development in incidence
occurred during the study period. Lastly, duration of stay in Denmark was included in a
supplementary analysis. Stata 15 was used to conduct all analyses (Stata Corp, 2017).

Ethics
This study protocol was submitted to the Danish Ethics Committee (Journal: H-3-2013-FSP61) and
because it was a registry-based study it did not require ethical approval according to § 14 (2) of
the Danish Act on Research Ethics Review of Health Research Projects. The study was approved by
the Danish Data Protection Agency. All work was conducted according to the Declaration of
Helsinki II. The Danish Act on Processing of Personal Data imposes that all data on individuals must
be guaranteed confidentiality and anonymity. Access to data in Statistics Denmark was only
possible in an anonymous form by remote online access.

Results
Characteristics of the Study Population
Altogether, the total study sample from Statistics Denmark counted 2,449,429 individuals of
whom 637,128 had a migrant background. The flow of the study population is presented in the
supplementary material (figure 2). We excluded 200 persons due to duplicate CPR numbers, 46
due to missing birthdate, 91 due to death before start of study (1 January 2004), 156 due to
incorrect selection of migrants from Statistics Denmark, and 853 due to missing country of birth.
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This resulted in a final study cohort of 2,447,883 persons (635,863 migrants and 1,812,020 Danishborn controls). Danish-born controls were used as reference group in all analyses. The mean time
at risk for the total cohort was 8.2 years, and 5.2 and 6.3 years for Western and non-Western
migrants, respectively, and 9.0 years for the Danish-born controls. The Western migrants had a
shorter duration of stay in Denmark from obtaining residency to study exit (3.6 years vs. 8.9 years)
and to first diagnosis (7.8 years vs. 11.6 years) than non-Western migrants. The distribution of sex
was almost the same in the three groups. When examining reasons for censoring, a higher
proportion of people in the migrant groups emigrated and a higher proportion of the Danish-born
controls were censored due to death.
Characteristics of the migrants and the Danish-born controls are shown in table 1. The age
distributions were skewed and both Western and non-Western migrants had a lower median age
at study start (31.5 and 30.1 years) compared to the Danish-born controls (43.2 years). However,
median age at first diagnosis was higher for Western migrants (44.4 years) and slightly lower for
non-Western migrants (39.0 years) compared to the Danish-born controls (40.1 years). There was
a difference on the median percentage of affiliation to the labour market (occupation) during
follow-up between the three groups – 50.0% for Western migrants, 45.0% for non-Western
migrants, and 80.0% for the Danish-born controls. Furthermore, migrants had a significantly lower
household income per person than the Danish-born controls, most pronounced for the nonWestern migrants who also had a higher percentage of missing data on household income.
Incidence of any first-time psychiatric diagnosis
Table 2 presents the crude and adjusted IRR for any first-time psychiatric diagnosis. Western
migrants had a lower incidence of psychiatric disorders than the Danish-born controls in all four
models. In the crude analysis, non-Western migrants had a higher crude incidence of first-time
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psychiatric diagnoses than the Danish-born controls, also after adjusting for age and sex (IRR: 1.39
(95%CI: 1.37-1.41)). However, the full adjustment including occupation and household income
markedly reversed the IRR of psychiatric disorders for non-Western migrants (0.70 (0.69-0.71))
compared to Danish-born controls. The estimates showed that female migrants had a higher
incidence compared with male migrants (IRR 1.17 (1.15-1.18)) and that the incidence of having any
first-time psychiatric diagnosis slightly decreased with increasing age (0.72 (0.71-0.73) per 10-year
higher age). A separate analysis, using migrant status as the predictor, showed higher IRR for
refugees (1.24 (1.20-1.27)) compared with the Danish-born controls, but not among familyreunified migrants (0.66 (0.64-0.68)) or ‘other migrants’ (0.59 (0.58-0.60)), after full adjustment.
Migrants from Bosnia-Herzegovina (1.34 (1.28-1.40)) and Iran (1.27 (1.21-1.34)) had higher IRR of
psychiatric illness than the Danish-born controls, after full adjustment.
Age stratified IR was calculated for any first-time psychiatric diagnosis occurring in the years of
2004 and 2014 (figure 1) to examine any development in incidence over the course of the study.
There was a general tendency towards an increase in IR over time for both the non-Western
migrants and the Danish-born controls from 2004 to 2014. The non-Western migrants had a higher
IR compared to the Western migrants and the Danish-born controls, except for the youngest age
category (18-29 years) in 2014 and the oldest age categories (70-79, >80).
Duration of stay in Denmark was examined in supplementary analyses (see supplementary table 4)
and showed that non-Western migrants who had been in Denmark either less than 5 years or
more than 20 years had a lower IRR than those with 5-20 years of stay in Denmark.

Incidence of specific psychiatric diagnosis
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Table 3 shows the crude IRR and the IRR adjusted for age, sex, occupation and household income
for the specific diagnostic categories in ICD-10 (F10-60, and F99) according to Western and nonWestern migrants, migrant status and country of origin. Western and non-Western migrants had
lower IRR for all the diagnostic chapters investigated after adjusting for age, sex, occupation, and
household income - only the subgroup of refugees remained to have a higher IRR for neurotic,
stress-related and somatoform disorders (1.80 (1.74-1.86)). This result was reflected in country of
origin thus migrants from refugee producing countries, Bosnia-Herzegovina (1.94 (1.85-2.05)), Iraq
(1.31 (1.26-1.37)), and Iran (1.44 (1.35-1.53)), had higher incidence for neurotic, stress-related and
somatoform disorders.

Discussion
Main findings
Western migrants had lower risk of psychiatric disorders compared to the Danish-born controls in
all analyses. Non-Western migrants had a higher IRR of any first-time psychiatric diagnosis after
adjusting for age and sex, but after further adjusting for SEP, the risk of psychiatric diagnoses was
lower compared with Danish-born controls. The subgroup of refugees remained at higher risk of
any psychiatric disorders and specifically for neurotic, stress-related and somatoform disorders
after full adjustment.
Consistency with other studies
Previous research concerning the risk of psychiatric disorders points in different directions and it is
important when reviewing the literature to bear in mind the differences in methodology, the
diagnoses in question, and the study population. In the present study we found that Western
migrants had lower overall risk of any first-time psychiatric disorders compared to the Danish-born
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controls both before and after adjustment, which is in agreement with other studies. In a large
Finish registry-based study they also found that migrants had an overall lower risk of psychiatric
disorders (Markkula et al., 2017). A Canadian survey-study on self-reported mental health showed
that non- white immigrants had a lower risk of poor mental health compared with Canadian-born
(Setia, Quesnel-Vallee, Abrahamowicz, Tousignant, & Lynch, 2012). Another survey-study from the
United States found the same tendency of lower risk in persons who immigrated to the US
(Breslau et al., 2007). However, other studies found higher risk of psychiatric disorders for
migrants compared to the native population, although using different levels of adjustments (BasSarmiento, Saucedo-Moreno, Fernández-Gutiérrez, & Poza-Méndez, 2017; Bourque et al., 2011; E
Cantor-Graae & Selten, 2005; Elizabeth Cantor-Graae et al., 2003; Westman, Johansson, &
Sundquist, 2006).
In the present study Non-Western migrants had lower overall incidence of any first-time
psychiatric diagnosis after the adjustments for SEP, in accordance with other studies from
Denmark and Finland that found lower risk of psychiatric disorders for non-Western migrants
compared to the native populations (Markkula et al., 2017; Norredam et al., 2010). Contrarily,
other studies found an elevated risk for non-Western compared to the native population (Bourque
et al., 2011; Elizabeth Cantor-Graae et al., 2003). The present findings showed that SEP was an
important factor when investigating the risk of psychiatric disorder, which has been shown earlier.
One suggestion is that a disadvantaged SEP will cause psychological stress and thereby be
associated with higher levels of psychiatric disorders (social causation) (Dohrenwend et al., 1992;
Westman et al., 2006; McLaughlin et al., 2012; Bas-Sarmiento et al., 2017). However, others have
proposed that having a psychiatric disorder that leads to lower SEP (social selection), is more
important, at least regarding psychotic disorders (Mackenbach, 2005).
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The present study found a higher IRR for neurotic, stress-related and somatoform disorders for
refugees and migrants from Bosnia-Herzegovina, Iraq, and Iran. This is consistent with findings
from other studies that showed higher morbidity among refugees or migrants with similar origin
(A.-C. Hollander et al., 2016; Markkula et al., 2017; Norredam et al., 2009).
Other studies with different levels of adjustments and other division in migrant subgroups have
shown that refugees also have a higher risk for several of the other diagnostic categories in ICD-10
(schizophrenia, schizotypal and delusional disorders, mood disorders, neurotic, stress-related and
somatoform disorders, disorders of adult personality and behaviour) which could only be
reproduced for neurotic, stress-related and somatoform disorders in the present study (Elizabeth
Cantor-Graae & Pedersen, 2013; A. Hollander, Bruce, Burstro, & Ekblad, 2013; Norredam et al.,
2009).
The present study found that the IRR for non-Western migrants was highest for those who had
been in Denmark for a duration of 5-10 years and 10-15 years. Similarly, a high risk was found for
individuals with a stay of 5-10 years in another Danish population-based cohort study investigating
the risk of schizophrenia (Elizabeth Cantor-Graae et al., 2003), but a Swedish study did not find any
association between duration of stay and the risk of psychiatric disorders (Hollander, 2011).
The development in incidence from 2004 to 2014 showed increasing IR for the younger age groups
over time, which is consistent with a recent Danish report showing significantly increased risk in
young people from 2006-2016 (Danish Health Authority, 2018).
Interpretation of findings
The lower IRR for Western migrants of both any first-time psychiatric diagnosis and specific
diagnoses compared to the Danish-born controls in the crude and adjusted results could indicate
that Western migrants are more protected against psychiatric disorders than the non-Western
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migrants and the Danish-born controls. This could perhaps be explained by better living conditions
and other psychosocial factors, such as occupation and income known to affect mental health
(Generaal, Timmermans, Dekkers, Smit, & Penninx, 2018), or perhaps a selection bias applies
because people of Western origin moving to Denmark could generally be more resourceful and in
good mental health (Coates et al., 2005).
The finding that non-Western migrants, before adjusting for SEP, had a higher IRR than the Danishborn individuals suggests that the effect of being a migrant on any psychiatric diagnosis was
critically influenced by SEP in the present study. SEP can affect mental health, however, research
in non-migrant and migrant populations on the association between SEP and psychiatric disorders
diverge; some studies have found no association while others have found that low SEP increases
the risk of psychiatric disorders (Barghadouch, Carlsson, & Norredam, 2016; Generaal et al., 2018;
Lorant, 2003; Lorant et al., 2007; Nielsen, Hempler, & Krasnik, 2013). It has been suggested that
people with a psychiatric disorder are predisposed to having lower income because of
occupational difficulties (Dohrenwend et al., 1992), but unemployment and low household income
can also be seen as a direct effect of migration. However, direct causality cannot be established
between income and psychiatric disorders in the present study.
The subgroup of refugees had a consistently higher IRR of psychiatric diagnoses than the Danishborn controls throughout the analyses. A potential explanation could be the hardship and trauma
this group is particularly exposed to before fleeing their home country, during the migration, and
during the resettlement, pointing to a particularly vulnerable group.
The finding that the IRR for non-Western migrants was highest for those who had been in
Denmark for 5-10 years and 10-15 years could indicate an especially sensitive period, in the early
and late time periods, perhaps due to certain post migratory stressors (Bruhn et al., 2017). It is
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remarkable that the age stratified IR has increased over the 10-year period for the non-Western
migrants and Danish-born controls but not for the Western migrants. For Western migrants the
same protective factors as mentioned above may apply, for example better living conditions.
Possible explanations for the increase for non-Western migrants and Danish-born controls could
be either that they are diagnosed more often due to an actual increase in morbidity or perhaps
more people seek help for psychiatric disorders due to effects of campaigns focusing on increasing
knowledge and lowering stigma of psychiatric disorders. In 2010, standardised assessment and
treatment courses for specific diagnoses with a predefined duration and content (Danish Regions,
2011) were introduced in the Danish mental health care system and this organisational change
could also result in more people being diagnosed at hospitals and therefore appearing in the
registers.
Strengths and limitations
The size of the cohort and the quality of the Danish registers are major strengths of this study and
provide sufficient statistical power. It is also a strength that adjustments were made for age, sex,
occupation and household income considering differences in both biological and socioeconomic
factors. Using household income was a strength because it is weighted by the total number of
family members and therefore considers the family structures that could differ a lot from the
Danish-born population. Thus, actual income differences are better reflected when using a
weighted household income.
Nonetheless, some weaknesses must be considered. It is a rough decision to pool all psychiatric
diagnoses together into one overall category, however the purpose is to present a comprehensive
overview. Individuals outside the workforce, e.g. pensioners, were categorised as not affiliated
with the labour market, which is in accordance with the coarse categorisation suggested by DST.
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However, this may cause the effect of being without work on psychiatric disorders to weaken; for
example, being a pensioner is not necessarily connected to psychiatric disorders in the same way
as being unemployed. We chose not to include education because only education programs
completed in Denmark are registered and education will therefore be underestimated among the
migrants (Baadsgaard, 2011; Nielsen, 2013; Statistics Denmark, 2017). Research on migrant
populations will often be affected by suboptimal data such as the household income data from
Statistics Denmark, which was missing to a higher degree in the migrant group in the present
study. Affiliation to the labour market and income will often be determined by duration of stay in
the country, thus occupation could be underestimated among the migrants. Furthermore, the
migrants had a shorter follow-up period and emigrated more often than the Danish-born controls,
which can underestimate the incidence of psychiatric disorders in the migrant group. Only patients
treated in secondary and tertiary health care facilities are registered with a diagnosis in the Danish
national patient register. Thus, patients with mild psychiatric disorders treated in primary care are
not included in the study. This could influence the results if there is a difference in the percentage
of Danish-born people and migrants being treated in primary care for psychiatric diagnoses. It is
however an understudied area with diverging evidence, not clearly supporting such a difference
(Danish Health Authority, 2010).

Conclusion
The results from this large historically prospective registry linkage study indicate that migrants are
generally not at increased risk of psychiatric disorders compared to Danish-born controls after
adjusting for age, sex, occupation, and household income. The results also show a strong
association between SEP and the risk of psychiatric disorders and that the subgroup of refugees
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constituted a group vulnerable to psychiatric disorders. The relations between migration,
psychiatric disorders and SEP are highly complex and cannot be fully explained by the present
study.
This study suggests that special attention must be given to refugees and that the effect of
socioeconomic disadvantage for non-Western migrants should be considered to minimise the risk
of psychiatric disorders.
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Western migrants
n= 250,274

Non-Western
migrants

Danish-born
controls

Table 2. Characteristics of the migrant population and the Danish-born controls (total n=2,447,883)
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Median
Age at study start
Age at first
psychiatric diagnosis
Years in Denmark at study exit
Years in Denmark at first diagnosis
Percentage occupation during follow-up

31.5*
44.4*
3.6*
7.8*
50.0*
%

Sex
Female
49.7
Male
50.3
Migrant status
Refugee
0.0
Family-reunified
3.1
Other migrants
96.9
Country of origin
Denmark
USA
6.5
Norway
10.8
Sweden
8.6
Germany
17.1
United Kingdom
7.1
Poland
17.2
Bosnia-Herzegovina
Rumania
Turkey
Iraq
Iran
China
Philippines
Others
32.7
Yearly household income per person by
quintiles
0-18,544 Euros
20.6
18,544-23,907 Euros
10.7
23,907-29,787 Euros
10.9
29,787-37,699 Euros
10.3
>37,699 Euros
13.0
Missing information on
34.6
household income
Events in follow-up
Psychiatric diagnosis
3.3
Death
4.7
Emigration
37.6
End of follow-up
54.5
*P < 0.05 **interquartile range 25th–75th percentiles

n= 385,589
Median
(IQR)

n= 1,812,020
Median (IQR)

30.1*

23.7-40.1

43.2*

27.6-59.1

39.0*

30.6-46.8

40.1*

27.0-54.8

8.9*
11.6*
45.0*
%

2.5-17.6
6.6-16.5
0-91
n

80.0*
%

0-100
N

124,380
125,894

50.4
49.6

194,354
191,235

50.7
49.3

918,508
893,512

94
7,637
242,543

10.5
14.4
75.1

40,444
55,490
289,655

-

-

16,142
26,947
21,627
42,898
17,821
42,975
81,864

5.0
4.7
9.3
5.6
4.0
4.3
4.4
62.8

19,106
18,191
35,832
21,686
15,498
16,497
16,821
241,958

100.0
-

1,812,020
-

51,448
26,721
27,205
25,714
32,608

36.5
18.7
12.1
7.1
4.6

140,546
72,182
46,510
27,238
17,719

13.6
18.7
20.1
21.3
21.4

246,068
339,159
364,346
385,111
387,733

86,578

21.1

81,394

4.9

89,603

8,240
11,678
94,025
136,331

7.2
2.0
23.5
67.4

27,644
7,573
90,643
259,729

6.3
11.8
2.3
79.6

114,755
213,301
41,351
1,442,613

(IQR**)
23.946.8
32.356.6
1.3-8.9
3.0-14.7
0-100
n

91

Table 2: Crude and adjusted Incidence Rate Ratio (IRR) for any psychiatric diagnoses among Western and non-Western
migrants compared to Danish-born controls during the period 2004-2014, with varying levels of confounder
adjustment and according to migrant status and country of origin.
IRR
95% CI
Model 1 – Crude
Danish-born controls
1.00 (ref)
Western migrant
0.91*
0.89-0.93
Non-Western migrant
1.61*
1.59-1.64
Model 2 – Adjusted for age and sex
Danish-born controls
1.00 (ref)
Western migrant
0.87*
0.85-0.89
Non-Western migrant
1.39*
1.37-1.41
Age (for every 10-year increase)
0.82*
0.82-0.83
Sex
Male
1.00 (ref)
Female
1.22*
1.21-1.24
Model 3 - Adjusted for age, sex, occupation
Danish-born controls
1.00 (ref)
Western migrant
0.54*
0.53-0.55
Non-Western migrant
0.80*
0.79-0.81
Age (for every 10-year increase)
0.64*
0.63-0.65
Sex
Male
1.00 (ref)
Female
1.14*
1.13-1.16
Occupation
0.15*
0.14-0.16
Model 4 - Adjusted for age, sex, occupation, and yearly household income in quintiles
Danish-born controls
1.00 (ref)
Western migrant
0.60*
0.59-0.62
Non-Western migrant
0.70*
0.69-0.71
Age (at ten-year intervals)
0.72*
0.71-0.73
Sex
Male
1.00 (ref)
Female
1.17*
1.15-1.18
Occupation
0.38*
0.37-0.39
Yearly household income in quintiles
0-18,544 Euros
1.00 (ref)
18,544-23,907 Euros
0.58*
0.57-0.59
23,907-29,787 Euros
0.37*
0.36-0.38
29,787-37,699 Euros
0.24*
0.23-0.25
>37,699 Euros
0.18*
0.17-0.19
Migrant status - Adjusted for age, sex, occupation, household income group
Migrant status
Danish-born controls
1.00 (ref)
Refugee
1.24*
1.20-1.27
Family-reunified
0.66*
0.64-0.68
Other migrants
0.59*
0.58-0.60
Country of origin - Adjusted for age, sex, occupation, household income group
Country of origin
Denmark
1.00 (ref)
USA
0.50*
0.44-0.56
Norway
0.73*
0.68-0.79
Sweden
0.87*
0.80-0.94
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Germany
United Kingdom
Bosnia-Herzegovina
Poland
Rumania
Turkey
Iraq
Iran
China
Philippines
Others
*P < 0.05

0.62*
0.75*
1.34*
0.61*
0.33*
0.57*
0.99
1.27*
0.17*
0.29*
0.60*

0.59-0.66
0.69-0.81
1.28-1.40
0.57-0.65
0.29-0.38
0.54-0.59
0.95-1.02
1.21-1.34
0.14-0.19
0.25-0.33
0.59-0.62
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Figure 1: Age stratified crude incidence rates (IR) for any psychiatric diagnoses per 100.000 person years for 2004 and
2014 among Western and non-Western migrants and Danish-born controls
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Table 3: Incidence Rate Ratios (IRR) with 95% CI, crude and adjusted for age, sex, occupation, household income and according to migrant status and country of origin for the
specific ICD-10 diagnostic chapters during the period 2004-2014
F10-F19 Mental
F20-F29
F30-F39 Mood
F40-F48 Neurotic,
F50-F59 Behavioural
F60-F69 Disorders of
F99 Unspecified
disorders due to
Schizophrenia,
disorders
stress-related and
syndromes
adult personality and mental disorder
psychoactive
schizotypal and
somatoform
behaviour
substance use
delusional disorders
disorders
Crude
Adjusted** Crude
Adjusted** Crude
Adjusted** Crude
Adjusted** Crude
Adjusted** Crude
Adjusted** Crude
Adjusted**
IRR
IRR
IRR
IRR
IRR
IRR
IRR
IRR
IRR
IRR
IRR
IRR
IRR
IRR
(95%CI) (95%CI)
(95%CI) (95%CI)
(95%CI) (95%CI)
(95%CI) (95%CI)
(95%CI) (95%CI)
(95%CI) (95%CI)
(95%CI) (95%CI)
Danish-born 1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
controls
(ref)
(ref)
(ref)
(ref)
(ref)
(ref)
(ref)
Western
0.92*
0.42*
0.91*
0.37*
0.92*
0.58*
0.89*
0.49*
0.90
0.50*
0.70*
0.25*
0.86*
0.41*
migrants
(0.87(0.39-0.45) (0.86(0.35-0.40) (0.89(0.56-0.61) (0.86(0.47-0.51) (0.81(0.43-0.57) (0.65(0.23-0.27) (0.80(0.38-0.45)
0.97)
0.96)
0.96)
0.92)
1.01)
0.75)
0.93)
Non0.66*
0.20*
2.17*
0.56*
1.22*
0.54*
2.26*
0.79*
0.82*
0.31*
0.81*
0.18*
1.32*
0.40*
Western
(0.63(0.19-0.21) (2.10(0.54-0.58) (1.19(0.52-0.55) (2.22(0.78-0.81) (0.75(0.28-0.35) (0.77(0.17-0.19) (1.26(0.38-0.42)
migrants
0.70)
2.23)
1.25)
2.30)
0.89)
0.85)
1.39)
Migrant status
Danish-born 1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
controls
(ref)
(ref)
(ref)
(ref)
(ref)
(ref)
(ref)
Refugee
0.51*
0.15*
2.85*
0.68*
1.99*
0.86*
4.53*
1.80*
0.55*
0.30*
1.31*
0.34*
1.48*
0.45*
(0.45(0.13-0.17) (2.69(0.64-0.73) (1.90(0.82-0.91) (4.40(1.74-1.86) (0.42(0.23-0.40) (1.19(0.30-0.38) (1.33(0.40-0.51)
0.57)
3.03)
2.09)
4.66)
0.72)
1.44)
1.64)
Family0.43*
0.18*
1.22*
0.46*
1.12*
0.61*
1.45*
0.79*
0.53*
0.37*
0.35*
0.14*
0.91
0.40*
reunified
(0.38(0.16-0.21) (1.13(0.42-0.50) (1.06(0.58-0.64) (1.39(0.76-0.83) (0.45(0.31-0.44) (0.31(0.12-0.16) (0.82(0.35-0.44)
0.49)
1.31)
1.17)
1.50)
0.62)
0.39)
1.00)
Other
0.76*
0.28*
1.49*
0.49*
0.95*
0.49*
1.15*
0.54*
0.65*
0.36*
0.57*
0.19*
0.98
0.40*
migrants
(0.73(0.27-0.30) (1.45(0.47-0.51) (0.93(0.47-0.50) (1.13(0.53-0.56) (0.60(0.33-0.40) (0.54(0.18-0.20) (0.93(0.37-0.42)
0.79)
1.54)
0.98)
1.18)
0.70)
0.60)
1.02)
Country of origin
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
1.00
1.00 (ref)
Denmark
(ref)
(ref)
(ref)
(ref)
(ref)
(ref)
(ref)
USA
0.68*
0.27*
0.57*
0.18*
0.93
0.59*
0.69*
0.40*
1.29
1.14 (0.75- 0.59*
0.17*
0.94
0.38*
(0.52(0.20-0.38) (0.42(0.12-0.27) (0.79(0.49-0.71) (0.58(0.31-0.46) (0.881.73)
(0.42(0.11-0.26) (0.69(0.27-0.55)
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0.90)
Norway

Sweden

Germany

United
Kingdom
BosniaHerzegovina
Poland

Rumania

Turkey

Iraq

Iran

1.36*
(1.181.57)
1.35*
(1.161.56)
0.64*
(0.550.74)
0.87
(0.731.04)
0.39*
(0.320.49)
0.99
(0.871.13)
0.16*
(0.090.28)
0.46*
(0.400.53)
0.46*
(0.380.56)
1.14
(0.981.32)

0.78)
0.67*
(0.56-0.80)
0.75*
(0.62-0.91)
0.39*
(0.33-0.46)
0.53*
(0.43-0.65)
0.21*
(0.16-0.26)
0.44*
(0.38-0.51)
0.04*
(0.02-0.9)
0.18*
(0.15-0.21)
0.10*
(0.08-0.13)
0.41*
(0.35-0.49)

1.08
(0.921.26)
1.05
(0.891.24)
0.79*
(0.690.91)
0.68*
(0.550.84)
1.79*
(1.611.99)
1.17*
(1.041.33)
0.81
(0.631.04)
1.53*
(1.411.67)
2.85*
(2.633.10)
3.40*
(3.103.72)

1.09)
0.60*
(0.49-0.72)
0.70*
(0.58-0.86)
0.41*
(0.35-0.48)
0.33*
(0.25-0.43)
0.83*
(0.74-0.94)
0.47*
(0.41-0.55)
0.21*
(0.15-0.29)
0.52*
(0.48-0.58)
0.57*
(0.52-0.63)
1.05 (0.941.17)

0.94
(0.851.04)
0.97
(0.871.08)
0.87*
(0.800.94)
1.13*
(1.011.27)
1.62*
(1.511.74)
0.92
(0.841.00)
0.58*
(0.480.71)
1.29*
(1.211.37)
1.90*
(1.782.03)
2.10*
(1.942.27)

0.82)
0.60*
(0.53-0.67)
0.71*
(0.63-0.80)
0.62*
(0.57-0.68)
0.85*
(0.75-0.96)
1.03 (0.961.12)
0.56*
(0.51-0.61)
0.28*
(0.23-0.35)
0.61*
(0.58-0.65)
0.65*
(0.60-0.69)
0.99 (0.911.08)

0.88*
(0.800.97)
1.04
(0.941.15)
0.84*
(0.770.91)
0.95
(0.851.06)
3.02*
(2.883.17)
0.89*
(0.820.96)
0.72*
(0.630.84)
1.28*
(1.211.35)
3.99*
(3.834.15)
3.46*
(3.273.66)
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1.90)
0.50*
(0.45-0.57)
0.68*
(0.61-0.77)
0.54*
(0.50-0.60)
0.64*
(0.56-0.73)
1.94*
(1.85-2.05)
0.52*
(0.48-0.57)
0.32*
(0.27-0.38)
0.59*
(0.56-0.63)
1.31*
(1.26-1.37)
1.44*
(1.35-1.53)

1.22
(0.951.56)
1.50*
(1.171.94)
0.61*
(0.450.85)
0.85
(0.541.33)
0.20*
(0.120.35)
0.50*
(0.370.68)
0.35*
(0.190.63)
0.51*
(0.400.66)
0.76 *
(0.580.99)
1.55*
(1.202.00)

0.82)
0.73*
(0.54-0.99)
0.91 (0.671.24)
0.42*
(0.39-0.60)
0.74 (0.461.19)
0.14*
(0.08-0.27)
0.28*
(0.19-0.41)
0.15*
(0.07-0.33)
0.32*
(0.25-0.42)
0.32*
(0.24-0.43)
0.96 (0.731.26)

0.76*
(0.630.91)
0.93
(0.771.12)
0.75*
(0.630.88)
0.89
(0.711.12)
1.14
(0.991.30)
0.47*
(0.390.56)
0.28*
(0.190.42)
0.44*
(0.380.52)
0.89
(0.771.03)
1.35*
(1.161.57)

1.29)
0.35*
(0.28-0.44)
0.45*
(0.36-0.58)
0.34*
(0.28-0.41)
0.46*
(0.36-0.60)
0.63*
(0.54-0.73)
0.21*
(0.17-0.26)
0.09*
(0.06-0.15)
0.14*
(0.12-0.17)
0.17*
(0.15-0.21)
0.46*
(0.39-0.55)

1.13
(0.931.37)
1.03
(0.831.28)
0.61*
(0.500.75)
0.70*
(0.530.93)
1.06
(0.891.25)
0.93
(0.781.10)
0.63*
(0.440.89)
0.93
(0.821.07)
1.49*
(1.291.71)
2.42*
(2.102.78)

0.69*
(0.56-0.86)
0.67*
(0.52-0.86)
0.37*
(0.29-0.46)
0.43*
(0.32-0.59)
0.55*
(0.45-0.66)
0.46*
(0.38-0.55)
0.20*
(0.13-0.30)
0.38*
(0.33-0.44)
0.37*
(0.32-0.43)
0.90 (0.771.04)

China

0.01*
0.01*
0.61*
0.18*
0.28*
0.12*
(0.00(0.00-0.04) (0.46(0.13-0.25) (0.22(0.09-0.16)
0.08)
0.79)
0.36)
Philippines
0.18*
0.10*
0.85
0.37*
0.36*
0.20*
(0.10(0.05-0.19) (0.66(0.27-0.50) (0.28(0.15-0.26)
0.32)
1.09)
0.45)
Others
0.70*
0.24*
1.73*
0.49*
0.99
0.47*
(0.66(0.22-0.25) (1.67(0.47-0.52) (0.96(0.45-0.48)
0.73)
1.80)
1.03)
*P <0.05 **Adjusted for age, sex, occupation and household income group.

0.34*
(0.280.41)
0.45*
(0.380.53)
1.43*
(1.401.47)
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0.14*
(0.11-0.17)
0.28*
(0.23-0.34)
0.64*
(0.62-0.65)

0.20*
(0.100.40)
0.02*
(0.000.17)
0.57*
(0.520.63)

0.09*
(0.04-0.22)
0.01*
(0.00-0.01)
0.32*
(0.29-0.36)

0.12*
(0.070.21)
0.15*
(0.090.24)
0.50*
(0.480.54)

0.05*
(0.03-0.08)
0.07*
(0.04-0.12)
0.16*
(0.15-0.17)

0.20*
(0.110.35)
0.45*
(0.300.68)
1.02
(0.971.08)

0.08*
(0.05-0.15)
0.24*
(0.16-0.38)
0.37*
(0.35-0.40)

Supplementary Figure 2: Flow chart illustrating the study cohort

Study sample from
Statistics Denmark
Total= 2,449,429
Migrants = 637,128
Danish-born = 1,812,301
Excluded due to duplicate
CPR number

Migrants = 200
Danish-born = 200
Total=2,449,029
Migrants = 636,928
Danish-born = 1,812,101
Excluded due to missing
birthdate

Migrants = 46
Danish-born = 0
Total=2,448,983
Migrants = 636,882
Danish-born = 1,812,101
Excluded due to death
before study start

Migrants = 10
Danish-born = 81
Total=2,448,892
Migrants = 636,872
Danish-born = 1,812,020
Excluded due to missing
country of birth

Migrants = 853
Danish-born = 0
Total = 2,448,039
Migrants = 636,019
Danish-born = 1,812,020
Excluded due to incorrect
selection of migrants from
Statistics Denmark
Migrants = 156
Danish-born = 0
The final study cohort
Total = 2,447,883
Migrants = 635,863
Danish-born = 1,812,020
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Supplementary table 4: IRR for any psychiatric diagnoses among Western and non-Western migrants adjusted for age
and sex according to duration of stay in Denmark

Years in Denmark

Western
Adjusted** IRR (95%CI)

Non-Western
Adjusted** IRR (95%CI)

<5

1.00 (ref)

1.86* (1.77-1.96)

5-10

1.00 (ref)

4.03* (3.79-4.30)

10-15

1.00 (ref)

2.56* (2.39-2.74)

15-20

1.00 (ref)

1.50* (1.39-1.61)

20-25

1.00 (ref)

1.58* (1.42-1.77)

> 25

1.00 (ref)

1.47* (1.17-1.86)

*P <0.05 ** Adjusted for age and sex
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Abstract
Studies show that migrants have a high risk of being misdiagnosed and that psychiatric diagnoses
in general are at high risk of changing, so called diagnostic shifts, but the evidence is scarce. We
aimed to investigate: i) the overall frequency and risk of psychiatric diagnostic shifts in nonWestern migrants compared to Danish-born, and ii) whether the direction of diagnostic shifts
among the three most frequent start diagnoses for the non-Western migrants differ by migrant
status. We conducted a register-based historically prospective cohort study. The cohort comprised
all migrants with non-Western origin aged 18 with official residence permit in Denmark at some
point in time and with more than one psychiatric contact, during the period from 2004-2014
(n=1,436). To compare the frequency of shifts in psychiatric diagnoses, we compared migrants
with a randomly selected Danish-born comparison group aged 18 and with more than one
psychiatric contact in the study period (n=13,134). We followed all non-Western migrants and
Danish-born in the cohort from study entry (01 January 2004) or date of 18th birthday until study
exit (31 December 2014) and calculated odds-ratio (OR) of having a diagnostic shift, using logistic
regression.
Non-Western migrants had lower odds of psychiatric diagnostic shifts compared to Danish-born
(OR: 0.83 (95%CI: 0.74-0.93)).
In conclusion, the non-Western migrants had a slightly lower risk of psychiatric diagnostic shifts
and to a higher degree maintained their diagnoses compared to Danish-born for both reaction to
severe stress, and adjustment disorders (F43) and depressive episode (F32).
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Introduction
Diagnostic uncertainty is unavoidable in psychiatry because no commonly used objective biological
measurements exist, to identify specific psychiatric disorders. The diagnostic process therefore
relies on the clinician’s ability to assess and interpret the symptoms presented by the patient (1).
Research shows that the diagnostic stability in psychiatry in general is low, depending on the
specific diagnosis. Studies on the stability model4 have shown the prospective diagnostic stability
to be approximately 48% for acute and transient psychotic disorders, and as diverse as 44% for
depressive disorder and 70% for bipolar disorder (2–4).
Diagnosing psychiatric disorders can thus be challenging, and diversity in cultural backgrounds of
the patients can add an extra dimension to this challenge (5,6). Two studies from Canada and
Sweden found that as many as 49% and 56%, respectively, changed diagnoses after being reassessed in a program with emphasis on cultural awareness (7,8). It has been suggested that
migrant patients are at risk of misdiagnosis, and thereby diagnostic shifts, due to diverging
explanatory models; which is a concept of how illness is understood and expressed. Such diverging
explanatory models could potentially lead to misunderstandings, which can result in
misjudgement of the presentation of symptoms and the severity of the condition and thereby lead
to an incorrect diagnosis, from the clinicians (6,7,9–12). Aspects of cultural awareness and training
in cultural awareness in clinicians has shown to be important in the diagnostic assessment of a
culturally diverse patient population to better make sure that the correct diagnosis is given (13–

4

The stability model, a model to assess the reliability of psychiatric diagnoses, has been defined by
Kendell. This model defines diagnostic stability, and diagnostic shifts, as the comparisons of
diagnoses given to patients on succeeding admissions at separated time-points (25).
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15). A correct diagnosis can ensure that the patient receives the appropriate care and hence
quickly can returning to their normal lives and jobs. Hence, a wrong diagnosis will have severe
personal and societal consequences.
Nonetheless, potential differences in psychiatric diagnostic shifts between migrant
and non-migrant populations have not yet been assessed. We hypothesise that non-Western
migrants are more vulnerable to diagnostic shifts than Danish-born due to misdiagnosing as a
result of the above-mentioned challenges such as diverging explanatory models. Differences
between migrants and non-migrants are important to investigate because failing to do so will have
both severe due to less effective assessment and treatment. Developing our knowledge about
potential differences between minority and majority populations will inform clinicians and
decision-makers to better target initiatives to reduce inequality in mental health care.
Therefore, we aimed to: i) investigate the overall risk of psychiatric diagnostic shifts
in non-Western migrants compared to Danish-born; and ii) assess whether the direction of
diagnostic shifts among the three most frequent first-diagnoses for the non-Western migrants
differed by migrant status.

Methods
Study design and population
We conducted a register-based, historically prospective cohort study comprising all non-Western
migrants aged 18 at study entry with an official residence permit in Denmark at any point in time
between 1 January 2004 – 31 December 2014 (n=1,436), with at least two psychiatric contacts
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during follow-up. We selected a random Danish-born comparison group with the same age and
psychiatric contacts criteria as the migrant group (n=13,134) to compare the diagnostic stability in
psychiatric diagnoses between the two groups. The study population was a sub group of an
existing cohort, comprising all migrants >17 years of age with residence permit in Denmark, during
follow-up.
We chose to only include persons at 18 years of age, to make a more equal starting point for the
two groups. In Denmark, the 18th birthday marks the transition from child and adolescent
psychiatry to adult psychiatry. Study entry was the 1 January 2004 or date of 18th birthday if this
occurred after study start.
Registers and data acquisition
We obtained data from Statistics Denmark, which holds large, continuous databases of linked
national registers (16,17). All new-borns and new residents coming to Denmark with a residence
permit or registration certificate are assigned a unique civil registration number (CPR number). We
used the CPR number to link the cohort (both non-Western migrants and Danish-born) to the
Population Register for basic demographic data (date of birth, date of death, sex, country of origin,
date of arrival to Denmark, migrant type (migrant, descendant or Danish-born)) (17); to the Danish
Income Statistics Register to obtain data on disposable income defined as personal income after
tax and interest (18); to the Register-based Labour Force Statistics, containing information on
affiliation to the labour market (by last working day in November each year) and on student status
(19). Information on psychiatric diagnoses was obtained from The Danish National Patient Register
(NPR), which registers the discharge diagnosis of all in- and outpatient contacts to public and
private hospitals in Denmark (20,21). In Denmark, only medical doctors and specialised
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psychologists diagnose psychiatric patients, and they do so according to ICD-10 (22). Psychiatric
diagnoses made by general practitioners or psychiatrists in private practices are not registered in
NPR and are therefore not included.
Variable definitions
In accordance with Statistics Denmark, we defined a migrant as a person who immigrated to
Denmark and was born abroad by parents that did not hold Danish citizenship. Danish-born were
defined as people born by Danish-born parents, in order to exclude descendants of migrants (23).
Non-Western migrants were also defined according to Statistics Denmark’s definition based on
country of birth (non-Western migrants: migrants born in all countries apart from all 28 EU
countries, Andorra, Iceland, Liechtenstein, Monaco, Norway, San Marino, Switzerland, Vatican
State, Canada, USA, Australia and New Zealand) (24). We reported the five most frequent migrant
groups according to country of birth. Occupation was defined as the percentage of affiliation to
the labour market, including student status, during follow-up and included as a continuous
variable. Personal income was converted from Danish Krone to Euro (EUR), and the annual mean
of income across all years of follow-up was calculated and categorised into quintiles. Time at risk
of diagnostic shifts was defined as time between study entry (01 January 2004 or date of 18th
birthday) and study exit, defined as date of death, emigration or end of follow-up (31 December
2014), whichever came first.
Outcome
Our primary outcome was psychiatric diagnostic shifts during follow-up. A psychiatric diagnostic
shift was defined as a change from the psychiatric start diagnosis (first diagnosis since study entry)
to the end diagnosis (last diagnosis received before study exit). A psychiatric diagnosis was defined

105

as any contact recorded in NPR with a primary cause coded within the ICD-10 chapter of Mental
and behavioural disorders (F00-F99), and only the primary codes was used in the study for both
start and end diagnoses. Each in- or out-patient hospitalization or emergency room visit, counted
as one contact in the present study and every contact had a specific diagnosis in the register.
Accordingly, an individual could have many contacts with the same diagnosis or the diagnosis
could change from contact to contact. Only persons who had more than one psychiatric contact
were included in the present study to allow for the possibility of a diagnostic shift.
Statistical analyses
We described the distributions of the sociodemographic characteristics among non-Western
migrants and Danish-born. We reported mean for the variables with normal distribution and
median for those with skewed distributions. We calculated the proportions of non-Western
migrants and Danish-born that upheld the same diagnosis and those who had a diagnostic shift
from the first contact to the last psychiatric contact. We calculated the median number of
contacts for those who had a diagnostic shift and those who did not. Chi2 was used to test for
differences by migrant status for categorical and binary variables and ANOVA was used for
continuous variables.
Using logistic regression analyses, we calculated the odds of experiencing a psychiatric diagnostic
shift according to migrant status, expressed as odds ratio (OR), both unadjusted and adjusted. We
adjusted the analyses for sex, time at risk of a diagnostic shift, annual personal income by
quintiles, and occupation. We repeated the analyses using country of birth as the exposure
variable instead of migrant status.
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We investigated the direction of diagnostic shifts among the three most frequent start diagnoses
for the non-Western migrants and assessed whether this differed significantly by migrant status
using chi2 test. To illustrate the diagnostic shifts between diagnoses, we constructed figures
displaying the frequencies for both groups. All analyses were conducted using the Stata statistical
software: Release 14, College Station, TX.

Ethics
The study protocol was submitted to the Danish Ethics Committee (Journal: H-3-2013-FSP61) and
did not require further ethical approval according to § 14 of the Danish Act on Research Ethics
Review of Health Research Projects (2). The protocol was approved by the Danish Data Protection
Agency and according to the Danish Act on Processing of Personal Data subjects were guaranteed
confidentiality and anonymity. The data was available and analysed only in an anonymous form by
remote online access to the data set stored at Statistics Denmark. The work in this study was done
in accordance with the Declaration of Helsinki II.

Results
Flow of the Study Population
The flow of the study population is presented in figure 1. Out of all non-Western migrants with
residence permit in Denmark (n=33,918), 87 persons were excluded due to missing country of
birth. Among the Danish-born comparison group (n=261,324), 2 persons were excluded due to
death before 1 January 2004. We excluded all persons with no psychiatric contacts during follow-
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up (31,458 non-Western migrants and 239,147 Danish-born) and all persons with only one
psychiatric contact during follow-up (937 non-Western migrants and 9,041 Danish-born). This
resulted in a final cohort of 14,570 individuals with at least two psychiatric contacts, comprising
1,436 non-Western migrants and 13,134 Danish-born.
Characteristics of the Study Population
Characteristics of non-Western migrants and Danish-born are shown in table 1.
Similar age at the first psychiatric diagnosis was seen between non-Western migrants and the
Danish-born (mean 21.7(SD: 2.6) and 21.2(2.4) years, respectively (p=0.071)). Mean time at risk
was similar in the two groups; 7.5(SD: 2.7) years for the non-Western migrants and 6.9(SD: 2.8)
years for the Danish-born (p=0.376). The non-Western migrants had a similar median of total
contacts during follow-up compared to the Danish-born (4(IQR: 2-7) vs. 3(2-6) (p=0.062)). When
looking at the number of contacts for those who experienced a diagnostic shift, the non-Western
migrants and Danish-born had the same number of contacts (3(IQR: 2-4) (p=0.134)). Likewise, nonWestern migrants and Danish-born had similar number of contacts for those who did not
experience a diagnostic shift (5(IQR: 3-9) vs. 4(2-7) (p=0.041)). In the non-Western migrants, 57.0%
experienced a shift in psychiatric diagnosis compared to 59.4% in the Danish-born (p=0.072).
Non-Western migrants had a lower percentage of persons with female sex (47.4%) compared to
the Danish-born (59.0%(p<0.001)). The five most frequent migrant groups according to country of
birth were migrants from Lebanon, Somalia, Bosnia-Herzegovina, Afghanistan, and Iraq. NonWestern migrants had less time in occupation compared with Danish-born (40.6% vs. 47.8%(
p<0.001)). Personal income was unevenly distributed between the two groups with 25.8% of the
non-Western migrants having an average annual income in the lowest quintile (0-11,207 EUR per
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year) compared with 20.7% of the Danish-born (p<0.001). More non-Western migrants (21.3%)
were students at study entry compared with Danish-born (18.7%)(p<0.001).
Risk of psychiatric diagnostic shifts and the directions of shifts
The OR of experiencing psychiatric diagnostic shifts are reported in table 2. The non-Western
migrants tended to be less likely of having a diagnostic shift compared to the Danish-born in the
unadjusted analysis (OR of 0.92 (95%CI: 0.82-1.03)). However, after adjusting for sex, time at risk,
income, and occupation non-Western migrants had significantly lower odds of experiencing a
psychiatric diagnostic shift compared to Danish-born (OR of 0.83 (95%CI: 0.74-0.93)). We saw no
sex differences (OR= 0.98 (95%CI: 0.92-1.06), female sex as the reference group). The odds of
having a diagnostic shift increased with time at risk; for persons followed up for >5 years the odds
of experiencing a diagnostic shift was 1.88 (95%CI: 1.61-2.21) compared with the reference
(persons followed up for 1-2 years). The odds of having a diagnostic shift was higher among
persons with low personal income (<11,207 EUR) compared with the reference comprising the
highest quintile of income (>28,491 EUR), (OR=1.34 (95%CI: 1.17-1.53)). The odds of experiencing
a diagnostic shift decreased with longer time affiliated with the labour market (0.58(95%CI: 0.520.64), per 1% increase in labour market affiliation). Exploring diagnostic shifts according to country
of origin showed that migrants born in Afghanistan and Iraq had lower odds of diagnostic shifts
compared to Danish born (0.54(95%CI: 0.40-0.81); 0.62(95%CI: 0.47-0.81), respectively).
The three most frequent psychiatric start diagnoses and the direction of shift, to the five most
frequent end diagnoses for non-Western migrants compared with Danish born, are illustrated in
figure 2.
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Reaction to severe stress, and adjustment disorders (F43) was the most frequent start
diagnosis for both non-Western migrants (33%, n=477) and Danish-born (21%, n=2,751). Among
these, 56% (n=265) of non-Western migrants maintained their diagnosis throughout follow-up
compared with 37% (n=1,022) of the Danish-born (p<0.001). A higher proportion of non-Western
migrants shifted to schizophrenia (F20) (8%, n=39) compared with Danish-born (5%, n=129)
(p=0.002). A shift to specific personality disorders (F60) was more frequent for the Danish-born
(14%, n=378) compared to the non-Western migrants (8%, n=37) (p<0.001).
The second most frequent start diagnosis for the non-Western migrants was
depressive episode (F32) with a frequency of 10% (n=141) and 13% (n=1,715) for Danish-born.
Among non-Western migrants 37% (n=53) maintained the diagnosis compared to 26% (n=452) of
the Danish-born (p=0.004). More non-Western migrants shifted to schizophrenia (F20) than
among Danish-born (10%, n=15 vs. 6%, n=101, respectively) (p=0.026).
The third most frequent diagnosis for the non-Western migrants was schizophrenia
(F20) with a frequency of 8% (n=110), and 4% (n=520) for Danish-born. There was no difference
between non-Western migrants and Danish-born as to how many maintained the diagnosis; 77%
(n=83) of non-Western migrants and 79% (n=404) of the Danish-born (p=0.560).

Discussion
Main findings
Non-Western migrants had lower odds of psychiatric diagnostic shifts from the start to the end
diagnosis during follow-up (OR of 0.83 (95%CI: 0.74-0.93)), compared with Danish-born. For the
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specific diagnostic shifts presently investigated, we found that the non-Western migrants to a
higher degree maintained their diagnoses compared to Danish-born for both reaction to severe
stress, and adjustment disorders (F43) and depressive episode (F32). However, there were
differences in direction of diagnostic shifts among non-Western migrants and Danish-born. NonWestern migrants had a higher frequency of certain shifts compared with Danish-born, namely
from reaction to severe stress, and adjustment disorders (F43) to schizophrenia (F20) (8%, n=39
vs. 5%, n=129 (p=0.002)) and from depressive episode (F32) to schizophrenia (F20) (10%, n=15 vs.
6%, n=101 (p=0.026)).
Consistency with other studies
There are no other similar register studies that compare diagnostic shifts between migrants and
non-migrants. Two clinical studies from Sweden and Canada found that 49-56% of patients with
migrant backgrounds had a diagnostic shift based on a comparison of diagnoses made by two
clinicians (the observer agreement model) (7,8,25). The frequency of overall psychiatric diagnostic
shifts was similar to what was found for non-Western migrants in this study (57%).
In the Canadian study, 35% (n=12) had a diagnostic shift from psychotic disorder to reaction to
severe stress, and adjustment disorders (F43), which was markedly higher than we found in this
study for both non-Western migrants (3%, n=3) and Danish-born (1%, n=6). Only 5% (n=12)
changed from a non-psychotic to a psychotic diagnosis (7). In the same study 35% (n=113)
maintained their start diagnosis of depressive disorder, which was also similar to the present
findings (37% for non-Western migrants). They also found that 20% (n=7) had a shift from
psychotic disorders to post-traumatic stress disorder (PTSD); a shift that was less frequent in the
present study (3% of the non-Western migrants). A Danish registry study found that 44% of the
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study sample of non-migrant patients, maintained their depressive episode diagnosis which was
more than in the present study (37% for non-Western migrants and 26% for Danish-born) (2). A
historical cohort study carried out in Iran, comprising 485 adult patients over a period of 6
months, demonstrated that 44% had a diagnostic shift from schizophrenia (F20) and 58% had a
diagnostic shift from depressive episode (F32). Thus, the diagnostic shifts for schizophrenia (F20)
was higher in the Iranian study compared with the present study but lower for depressive episode
(F32) (26).
However, there were major differences in the design, methods, and study populations between
the abovementioned studies and the present study, which should be considered. For example, if
the observer agreement model was used it would differ noteworthy from the stability model that
the present study was based on (7,8).
Interpretation of findings
As previously described, migrants constitute a group known to cause challenges for clinicians in
the diagnostic process. We hypothesised that this might result in diagnostic uncertainty reflected
in more shifts in diagnoses for migrants than for the Danish-born population. However, this was
not observed in the present study.
For the specific diagnostic shifts presently investigated, we found that the nonWestern migrants to a higher degree maintained their diagnoses compared to Danish-born for
both reaction to severe stress, and adjustment disorders (F43) and depressive episode (F32).
Possible explanations for this could be that due to an increased risk in exposure to severe
traumatic events trauma-related diagnoses, such as PTSD and depression, are known to be
frequent in trauma-affected refugees and more common among refugees (27–29).
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We also observed that certain diagnostic shifts were more pronounced in non-Western migrants
than Danish-born. This was true for shifts from reaction to severe stress, and adjustment disorders
(F43) to schizophrenia (F20) which might be caused the clinicians misinterpreting PTSD symptoms
with psychotic features that are prominent in non-Western migrants with refugee status (30,31).
Non-Western migrants also had more shifts from depressive episode (F32) to schizophrenia (F20)
which could be explained by the same mechanism. Earlier studies have also found that clinicians
can be prejudiced to people of certain origin and skin colour which might also be a contributing
factor to the specific shifts towards schizophrenia mentioned above (32–34). Another option is
that schizophrenia is missed initially and misjudge as PTSD and first later the correct diagnosis is
reached.
There is little to none pre- and post-graduate training in cultural psychiatry and
cultural assessment in Denmark. The absence of such training could cause clinicians to be less
aware of the abovementioned prejudices and stereotyping that can lead to misdiagnosing (35,36).
Moreover, a psychiatric diagnostic shift does not have to be an expression of misdiagnosing but
can simply be a result of change in the condition over time. A relevant question to consider would
be, if there would be differences between the group of non-Western migrants and the Danishborn comparison group as to the amounts of shifts caused by misdiagnosing or a change in the
condition over time. Yet, whether the number of shifts produced by changes in condition over
time should differ between migrants and non-migrants, has not yet been studied.
Adjusting for sex, time at risk, occupation, and income strengthened the association
of fewer diagnostic shifts for the non-Western migrants. These variables can be important
confounders in the development of psychiatric disorders. Studies have shown that social and
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economic disadvantage among migrants appear to increase the risk of psychiatric disorders but
the underlying mechanisms and pathways of influence by socioeconomic factors are very complex
(37–40). We found that individuals with psychiatric diagnostic shifts had more contacts than the
ones with no diagnostic shifts in both groups. An explanation could be that individuals with more
contacts have more actual possibilities for a shift and with more contacts a more thorough
assessment of the condition is performed, which eventually can provide the clinician with extra
knowledge that will change the diagnosis.
Strengths and limitations
This is the first study to compare psychiatric diagnostic shifts among non-Western migrants and a
non-migrant population in a longitudinal study, which is a major strength of this study. The size of
the cohort is larger than seen before in studies on diagnostic shifts in migrant populations, which
can strengthen the generalisability of the results. The time at risk was relatively long and similar
for the cohort for both groups, which is a strength when comparing the two groups.
Some limitations to the present study should be discussed. For both groups, it was not possible to
verify if a shift in diagnosis was in fact a true shift or simply a related diagnosis in addition to the
first. This may be an explanation for the higher level of diagnostic shifts among the Danish-born,
that they received more additional diagnoses in relation to their start diagnosis. Psychiatric
diagnoses are dynamic entities that can vary and fluctuate over time (41). When people receive a
new primary code from ICD-10 after a contact with the mental health care system there is a
possibility that they still have the initial condition but have not received treatment for this during
the current contact. Thus, the new primary code that is recorded as a shift may actually be an
unclassified comorbidity rather than a shift.
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Suboptimal data will often be a problem in research on migrant populations and does not allow
for information from before arrival to the host country. The lack of data on private practice
psychiatrists could influence the results if the proportion of migrants and Danish-born people
being treated in primary care for psychiatric diagnoses differentiate but there is no clear evidence
to support such a difference (42).

Conclusion
This is the first study to compare the psychiatric diagnostic shifts of non-Western migrants to a
group of Danish-born on a large scale. The findings from this study add important knowledge to
the understanding of diagnostic shifts in non-Western migrants which is an understudied area.
Although the study did not find an overall increased risk of diagnostic shift among non-Western
migrants the findings for the specific diagnostic shifts indicate points of attention as to potentially
greater risk of misdiagnosing for certain diagnoses. Clinical longitudinal studies would allow for
collection of more detailed information on whether the shifts reflect a change in diagnosis or a
new diagnosis given in addition to the start diagnosis. Such a study could also analyse the
clinicians’ explanation to a potentially psychiatric diagnostic shift.
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Figure 1: Flow chart illustrating the study cohort consisting of non-Western migrants and Danish-born

Study sample from
Statistics Denmark
Total = 295,242
Non-Western migrants = 33,918
Danish-born = 261,324
Excluded due to missing
country of birth

Total = 295,240

Non-Western migrants = 87
Danish-born = 0

Non-Western migrants = 33,918
Danish-born = 261,322
Excluded due to death before
study start

Non-Western migrants = 0
Danish-born = 2
Total = 295,153
Non-Western migrants = 33,831
Danish-born = 261,322
Excluded due to no contacts

Non-Western migrants =31,458
Danish-born = 239,147
Total = 24,548
Non-Western migrants = 2,373
Danish-born = 22,175
Excluded due to only one
contact during follow-up

Non-Western migrants = 937
Danish-born = 9,041
The final study cohort
Total = 14,570
Non-Western migrants = 1,436
Danish-born = 13,134
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Non-Western
migrants
n=1,436
Mean
SD
Age at first
psychiatric diagnosis

21.7

2.6

Danish-born
n=13,134
Mean

SD

21.2

2.4

p
0.071

Table 3: Characteristics of the non-Western migrant and the Danish-born (total n=14,570)
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Years in Denmark at study exit
Years in Denmark at start diagnosis
Occupation during follow-up
Time at risk
Number of contacts during follow-up
Number of contacts for those with shift in psychiatric
diagnosis
Number of contacts for those with no shift in psychiatric
diagnosis
Proportion of shift in psychiatric diagnoses during followup
Proportion of no shift in psychiatric diagnoses during
follow-up
Sex
Female
Male
Country of origin
Denmark
Lebanon
Somalia
Bosnia-Herzegovina
Afghanistan
Iraq
Annual household income per person by quintiles
0-11,207 Euros
11,207-16,600 Euros
16,600-21,743 Euros
21,743-28,491 Euros
>28,491 Euros
Missing information on income
Student at study entry

16.4
12.1
40.6*
7.5
Median
4

5.4
5.4
0.34
2.7
IQR
2-7

47.8*
6.9
Median
3

0.37
2.8
IQR
2-6

<0.001
0.376
p
0.062

5*

3-9

4*

2-7

0.041

3

2-4

3

2-4

0.134

%

n

%

n

57.0

819

59.4

7,798

0.072

43.0

617

40.6

5,333

0.096

47.4*
52.6*

681
755

59.0*
41.0*

7,748
5,386

<0.001
<0.001

5.6
8.6
8.6
12.6
16.1

80
124
124
181
231

100.0
-

13,134
-

25.8*
28.4*
21.1*
15.6*
6.8*
2.3*
21.3*

371
408
303
224
97
33
302

20.7*
25.4*
20.5*
19.8*
10.7*
12.9*
18.7*

2,722
3,339
2,694
2,599
1,399
381
2,415

p

<0.001
<0.001
0.086
<0.001
<0.001
<0.001
<0.001

*P-value < 0.05
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Table 2: Odds Ratio (OR) and 95% confidence interval (95%CI) for diagnostic shifts from start to end diagnosis during
follow-up in non-Western migrants and Danish-born (total n=14,570) adjusted for sex, time at risk, personal
income, and occupation
OR (95%CI)
Unadjusted model:
Non-Western migrants

0.92 (0.82-1.03)

Danish-born

1.00 (ref)

Adjusted model: migrant status
Non-Western migrants

0.83* (0.74-0.93)

Danish-born

1.00 (ref)

Sex
Female

1.00 (ref)

Male

0.98 (0.92-1.06)

Time at risk
1-2 years

1.00 (ref)

2-3 years

1.40* (1.15-1.70)

3-4 years

1.45* (1.21-1.75)

4-5 years

1.72* (1.43-2.08)

> 5 years

1.88* (1.61-2.21)

Annual personal income in quintiles
0-11,207 Euros

1.34* (1.17-1.53)

11,207-16,600 Euros

1.34* (1.18-1.52)

16,600-21,743 Euros

1.30* (1.14-2.08)

21,743-28,491 Euros

1.18 (1.04-1.34)

>28,491 Euros

1.00 (ref)

Occupation (per 1% increase in time affiliated with the labour market)

0.58* (0.52-0.64)

Adjusted model: country of origin
Denmark

1.00 (ref)

Lebanon

0.98 (0.62-1.54)

Somalia

1.09 (0.74-1.60)

Bosnia-Herzegovina

0.98 (0.68-1.42)

Afghanistan

0.54* (0.40-0.73)

Iraq

0.62* (0.47-0.81)

*P-value < 0.05
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Figure 2: Frequency of psychiatric diagnostic shifts in non-Western migrants and Danish-born

Note: In the vertical boxes on the left side are listed the three most frequent fist diagnoses since study entry for the non-Western migrants
with frequencies for both non-Western migrants (NWM) and Danish-born (DK). On the right side the five most frequent end diagnoses are
listed for each of the three start diagnoses.
* P-value<0.05
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Abstract
Migrants are at risk of being misdiagnosed. The objectives were to explore: i) if clinicians at the
Competence Centre for Transcultural Psychiatry changed the referral diagnosis of the patients
after assessment or during the course of treatment, ii) the clinicians’ descriptions of cultural
aspects in relation to the patient and diagnosis and iii) the patients’ perception of the clinicians’
inclusion and understanding of their cultural backgrounds in the assessment and treatment. We
conducted an observational study (1.7.2014 – 1.12.2016) including 251 migrant patients with
mental disorders. The quantitative results showed that changes in diagnosis occurred for
approximately 20% of the patients. The qualitative findings on the clinicians’ description of culture
revealed that the concept of cultural identity was important for better understanding the patient
and the condition. The patients highlighted empathy and good understanding of their situation
and symptoms in the clinical encounter as positive elements of the treatment.
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Introduction
Psychiatric diagnostic stability is known to vary from approximately 40% to 80%. The lack of
biological markers and the fluctuation of psychiatric symptoms over time can be an important
reason for the relatively low diagnostic stability in psychiatry (Baca-Garcia et al., 2007; Fennig et
al., 1994; Kendell, 1974; Kessing, 2005a, 2005b). Studies show that migrants are at risk of being
misdiagnosed and that many migrants receiving assessment in specialised cultural psychiatric units
or other settings with emphasis on cultural awareness change diagnosis (Adeponle et al., 2012;
Bäärnhielm et al., 2015). A Swedish study found that 56.5% out of 23 immigrant and refugee
patients changed diagnosis after being assessed according to the Outline for Cultural Formulation
(OCF) from DSM-IV, an outline of four domains to support clinicians in a cultural assessment of
patients (American Psychiatric Association, 1994; Bäärnhielm, 2015). A Canadian study found that
the referral diagnoses were changed for 49% of 70 migrant patients from a psychotic to a nonpsychotic diagnosis, primarily PTSD, following a cultural consultation, including the OCF (Kirmayer
L, Groleau D, 2003). Without a correct diagnosis, it is difficult to offer the correct treatment to the
increasing population of persons with a migrant background in Denmark and other parts of the
world (Statistics Denmark, 2017; United Nations, 2017). Migrant patients should receive special
attention from clinicians because they can differ from the majority population in many aspects, for
example the way symptoms are expressed and the understanding of psychiatric disorders. This
interlink between culture and mental disorders is described in the Diagnostic and Statistical
Manual of Mental Disorders, fifth edition (DSM-5) (American Psychiatric Association, 2013):
"Mental disorders are defined in relation to cultural, social, and familial norms
and values. Culture provides interpretive frameworks that shape the experience
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and expression of the symptoms, signs, and behaviours that are the criteria for
diagnosis."
The complexity in the interaction between culture and mental disorders, as described in the DSM5, explains why misunderstandings and misdiagnosing can occur and why cultural awareness is
essential in the clinical encounter. DSM-5 also offers the clinician a tool for developing a cultural
formulation: the Cultural Formulation Interview. This is a 16 question semi-structured interview
that incorporates cultural awareness into the clinical work (American Psychiatric Association,
2013; Lewis-Fernández et al., 2017). Cultural awareness can be described as an open-minded,
emphatic and patient-centred approach in the encounter that can ensure a better alliance with
the patient (Betancourt, 2003; Kirmayer, 2012). Without cultural awareness the clinician may
experience difficulties understanding the patient’s explanatory models and expressions of illness
and thereby have problems reaching the right diagnosis and providing the correct treatment
(Aggarwal et al., 2015; Kirmayer, 2012). Explanatory models are inner systems of how people
experience, understand and express symptoms from the body and mind (Kleinman, 1980).
Misunderstandings can occur when the explanatory models held by the patient and the clinician
differ and the clinician fails to understand and address this. The clinician’s capability to understand
and bridge explanatory models has also been shown to determine the patient’s satisfaction with
the treatment, their adherence to the treatment and the clinical outcome (Vermeire et al., 2001;
Young et al., 1982).
The concept of culture
In the present study, culture and the cultural issues related to the patient’s illness are key
elements. The following definition of culture, which has been formulated in DSM-5, is recognised
throughout the study process and at the Competence Centre for Transcultural Psychiatry (CTP)
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where the study was carried out:
Culture has been defined as dynamic systems of knowledge, concepts, rules, and practices
that are learned and transmitted across generations, including language, religion and
spirituality, family structures, life-cycle stages, rituals, customs, and moral and legal
systems. Cultures are open, dynamic systems that undergo continuous change over time; in
the contemporary world, most individuals and groups are exposed to multiple cultures,
which they use to fashion their own identities and make sense of experience (American
Psychiatric Association, 2013).
In the following, cultural issues are defined as issues related to the above definition of culture that
have a significant influence on how the mental disorder is understood, presented, or treated.
Thus, a special challenge exists in mental health care services because the presentation,
interpretation, and treatment of mental health disorders can vary hugely across cultures possibly
causing misunderstandings (Bhugra et al., 2014).
Then, as the objectives of the present study we want to explore: i) if clinicians at the Competence
Centre for Transcultural Psychiatry changed the referral diagnosis of the patients after assessment
or during the course of treatment, ii) the clinicians’ descriptions of cultural aspects in relation to
the patient and diagnosis and iii) the patients’ perception of the clinicians’ inclusion and
understanding of their cultural backgrounds in the assessment and treatment.
Method
Study participants
We included all patients at CTP that: i) belonged to CTP’s target groups (see below), ii) were not
enrolled in an ongoing randomised controlled trial (RCT) at CTP, and iii) gave informed consent
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during the study period from 01.07.2014 to 01.12.2016 (n=251). We divided the patients into
three groups according to their migrant status: refugees, migrants reunited with their family
members by means of family reunification rules (henceforth ‘family-reunified migrants’) and other
migrants.
Setting: The Danish context and the Competence Centre for Transcultural Psychiatry
The Danish health care system is public and free for everyone with Danish citizenship and for
migrants with a residence permit or registration certificate (Ministry of Refugee Immigration and
Integration Affairs, 2011; Nielsen, 1991; Pedersen, 2011). The health care services offer
standardised treatment courses for specific diagnoses with a predefined duration and content
(Mental health services in the Capital Region of Denmark, 2018). The standardised treatment
courses have been developed by professional experts in the field to ensure high-quality and timely
(within four weeks after referral) treatment across the country. Because the treatment is decided
based on the assessment diagnosis, it is central that a correct diagnosis is reached to offer the best
possible treatment.
CTP is a specialised cultural psychiatric outpatient clinic and CTP’s target groups are adult traumaaffected refugees with trauma-related mental health problems or migrants with a mental disorder
where cultural issues, as described above, play a significant role in the development, the
assessment or the treatment of the disorder. Patients with extensive abuse or a primary psychotic
disorder are as a rule not offered treatment at CTP but can be offered an assessment. CTP has a
research focus on treatment outcome for trauma-affected refugees, why continuous randomised
trials on trauma-affected refugees are carried out at CTP. Therefore, most trauma-affected
refugees at CTP enter an ongoing RCT and are thus not included in this study (Carlsson et al.,
2014). All patients are referred to CTP by a medical doctor (MD) with a referral diagnosis according
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to ICD-10 (World Health Organization, 2011). Patients are invited for a pre-treatment interview
with a MD at CTP consisting of a clinical assessment and collection of psychiatric, social and
somatic history. ICD-10 and part of the standardised diagnostic tool Schedules for Clinical
Assessment in Neuropsychiatry (SCAN) are applied in this assessment (Wing et al., 1990). Both
self- and observer ratings are used at the start and end of treatment (see table 5, supplementary).
For patients with limited Danish proficiency an interpreter assists in the clinical session.
Furthermore, in case of a patient lacking reading and writing abilities, an interpreter assists with
reading the self-administered ratings. The assistance of an interpreter is needed for approximately
50 % of the patients at CTP (Carlsson et al., 2018).
After the pre-treatment interview, the MD decides if the patient should proceed to a
multidisciplinary assessment, with a psychologist, nurse and e.g. a social worker. The
multidisciplinary assessment could include a CFI in cases where the MD finds a need for a
thorough interview focusing on understanding how culture influences the situation of the patient.
After the multidisciplinary assessment, the MD decides upon a diagnosis and the patient’s case is
discussed at a multidisciplinary conference. Based on the joint assessment of the diagnosis it is
decided whether the patient should be offered treatment at CTP and which treatment should be
offered. The diagnosis can be revised again at midterm and the end of the treatment course. The
assessment and treatment course is illustrated in figure 1, supplementary. Manuals were used for
all treatment at CTP.
Data collection
The clinicians working at CTP in this observational clinical study collected both quantitative and
qualitative data in the patient records as a standard part of the treatment course, according to the
Treatment and Research Integrated Model, TRIM (Carlsson, 2014). The clinicians were both nurses
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and MDs with different levels of experience, from senior consultant to residents. We collected
data on whether the referral diagnosis was revised at the assessment, midterm, or end of
treatment. In case of a revision of a diagnosis, the MD was asked to note why the diagnosis had
changed. At the start of treatment, we asked MDs and nurses to fill out information on: ”Cultural
aspects that have an impact on the patient’s condition and problem”. At the end of treatment, we
asked the clinicians to obtain and write down the patients’ statements on whether they felt that
their cultural background was understood and integrated during the treatment course with the
question: “Do you feel that your cultural background has been understood and included? And
how?”. We informed all clinicians about the study and the data collection. All clinicians at CTP are
informed about the definition of culture cited above, but we conducted no special training on the
cultural understanding in conjunction to this study.
Statistical analyses
Quantitative data:
We used descriptive statistics to describe sociodemographic characteristics of the patients. We
calculated the distributions of sex, age and other sociodemographic characteristics using Chi2 test
for categorical and binary variables and one-way ANOVA for continuous variables to test group
differences (refugees, family-reunified, and other migrants). We calculated pre- and post-scores
from self-administered ratings and observer ratings and tested for any differences using t-test to
further describe the patients.
We followed all patients from start of treatment (inclusion) to end of treatment. The collected
data was used to categorise the patients into four categories according to whether there was: 1)
no change in diagnosis, 2) change from the referral diagnosis to the diagnosis after the
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assessment, 3) change from the referral diagnosis to the diagnosis after midterm or 4) change
from the referral diagnosis to the diagnosis at the end of treatment.
Analyses were done according to migrant status and we used Stata 14 to conduct all analyses.
Qualitative analysis:
We analysed the text from the open-ended questions in the collected data using systematic text
condensation (Malterud, 2012). A systematic approach was applied to code and categorise
meaning units throughout the text, and compile crosscutting codes in wider themes. The first
author (SS) and second author (LL) coded the data simultaneously to create a wider analytic space
(Malterud, 2012) using the software NVivo 11 (Miles et al., 1994; NVivo qualitative data analysis
Software, 2017) and we compared and discussed the set of codes to reach an agreement about
the content in each code and how codes could be grouped into greater themes.

Ethical considerations
We submitted this study protocol to the Regional Committee on Health Research Ethics in
Denmark (Journal nr.: H-3-2013-FSP61) but it did not require ethical approval, according to § 2 of
the Danish Committee Act registry research projects, interview surveys and questionnaire surveys
must only be reported if human biological material is included in the project. The protocol was
approved by the Danish Data Protection Agency and the project recognises the Declaration of
Helsinki II and follows STROBE guidelines for observational studies.
Participation in the study was voluntary and the patients were informed about the study orally
and in writing. An interpreter assisted patients with limited Danish proficiency. Participation in the
study was not a prerequisite to receive treatment. The study was approved by the Danish Health
Authority (Sagsnr. 3-3013-1291/1/) to use data without consent on patients who had finished

134

treatment before 01.02.2016 (n=148) according to § 46, 2 in the Danish Health Act (The Ministry
of Health, 2010), for the purpose of having a sufficiently large sample. The remaining patients in
the study gave written informed consent to participate.
Results
Quantitative results
Sociodemographic characteristics
Table 1 shows the baseline characteristics of the 251 patients in the study. The mean age of the
patients was 43.5 years (SD=10.4) and the mean time since arrival in Denmark was 17.7 years
(SD=10.0). The course of treatment had a mean duration of 11.5 months (SD=5.8). Female sex was
overrepresented (n=150(59.8%)), with differences between the migrant groups, family-reunified
having the highest percentage of female sex (n=81(85.0%)). The primary countries of origin were
Afghanistan (n=23(9.8%)), Bosnia (n=10(4.3%)), Iran (n=21(8.9%)), Iraq (n=29(12.3%)), Lebanon
(n=26(11.1%)), Morocco (n=10(4.3%)), Pakistan (n=13(5.5%)), Syria (n=22(9.4%)), and Turkey
(n=38(16.2%)). The category “other” in country of origin (n=43(18.3%)) consisted of patients from
countries where less than 10 patients in the study were born. The majority of the patients had
PTSD as referral diagnosis (n=106(46.5%)) and 61 of the 106 patients with PTSD were refugees.
Unspecified depressive episode was the referral diagnosis for 57 patients (25.0%). Most referrals
came from general practitioners (n=152(63.3%)) and hospitals (n=56(23.3%)). Almost half of the
patients had had psychiatric symptoms for more than 10 years (n=89(46.6%)), and more than half
needed the assistance of an interpreter (n=103(53.4%)), highest for family-reunified
(n=50(66.7%)). The CFI was conducted for 98 with the patients. Comparison between pre- and
post-treatment ratings showed an overall improvement (supplementary table 5).
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In the following three paragraphs, we will address the three objectives of this study.
Changes of the referral diagnosis by the clinicians
Table 2 shows that 15.4% (n=32) of patients changed diagnosis from referral to end of treatment,
5.8% (n=12) changed diagnosis from referral to mid-term evaluation, and 3.9% (n=8) changed
diagnosis from referral to assessment. Family-reunified patients had most changes, although the
differences between the refugees, family-reunified, and others were nonsignificant. There was no
significant difference in changes in diagnosis according to whether a CFI was administered during
the assessment or not (data not shown). Table 3 shows the specific changes from referral
diagnosis to the new diagnosis. Most new diagnoses were from the ICD-10 chapter Mood
disorders (F30-39) to Neurotic, stress-related and somatoform disorders (F40-48) (n=8) and the
other way around (n=7) and within the chapters, but there were no clear patterns.
Qualitative results
Data saturation was attained in both the data collected from the clinicians and the patients.
The clinicians’ descriptions of cultural aspects in relation to the patient and diagnosis
Qualitative data were gathered from the medical records, where clinicians (MDs and nurses) were
asked to answer questions in writing. 36 codes were identified based on the clinicians’
descriptions of cultural issues in relation to the patient. We grouped the codes into four
overarching themes: i) Clinicians’ interpretation of culture, ii) Acculturative stress, iii) Cultural
norms, and iv) Explanatory models of illness. We will further elaborate on these themes below.
Table 4 illustrates our systematic approach to the qualitative analysis.
Clinicians’ interpretation of culture
In the data collected from the clinicians on: ”Cultural aspects that have an impact on the patient’s
condition and problem”, we found that clinicians could experience difficulties in examining the
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cultural context of the patient: “It's a complicated assessment of the patient and the transcultural
issues are not easily detectable” and that some clinicians interpreted the concept of culture
differently from the definition in DSM-5 used at CTP. For instance, it was common that clinicians
reported refugee status as a cultural issue: “All of his refugee history is to be considered as cultural
factors”. The data indicated that some of the clinicians might have thought of culture as a more
static feature, such as one’s country of origin: “[The patient is a] refugee with trauma from the
home country”. Yet, other clinicians had descriptions in line with a more dynamic understanding
of culture: “Strong cultural issues in the dilemma between the parents’ values and more modern
[values]”.
Acculturative stress
A persistent finding in the qualitative data centred around acculturative stress. The clinicians
noted that cultural bereavement was an issue that had a major influence on the patient’s situation
“Largely, the current problems concern leaving the home country with all the losses implied and
finding a new life in Denmark."
The loss of culture was emphasised to be important for the mental health of the patients:
“Experience of isolation, [loss of] cultural values, loss of identity” and “The patient misses
everything in the Turkish culture, even the soil….”
We found that clinicians recognised that dual identity was important as a protective mechanism
that also made it possible for the patients to receive treatment in secondary care instead of in a
specialised cultural clinic: “[the patient] feels well integrated, feels at home in DK, has both Danish
and Iranian friends. No obvious cultural issues.” When dual identity did not seem to be
accomplished for the patient the mental health was often affected: ”[the patient] was brought up
in the schism between her Somalian roots (and all that entails with responsibility and duties and
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honour to the family) and the more free, individual Danish values, she has experienced difficulties
to live the life she wants and go to school because of problems with and responsibility to the
family. This responsibility and the dilemma seems to have played an important role in her history
of depression” and ”The patient’s background plays a major role for her current situation, where
she describes that she is neither Danish nor real Arabic. Not quite at home anywhere”. The lack of
dual identity also seemed to result in a conflict of identities: “The patient perceives herself as
standing between two cultures and having a conflict of identities: ’In Somalia I am Danish; in
Denmark I am an immigrant. I don’t know where I belong or who I am.’”
Other clinicians observed that patients had experiences of being misunderstood in the health care
or social system, as the following excerpt illustrates: “To a large extent, [the patient] feels under
suspicion and mistreated by the municipal authorities”. Some of the misunderstandings were
ascribed to cultural differences: “[The patient is] from a culture where mental illness is thought of
as a possession by the devil, [the patient is] afraid of being crazy. Has repeatedly been
misunderstood in the health care and social system.”
Cultural norms
Many clinicians referred to the stigma and taboo surrounding mental disorders as important
cultural factors, as illustrated in the following quote: “the patient describes how it is a taboo in the
family to feel bad and that she cannot talk about her thoughts with her relatives." Social control
and violence were highlighted by many clinicians as major cultural issues in relation to the
patients’ illness: "[the patient] had difficulties getting divorced because her parents opposed it due
to the family's honour. The patient has a lot of difficulties with the family's honour being more
important than her well-being" and "being from another culture means that she cannot tell anyone
about the abuse. In that culture it will be perceived as her fault. She isolates herself because of fear
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that others will discover it.". Again, the conflict between two cultures with different sets of norms
were highlighted: "The patient has been largely influenced by the conflict between traditional
Pakistani values, cultural expectations for women and especially the expectations of the daughterin-law in the family, compared to her own Danish values.”
Explanatory models of illness
The clinicians commented on how causes and understanding of disease was perceived: "The
patient’s background in a strictly religious family without any education has an impact on her
current state. [She] believes that something may be due to a jinn.”
Past and present hardship, including torture and racism was also reported as a cause of disease:
“Prison/torture/persecution in Lebanon because of his ethnicity, which torments the patient today.
Racism from neighbours who want him thrown out, [he] feels harassed.” One clinician noticed that
a patient “experiences the current symptoms as if ‘the heart is broken’”.
Former treatment courses were commented on by two clinicians: “[the patient is] from a culture
where mental symptoms are mistaken for psychosis, therefore, no one talks about symptoms. This
has been a significant cause of lack of improvement from previous treatment courses” and
“[the patient has] doubts that her own doctor [general practitioner] has acted sufficiently –
believes that she was not understood or taken seriously.” In summary, the discourses that
emerged around the clinicians’ notion of cultural issues in relation to the patients’ problems
revolved around cultural identity, cultural understanding, and acculturative stress.
The patients’ perception of the clinicians’ inclusion and understanding of their cultural
backgrounds in assessment and treatment
We explored the written material, where clinicians reported feedback from the patients regarding
their perception of the inclusion and understanding of their cultural backgrounds. In this data
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material 14 codes where identified, which were grouped into four overarching themes: i) Gap in
understanding, ii) Empathy, iii) Good understanding facilitates engagement in treatment, and iv)
The importance of culture. The four themes are elucidated below.
Gap in understanding
Some patients’ recounted how the clinicians tried to understand their situation, but there was an
unavoidable dissonance between the patients and clinicians’ experiences, so profound that it
could not be bridged: ”I do not believe you will ever understand what it means to live in a country
of war" and “I think you've tried to understand, but things cannot be changed. I would wish I had
stayed in my home country.”
Empathy
One patient pointed out that culture and cultural differences were not as important as the way in
which the clinicians interacted with the patients: ”I have felt understood here. It is not so
important with culture but more important with the empathy and love you show. People use
culture to build walls.” Another patient described that building trust takes time: “At first I was a bit
insecure and reluctant, but it went away. If I say something about my faith, I am understood.
Respect for my faith – pleasant.” Most of the patients agreed that the clinicians at CTP showed
empathy: “Yes, [a nurse working at CTP] opened my heart, she was good at listening and offered
good support. I have never experienced such openness before.”
Good understanding facilitates engagement in treatment
One participant underlined how a good alliance in the patient-clinician encounter is essential for
engagement in the treatment and for preventing dropout: “If there wasn’t respect and
understanding for my culture I wouldn’t continue/show up for the appointments.” Another
participant expressed how mutual understanding could release some energy, which could be
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focused on the treatment: “It has meant a lot that you understand where I come from. I did not
need to make an effort to explain my background.”
One patient found that a clinician who also had an immigrant background had a good
understanding of his situation: “We are all foreigners [MD and psychologist]. I feel understood.”
The importance of culture
The patients had two perspectives on the importance of culture on illness and treatment. One
being the position represented by the following quotes: "I do not know. I feel integrated" and "…I
do not feel I'm so different to the Danes, I feel I'm like the rest.” The other position being that there
will always be a cultural difference: “....I can tell that you understand me. There is cultural
difference anyway. That's the way it is - my culture is different.”
Patients’ opinions diverged as to whether it is an advantage to share cultural background with the
clinician: "I have been privileged to speak to a psychiatrist who speaks my mother tongue" and "…I
think you have been very sensitive towards me and my situation. If [you were from] the same
culture as I, I do not believe the same understanding would be possible."

Discussion
The main findings of this observational study were that changes in diagnosis occurred for
approximately 20% of the patients, most of the changes being from referral to end of treatment.
Family-reunified patients had more changes than refugees and other migrants, but nonsignificantly. Most new diagnoses were from the ICD-10 chapter Mood disorders (F30-39) to
Neurotic, stress-related to somatoform disorders (F40-48), from Neurotic, stress-related and
somatoform disorders (F40-48) to Mood disorders (F30-39) plus within the two chapters.
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The qualitative findings on the clinicians’ descriptions of cultural issues in relation to the patient
revealed that the concept of cultural identity was important for better understanding the patient
and the condition. The findings were condensed into four themes: i) Clinicians’ interpretation of
culture, ii) Acculturative stress, iii) Cultural norms, and iv) Explanatory models of illness. The
patients highlighted empathy and good understanding of their situation and symptoms in the
clinical encounter as positive elements of the treatment. Four patient themes emerged: i) Gap in
understanding, ii) Empathy, iii) Good understanding facilitates engagement in treatment, and iv)
The importance of culture.
Consistency with other studies and interpretation of findings
There is an ongoing discussion on the need for specialised cultural psychiatric clinics. The
proponents argue that it is helpful for building competences and knowledge. The opponents claim
that specialised clinics sustain segregation from the majority population and can enhance an
already exiting marginalisation (Bhui et al., 2000, 2003). Earlier studies found a higher frequency
of diagnostic changes for migrant patients assessed at a specialised clinic with a cultural interview
(the OCF) (Adeponle, 2012) or only with a cultural interview (the OCF) (Bäärnhielm, 2015). This
could not be replicated in the present study where approximately 20% changed diagnosis
compared to around 50% in the other studies mentioned above. Reasons for the differences in the
percentage of changes could be found in different study designs or differences in the health care
systems. In addition, the two studies mentioned used the OCF to conduct a cultural assessment. In
the present study the CFI was not used with all patients, but only applied whenever a more
thorough cultural examination was needed (n=98). In the study by Adeponle et al., the diagnosis
was revised after assessment, and in the present study least of the changes occurred from referral
to assessment (Adeponle, 2012). The most changes occurred at the end of treatment, indicating
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that time could be a more essential factor than a specialised cultural approach. Perhaps the fact
that in Denmark only MDs can refer patients to CTP also plays a role in the sense that there might
be higher agreement within the profession of MDs, possibly reflecting that the referral diagnosis
was more valid and replicable in other MDs with the same educational background. Still, 20% is a
high percentage of change, and this finding can to some extent be explained by the fact that
complicated patients, where other clinicians in primary and secondary care need a second opinion
regarding the psychiatric assessment and the diagnosis, are referred to CTP.
Findings from this study indicate a somewhat static understanding of culture among some
clinicians, which could be explained by limited knowledge on – and consequently insufficient
training in a flexible understanding of culture. A recent study on the use of the CFI specifically
highlights the need for training to avoid a static concept of culture (Ramírez Stege et al., 2017).
Like other studies the qualitative results of this study suggest that the patients to a high degree
felt understood due to the cultural competences of the clinicians at CTP (Aggarwal, 2015;
Bäärnhielm et al., 2009; Ferguson et al., 2002; Groen, 2009; Rosso et al., 2012). Mutual
understanding also seemed to be an important reason for adherence to the treatment course,
which is in line with other studies (Betancourt, 2004; Bhui et al., 2007; Ferguson, 2002).
Strengths and limitations
The present study is, to our knowledge, the first to investigate diagnostic changes in a migrant
patient group in a specialised cultural psychiatric clinic in a Danish context. It is a strength that the
study was performed under real-life conditions and not in a specific research set-up with many
restrictions as to the inclusion in the study. We collected both quantitative and qualitative data to
allow for a more thorough interpretation of the results as described above. Another strength was
the well-defined referral criteria, and the standardised assessment, treatment, and evaluation,
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which makes comparison possible. At CTP there is easy access to qualified interpreters and as a
rule the same interpreter assists throughout the treatment course, which could possibly result in
fewer misunderstandings and more valid diagnoses. For the qualitative results it was a strength
that data saturation was achieved.
Conducting an observational study implies certain limitations such as lack of randomisation of
comparison groups, e.g. no data on diagnostic shifts in a non-migrant group in a corresponding
outpatient clinic. There were missing data due to information not being filled in by clinicians
during the data collection. The patient group was heterogeneous concerning sociodemographic
characteristics, diagnoses, and migrant status.
Implications and conclusion
This study adds to the existing knowledge on cultural assessment, treatment, and the diagnostic
stability of migrant patients treated in specialised clinics for cultural psychiatry. While this study
cannot conclude on the effect of a specialised cultural assessment on the diagnostic stability, this
could be investigated in a future study comparing specialised versus integrated services for
migrant groups. The results indicate that time is an important factor for diagnostic changes which
can be essential knowledge for clinical practice when planning treatment courses. The results from
the present study also demonstrate the importance of cultural awareness in the clinical
encounter, both for the patients and clinicians, and the importance of a focus on the clinicians’
cultural understanding, for example through training, which could be an area of future research. In
summary, we found the qualitative data to accentuate that the cultural context is important for
the assessment and could influence both the diagnosis and treatment.
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Table 1: Baseline characteristics of the study patients
Baseline characteristics
All
(n=251)
Age (n=243) **
Years since arrival in Denmark (n=216)
Months in treatment (n=180)

43.5 (10.4)
17.6 (10.0)
11.5 (5.8)

Female sex (n=251)
150 (59.8)
Country of origin (n=235)
23 (9.8)
• Afghanistan
10 (4.3)
• Bosnia
21 (8.9)
• Iran
29 (12.3)
• Iraq
26 (11.1)
• Lebanon
10 (4.3)
• Morocco
13 (5.5)
• Pakistan
22 (9.4)
• Syria
38 (16.2)
• Turkey
43 (18.3)
• Other
Referral diagnosis (ICD-10) (n=228)
1 (0.4)
• F20.0 Paranoid schizophrenia
57 (25.0)
• F32.9 Depressive episode,
unspecified
6 (2.63)
 Other Mood Disorders
(F30-39)
106 (46.5)
• F43.1 PTSD
19 (8.3)
 Other Neurotic, stress-related
and somatoform disorders
(F40-48)
1 (0.4)
• F60.9 Personality disorder,
unspecified
Referred from (n=240)
23 (9.6)
• Psychiatrist
56 (23.3)
• Hospital
152 (63.3)
• General practitioner
9 (3.8)
• Other
>10 years duration of psychiatric
89 (46.6)
symptoms (n=191)
Use of an interpreter (n=193)
103 (53.4)
CFI conducted in assessment (n=99)
50 (50.5)
* p<0.05 indicating significant difference between groups.
** The number of patients available for the specific variable.

Refugees
(n=107)

Family reunified
(n=95)
Mean (SD)
43.5* (11.1)
43.0* (9.0)
15.9* (10.0)
17.8* (8.9)
9.7 (5.6)
13.2 (5.9)
n (%)
36* (33.6)
81* (85.3)

Other migrants
(n= 49)

13* (12.5)
7* (6.7)
16* (15.4)
19* (18.3)
17* (16.4)
0*
0*
15* (14.4)
2* (1.9)
15* (14.4)

10* (11.0)
0*
4* (4.4)
8* (8.8)
7* (7.7)
7* (7.7)
9* (10.0)
4* (4.4)
27* (29.7)
15* (16.5)

0*
3* (7.5)
1* (2.5)
2* (4.0)
2* (5.0)
3* (7.5)
4* (10.0)
3* (7.5)
9* (22.5)
13* (32.5)

0*
14* (14.1)

0*
26* (30.6)

1* (2.3)
17* (38.6)

0*

5* (5.9)

1* (2.3)

61* (61.6)
6* (6.1)

29* (34.1)
11* (12.9)

16* (36.4)
2* (4.6)

0*

1* (1.2)

0*

7 (6.8)
21 (20.4)
71 (68.9)
4 (3.9)
43 (51.2)

10 (10.9)
25 (27.2)
53 (57.6)
4 (4.4)
31 (41.3)

6 (13.3)
10 (22.2)
28 (62.2)
1 (2.2)
15 (46.9)

40* (48.2)
11* (22.0)

50* (66.7)
23* (46.0)

13* (37.1)
16* (32.0)

44.6* (11.3)
23.7* (11.5)
11.8 (5.2)
33* (67.4)
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Table 2: Diagnostic change during treatment at CTP
All
(n=251)

Refugees
(n=107)

No change in diagnosis
156 (75.0)
63 (76.8)
Change from the referral diagnosis to the
8 (3.9)
3 (3.7)
diagnosis after the assessment
Change from the referral diagnosis to the
12 (5.8)
4 (4.9)
diagnosis after mid-term evaluation
Change from the referral diagnosis to the
32 (15.4)
12 (14.6)
diagnosis after the end of treatment
* There were no significant differences between groups (p-value>0.05).

Family
reunified
(n=95)
N (%)
64 (74.4)
1 (1.2)

Other migrants
(n= 49)

29 (72.5)
4 (10.0)

6 (7.0)

2 (5.0)

15 (17.4)

5 (12.5)
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Table 3: Changes in diagnosis from referral and during the treatment course at CTP
Referral diagnosis (n=47)
F20.0 Paranoid schizophrenia (n=1)

F32.9 Depressive episode, unspecified (n=17)

F40.0 Agoraphobia (n=1)

F41.9 Anxiety disorder, unspecified (n=8)

F43.0 Acute stress reaction (n=1)

F43.1 PTSD (n=14)

F43.2 Adjustment disorders (n=3)
F60.9 Personality disorder, unspecified (n=1)

New diagnosis
F43.1 PTSD (n=1)
Remission (n=1)
F20.0 Paranoid schizophrenia (n=1)
F23.9 Acute and transient psychotic disorder, unspecified (n=1)
F31.9 Bipolar affective disorder, unspecified (n=1)
F41.9 Anxiety disorder, unspecified (n=1)
F43.1 PTSD (n=3)
F43.2 Adjustment disorders (n=2)
F44.9 Dissociative disorder, unspecified (n=1)
F45.9 Somatoform disorder, unspecified (n=1)
F60.6 Anxious personality disorder (n=1)
F40.1 Social phobias (n=1)
Remission (n=1)
F32.9 Depressive episode, unspecified (n=1)
F45.8 Other somatoform disorders, dysphagia (n=1)
F41.1 Generalized anxiety disorder (n=1)
F43.1 PTSD (n=2)
F43.9 Reaction to severe stress, unspecified (n=1)
F60.9 Personality disorder, unspecified (n=1)
F43.2 Adjustment disorders (n=1)
Remission (n=2)
F06.9 Unspecified mental disorder due to brain damage and dysfunction and to
physical disease (n=1)
F32.9 Depressive episode, unspecified (n=1)
F33.1 Recurrent depressive disorder, current moderate (n=1)
F34.1 Dysthymia (n=3)
F41.1 Generalized anxiety disorder (n=1)
F43.2 Adjustment disorders (n=1)
F60.3 Emotionally unstable personality disorder (n=1)
F62.0 Enduring personality change after catastrophic experience (n=1)
F32.1 Moderate depressive episode (n=1)
F41.9 Anxiety disorder, unspecified (n=1)
F43.1 PTSD (n=1)
F09 Unspecified organic or symptomatic mental disorder (n=1)
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Table 4. Examples from qualitative analysis of the text
Meaning units
Code
Theme
”The patients background plays a major role for her current situation, where
Loss of identity
Acculturative
she describes that she is neither Danish nor real Arabic. Not quite at home
stress
anywhere”
“feels, to a large extent, under suspicion and mistreated by municipal
Misunderstandings
authorities”
“Largely, the current problems concern leaving the home country with all the Cultural
losses implied and finding a new life in Denmark."
bereavement
Note: Meaning units represent parts of the text and are coded according to their content. The codes are then
gathered into suitable and descriptive categories. Hereafter the codes are clustered into overarching themes with the
highest level of abstraction from the script. Some meaning units were placed into numerous codes.
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Figure 1, supplementary: Treatment course at the Competence Centre for Transcultural Psychiatry
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Nurse treatment

End of
treatment
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Table 5, supplementary: Score differences between baseline and follow up ratings
Rating

Mean baseline score
(SD)

Symptoms self-administered ratings
Refugee
HTQ (n=61)
3.06 (0.53)
(n=107)
HSCL-25 (n=61)
2.88 (0.46)
SCL-90 (n=49)
2.40 (0.67)
VAS (n=29)
6.95 (2.46)
Family reunified
HTQ (n=56)
3.09 (0.52)
(n=95)
HSCL-25 (n=61)
2.97 (0.53)
SCL-90 (n=49)
2.66 (0.76)
VAS (n=30)
6.54 (2.45)
Other
HTQ (n=20)
3.13 (0.69)
(n=49)
HSCL-25 (n=24)
2.89 (0.54)
SCL-90 (n=22)
2.37 (0.91)
VAS (n=15)
6.25 (2.74)
Life quality/level of functioning self-administered ratings
Refugees
WHO-5 (n=56)
17.34 (18.32)
SDS (n=45)
7.19 (2.67)
Family reunified
WHO-5 (n=59)
20.95 (21.81)
SDS (n=54)
7.58 (2.28)
Other
WHO-5 (n=21)
21.33 (24.34)
SDS (n=20)
7.41 (2.52)
Observer ratings
Refugees
GAF-S (n=16)
47.75 (13.02)
GAF-F (n=16)
49.25 (9.09)
HoNOS (n=54)
1.13 (0.45)

Mean end of
treatment score (SD)

Mean difference (SD)

2.79 (0.68)
2.63 (0.74)
2.20 (0.90)
5.53 (2.86)
2.76 (0.68)
2.73 (0.75)
2.49 (0.96)
6.60 (2.69)
2.72 (0.86)
2.46 (0.78)
2.01 (1.16)
5.08 (3.66)

0.27* (0.60)
0.26* (0.60)
0.20 (0.74)
1.41* (2.28)
0.33* (0.58)
0.24* (0.64)
0.18 (0.84)
- 0.06 (2.51)
0.41* (0.76)
0.44* (0.76)
0.36 (0.90)
1.17 (2.89)

29.79 (27.12)
6.52 (3.14)
29.02 (29.22)
6.73 (3.09)
32.76 (34.12)
6.50 (3.38)

12.45* (26.02)
-3.34* (8.96)
8.07* (25.44)
- 2.52 (9.48)
11.43* (23.57)
- 1.33 (10.63)

53.94 (10.12)
52.38 (12.15)
0.80 (0.52)

6.19* (10.54)
3.13 (8.48)
0.33* (0.39)

Family reunified

GAF-S (n=13)
53.92 (10.43)
53.77 (7.20)
- 0.15 (5.74)
GAF-F (n=13)
50.08 (9.02)
53.15 (9.58)
3.08 (7.59)
HoNOS (n=53)
1.04 (0.44)
0.90 (0.47)
- 0.15* (0.47)
Other
GAF-S (n=4)
56.50 (10.91)
56.25 (11.09)
0.25 (8.18)
GAF-F (n=4)
52.50 (13.33)
56.25 (14.93)
3.75 (8.50)
HoNOS (n=17)
1.09 (0.46)
0.76 (0.45)
- 0.33* (0.52)
* p<0.05 indicating significant difference between baseline and end of treatment score.
The Harvard Trauma Questionnaire, all PTSD symptoms in both DSM-IV and ICD-10 (Oruc et al., 2008). Hopkins
Symptom Check List-25, for the severity of anxiety and depression symptoms (Oruc, 2008). The somatisation items of
SCL-90, for somatic symptoms (Derogatis, 1994). Visual Analogue Scale, to monitor pain in the body (Olsen et al.,
2007). WHO-5, for measuring life quality in different groups of psychiatric patients (Topp et al., 2015). Sheehan
Disability Scale was used to measure different areas of functioning: family life, work and social networks (Sheehan,
1983). Global Assessment of Functioning, two numerical observer rating scales, was used to evaluate overall severity
of symptoms (GAF-S) and level of functioning (GAF-F) (Bastin et al., 2013). The Health of the Nation Outcome Scales,
an observer rating scale, was used to measuring behaviour, impairment, symptoms and social functioning (Pirkis et al.,
2005).
HTQ=1-4 (1 best score), HSCL-25=1-4 (1 best score), SCL=1-4 (1 best score), VAS=0-10 (0 best score), WHO-5=0-100
(100 best score), SDS=0-10 (0 best score), GAF = 0-100 (100 best score), HoNOS=0-4 (0 best score).
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Abstract
Previous studies have shown the importance of focusing on the cultural background of migrant
patients in the psychiatric assessment. The Cultural Formulation Interview (CFI) offers a patientfocused approach to bring forward the cultural context of the patient in the clinical encounter. The
objective of this study was to explore the acceptability and clinical utility for medical doctors
(MDs) and the acceptability for migrant patients of the CFI. In this study the first session consisted
of a standard clinical assessment. The CFI was conducted in the second session to explore
additional information gained from the CFI. Immediately after the CFI data was collected with two
questionnaires inquiring about the use of the CFI: one for MDs (n=12) and one for migrant patients
(n=71), which both contained closed- and open-ended questions. The findings showed that the
CFI, in addition to standard assessment, was useful to the MDs for planning the treatment (60.0%)
and for exploring the patients’ view on their cultural and social context (74.7%), but less for the
diagnostic process (9.9%). The patients reported a high overall satisfaction with the CFI (93.0%)
and viewed it as a welcomed opportunity to tell their story. The findings add to existing knowledge
on the CFI in terms of acceptability for patients of a primarily Middle Eastern origin and patients
using an interpreter during the CFI session. Based on the findings of this study, the CFI is
recommended to clinicians for treatment planning purposes and for exploring the cultural and
social context of the patient.
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Introduction
Globally, the number of persons with migrant background has increased (Bäärnhielm, Laban,
Schouler-Ocak, Rousseau, & Kirmayer, 2017; Statistics Denmark, 2017). By January 2017, 10% of
the Danish population consisted of migrants and 58% of these migrants were of non-Western
origin originating from over 200 different countries. In Denmark, a migrant is defined as a person
who immigrated to Denmark and was born abroad by parents without Danish citizenship
(Statistics Denmark, 2017).
For the Danish health care system, the increasing number of patients with diverse cultural
backgrounds has brought new challenges.

All individuals have cultural backgrounds, which contribute to their understanding of health and
illness. The cultural backgrounds of patients should therefore be taken into account in a culturally
sensitive approach in the clinical encounter (Lewis-Fernández et al., 2014). Studies have shown
that clinicians experience difficulties in their daily work when communicating with, understanding,
diagnosing and treating people with different cultural background to their own (Jensen, 2013;
Nielsen, Krasnik, & Michaelsen, 2008). When migrants in Denmark seek help in the Danish health
care system they experience less trust and empathy, than the non-migrant population when
encountering healthcare professionals (Esholdt & Fuglsang, 2009) and such challenges in the
encounter have been linked to lower patient satisfaction (Ferguson & Candib, 2002). Because
language, communication and mutual understanding are central to the psychiatric assessment the
abovementioned challenges become particularly critical to the diagnostic process and treatment
of migrant patients. Hence, there is a need to enhance a culturally sensitive approach in psychiatry
which can enhance mutual understanding in the clinical encounter and the diagnostic process.
156

A culturally sensitive approach and the diagnostic process
A culturally sensitive approach includes the ability to understand and be aware of culturally
embedded health beliefs and practices (Betancourt, Green, Carrillo, & Park, 2005; Flores, 2000;
Kirmayer, 2012) which influence both patients’ and clinicians’ explanatory models and how
patients behave and make sense of their illness and treatment (Janz & Becker, 1984; Kleinman,
1988; Kleinman, Eisenberg, & Good, 1978). Clinicians’ capability to assess and understand these
explanatory models has been shown to influence patient satisfaction with the treatment,
compliance, and clinical outcome (Vermeire, Hearnshaw, Van Royen, & Denekens, 2001; Young &
Garro, 1982). A culturally sensitive approach has been described as a way to reduce cultural
disparities in healthcare and has shown to be of importance in relation to assessments in
psychiatry (Bennegadi, 2009). In a study from Sweden, the use of the Outline for Cultural
Formulation (OCF) from DSM-IV, a framework of four components and an overall cultural
assessment (American Psychiatric Association, 1994) resulted in major revisions of diagnoses for
57% of patients (Bäärnhielm, Åberg Wistedt, & Scarpinati Rosso, 2015). Another study from
Canada, using the OCF in a cultural assessment showed revisions of diagnoses for 49% of the
patients. Therefore, in order to meet the challenges of patients with heterogeneous needs and
cultural backgrounds and to provide all patients with equal access to good quality care, there is a
need for methods and tools that are culturally sensitive (Bhugra et al., 2011; Bäärnhielm &
Scarpinati Rosso, 2009).
The Cultural Formulation Interview
In 2013 the Cultural Formulation Interview (CFI) was published in DSM-5 (American Psychiatric
Association, 2013). The CFI is a semi-structured interview guide and an instrument that offers a
systematic patient-focused approach and incorporates cultural awareness into the clinical work.
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Experiences from the OCF were used along with literature review and consensus-building
discussions to establish agreement on operationalising the OCF into the CFI (Lewis-Fernández et
al., 2017). The CFI consists of a core patient interview, an informant version, and twelve
supplementary modules. The supplementary modules can be used for further exploration of
themes in the CFI, such as explanatory models, levels of functioning, social network and four
modules for specific groups, such as school-age children and adolescents and refugees (LewisFernández, Aggarwal, Hinton, Hinton, & Kirmayer, 2016). The growing research on the CFI
indicates that it can help enhancing patient-clinician communication, a building of trust and
achieving a better mutual understanding in the clinical encounter (Aggarwal, Desilva, Nicasio,
Boiler, & Lewis-Fernández, 2015; DeSilva, Aggarwal, & Lewis-Fernández, 2018; Ramírez Stege &
Yarris, 2017). The CFI aims at framing a cultural formulation that together with the clinical
assessment should result in culturally sensitive diagnoses (American Psychiatric Association, 2013).
A correct diagnosis is critical for the provision of appropriate mental health treatment. The CFI
provides an opportunity for clinicians to learn about their patients’ lived experiences and
explanatory models. Clinicians can translate this information into the health care systems’ disease
model when formulating the symptoms and diagnosis. In the CFI section in DSM-5 it is suggested
that the CFI could be especially helpful in the diagnostic process when there are differences in for
example the cultural backgrounds of the patient and the clinician (American Psychiatric
Association, 2013).
The objective of this study was to explore the acceptability and clinical utility for medical doctors
(MDs) and the acceptability for migrant patients of the CFI.
Methods
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The current study was based on 71 CFI sessions after which data was collected using two
questionnaires inquiring about the use of the CFI: one for MDs and one for migrant patients. Both
questionnaires contained closed- and open-ended questions, generating quantitative and
qualitative data, respectively.
Study participants and data collection
The CFI were conducted by 12 participating MDs with 71 individual patients. A standard session
with an MD was estimated to 45-50 minutes, meaning that the CFI lasted up to a maximum of 50
minutes. The use of interpreters probably added additional time to the interview compared with
the time spent in earlier studies. The MDs included in the study were heterogeneous in terms of
age, sex and clinical experience. The MDs were asked to include all patients who fulfilled the
inclusion criteria during the inclusion period. The MDs were not instructed to collect data on
patients declining to participate, therefore no record was kept with this information.
The inclusion criteria of i) being 18 years or older, ii) being an migrant, iii) having been diagnosed
with a mental disorder according to ICD-10 (World Health Organization, 2011) by a MD, and iv)
having given written informed consent.
The MDs were all senior consultants in psychiatry or residents. The first and second author used
the same presentation for the training of all MDs participating in the present study in the use of
the CFI and the data collection. The presentation covered the historical background and rationale
for developing the CFI, an introduction to the different CFI-versions and the supplementary
modules. Furthermore, video clips on parts of the interview were shown from a real-life
consultation between the first author and a patient to illustrate the potential of the CFI. In the
presentation, instructions in how to use the guide were given and all themes and CFI-questions
were reviewed in plenary one by one. Instructions were given in probing and clarifying questions
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when the answers were inadequate. The MDs were instructed to follow the order of the 16
questions. The training lasted for 1-2 hours. All data collection material was covered in the training
and the MDs had time to read printed versions and ask questions. In the present study, the first
session after referral consisted of a standard clinical assessment with diagnostic procedures and
gathering of basic demographic data performed by a MD. In the following session, the same MD
carried out the core CFI (Interview til evaluering af kulturelle faktorer ( CFI ), 2017). Based on the
clinical assessment and the CFI the MD should compile an initial evaluation of the patient which
includes assessment of psychopathology, diagnosis and a treatment plan. The CFI was conducted
in the second session in the present study in order to investigate the additional value gained from
the CFI. For the data collection the MDs filled in a questionnaire on whether the 16 CFI questions
were asked or otherwise covered in the session, meaning if they had asked the specific question or
if the content corresponding to the question had already been spontaneously answered by the
patient without the question having been asked by the MD. The questionnaire also contained
closed- and open-ended questions on whether the CFI had changed the MDs understanding of the
patients’ symptoms, diagnoses or had contributed to a change in the content of the treatment
plan. The MDs noted if any relevant additional information was brought forward during the CFI
that had not been identified in the previous standard assessment. The migrant patients were
asked to fill in a questionnaire on acceptability and satisfaction with the interview. The content of
this questionnaire was adapted from the open-ended, semi-structured debriefing interview
questions for patients from the CFI Field Trial (Aggarwal, Nicasio, DeSilva, Boiler, & LewisFernández, 2013). The questionnaires were filled in immediately after the CFI. The data from the
qualitative questions in this study were to contribute to the data from the quantitative questions
and lead to a more in-depth description and understanding.
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The Danish mental health care system and research settings
The Danish public health care system offers services free of charge for anyone with Danish
citizenship and for migrants with residence permit or registration certificate, which excludes
asylum seekers (Ministry of Refugee Immigration and Integration Affairs, 2011; Pedersen, 2011).
Patients with limited language proficiency must be offered interpreting assistance and in the study
period the interpreters were paid by the health care system. The interpreters used in this study
are paid by the hour to assist with assessment and treatment and all interpreters were introduced
to the present study’s different components as well as the background and contents of the CFI. In
the present study 58.1% used interpreting assistance in the sessions. In 2010 standardised
assessment and treatment courses for specific diagnoses with a predefined duration and content
(Danish Regions, 2011) were introduced in the Danish mental health care system to ensure
nationwide high quality and timely treatment (within four weeks after referral).
Data was collected at the following three clinics in the Capital Region of Denmark: Competence
Centre for Transcultural Psychiatry (CTP) at Mental Health Centre Ballerup where 9 MDs included
62 patients (inclusion period: 1 June 2014 - 31 December 2014 and 1 June 2015-1 June 2016);
Outpatient Clinic Ballerup at Mental Health Centre Ballerup (PAB) where 1 MD included 3 patients
(inclusion period: 1 June 2014 - 31 December 2014); and Section of Immigrant Medicine,
Department of Infectious Diseases at University Hospital Hvidovre (IMK) where 2 MDs included 6
patients (inclusion period: 1 June 2015-1 June 2016). An extra inclusion period at CTP (1 June
2015-1 June 2016) was launched because of a smaller contribution from the other clinics than
expected and originally agreed upon. This was due to changes in personnel at the clinics.
PAB is a general outpatient mental health clinic. CTP and IMK are both tertiary outpatient clinics
focused on migrant health. CTP is a competence centre for specialised treatment, research, and
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knowledge sharing offering assessment and treatment for mental disorders. IMK offers treatment
for somatic disorders. High comorbidity exits between psychiatric and somatic disorders and the
clinical experience at IMK indicates that a high number of IMK patients suffer from mental health
problems in addition to somatic illness. Therefore, we found it relevant to assess the acceptability
and clinical utility of the CFI on the IMK-patient population (Lolk, Byberg, Carlsson, & Norredam,
2016).
Data analysis
Quantitative data
The demographic data on the patients was analysed with descriptive statistics and the psychiatric
diagnoses were grouped according to ICD-10 within the diagnostic chapters F00–99 (World Health
Organization, 2011). The questionnaire data was analysed to provide an overview of the MDs’
experiences using the CFI and the patients’ acceptability and satisfaction with the CFI. All statistical
analyses were conducted in Stata 14 (Stata Corp, 2015).
Qualitative data
Text derived from the open-ended questions in both questionnaires was analysed using systematic
text condensation (Malterud, 2012), where a systematic approach was applied to code and
categorise meaning units throughout the text. The codes were established when reading through
the texts using the software NVivo 11 (NVivo qualitative data analysis Software, 2017).
Subsequently, crosscutting codes were compiled in wider themes. The text from the open-ended
questions was read several times to develop an overall understanding of the text and coded by
both the first and second author, followed by a discussion and comparison of codes between the
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two authors to reach an agreement for a set of codes and themes. To further secure agreement
upon the qualitative findings, codes and themes were discussed with the last author.
Ethical considerations
This study protocol was submitted to the Regional Committee on Health Research Ethics in
Denmark (Journal nr.: H-3-2013-FSP61) but did not require ethical approval, according to § 2 of
the Danish Committee Act registry research projects, interview surveys and questionnaire surveys
must only be reported if human biological material is included in the project. The protocol was
approved by the Danish Data Protection Agency and the project recognises the Declaration of
Helsinki II. The patients were informed about the study orally and in writing, an interpreter was
used for patients with limited Danish proficiency. All patients gave informed consent before being
included in the study. Participation in the study was not a prerequisite to receive treatment.
Results
This section provides the quantitative and qualitative results for the MDs, followed by the
quantitative and qualitative results for the patients.
The sociodemographic characteristics of the MDs and patients are presented in table 1. The
majority of the MDs were females (83.3%), born in Denmark (75.0%), and residents (66.7%).
The sex distribution in the patients was uneven with 62.0 % females and 38.0 % males. The age
and duration of stay was skewed. The median age was 44 years and the patients had a median of
18 years duration of stay in Denmark (interquartile range: 6-26). The population mainly originated
from Middle Eastern Countries: Iraq (17.1%), Syria (12.9%), Afghanistan (11.4%), and other Middle
Eastern Countries (24.3%). The distribution of psychiatric disorders within the ICD-10 diagnostic
chapters was as follows: Anxiety disorders (63.3%), Depression (31.0%), Schizophrenia (2.8%),
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Personality disorder (1.4%), and Attention-deficit hyperactivity disorders (1.4%). Out of all anxietyrelated disorders, PTSD accounted for 56.4% of the 63.3%.
Medical Doctors
Quantitative results
As illustrated in table 2, the majority of the CFI questions were asked or otherwise covered in most
cases. Three questions stood out as being asked less than the others: question 5, 10 and 15.
Question 5 (“What do others in your family, your friends, or others in your community think is
causing your [PROBLEM]?”) was covered by 81.7% of the MDs, 77.5% covered question 10 (“Are
there any aspects of your background or identity that are causing other concerns or difficulties for
you?”), and 81.7% covered question 15 (“Are there other kinds of help that your family, friends, or
other people have suggested would be helpful for you now?”). The assistance of an interpreter did
not affect the amount of questions asked from the CFI compared to the patients not using the
assistance of an interpreter (data not shown).
Questions regarding clinical utility revealed that 28.2% of the MDs reported that the CFI was
useful for gaining additional information on the patients’ symptoms, and only 9.9% reported that
the CFI provided information that contributed to the diagnosing of the patients. In relation to
improving treatment plans, 60.6% reported that the CFI provided useful extra information. The
MDs reported that the CFI contributed with relevant new information compared to the standard
assessment in 74.7% of the cases. The quantitative results on the clinical utility of the CFI from the
MDs are shown in table 3.
Qualitative results
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For the MDs, 21 codes were identified. Subsequently, the codes were collected in a crosscutting
thematic analysis into 4 overarching themes: i) Timing and value of the CFI information, ii)
Understanding of the patient, iii) The patients’ reflexivity and understanding of the questions, and
iv) Cultural background of the patient.
Timing and value of the CFI information
A recurrent finding in the qualitative data concerned the timing of the CFI during the assessment.
Conducting the CFI after the standard assessment resulted in content repetitions and became a
source of frustration for the MDs who repeatedly reported that both symptoms and diagnoses
were “thoroughly elucidated during the first assessment interviews” and that the “CFI didn’t
change anything” because they “already had enough information”. Yet, some MDs had a more
positive framing of this repetition and reported “[The CFI] gave me confirmation that we are in
fact dealing with PTSD and depression” and “The CFI supports that this is the right diagnosis”.
Understanding of the patient
This theme consists of feedback from MDs on new knowledge about the patient gained from the
CFI. Several of these statements revolved around understanding the patients’ perspective on their
mental and bodily symptoms, their life story, and their family situation. The CFI helped identify the
most important problem and the treatment focus. One MD summed up the additional value of the
CFI as follows: “Better understanding of the patient’s perception of own background and its role in
the disorder”. Another MD stated: “[With the CFI,] it became evident that the patient is stuck in his
own problematic situation and that he does not have any strategies to deal with it”. Information
about social support and family situation were the most highlighted outcomes of the CFI. The MDs
reported that they gained a more comprehensive understanding of the conflicts and relations in
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the family and close social network, which contributed to understanding the patient’s context.
Some remarks were recurrent in relation to the family situation, for example: “The CFI gave me
the opportunity to go more into depth with how the family “culture” creates great conflicts
between the patient and her family, and how it is a burden for the patient”. Some MDs found that
the CFI helped identifying the most important problem and the treatment focus: “We [the MD and
patient] pointed out a very concrete problem that the patient wanted to solve” and another
reported: “Her faith could possibly help her in the work with acceptance and understanding of her
disorder”.
The patients’ reflexivity and understanding of the questions
The CFI questions were described as hard to understand for some patients, which was a barrier for
conducting the CFI: “It became very obvious that the patient had a hard time following the
interview cognitively. The questions were too difficult for him”, and “The patient had difficulties
answering / understanding the context and the words...” The MDs were trained in using probes as
suggested in the CFI and clarify meanings, but this did not seem to fully eradicate the problems
with the patients’ understanding: “Several of the questions - even with elaboration - did not make
sense to her”. This finding was independent of Danish proficiency and length of stay in Denmark
(data not shown).
Cultural background of the patient
There were no specific questions regarding culture in the MDs’ questionnaire, but the MDs
commented on the theme several times. Some MDs stated that the patient did not differ from the
non-migrant population in Denmark and thus concluded that culture was not an issue in relation
to the disorder: “The patient does not have a different cultural perception. Was raised by western166

oriented parents! Came to Denmark [with her parents] early in life and does not need an
interpreter”. A different position among some of the MDs was that culture had a great impact on
the understanding of the patients and their presentation of their problem: “There are cultural
barriers that make it difficult to decode the meaning of what the patient says. At the same time, I
have some doubt about how much the patient understands”. Finally, a third position represented
by some MDs was that the cultural background of the patient was a key to understanding the
person and the symptoms rather than a barrier for understanding:
“What is significant from this patient’s culture? Masculinity. This is an issue of great
importance for the patient and it is a stressor that he believes that his whole life can fall
apart due to illness. The CFI has helped me understand the patient’s worries about and
expectations for treatment”.
In line with the quote above, another MD stated: “[The patient] has informed me that his culture
and background taught him to be patient and to endure. He will not give up.”
Migrant patients
Quantitative results
The results of the questionnaire on patient satisfaction and acceptability of the CFI are presented
in table 4. The overall impression of the CFI was positive for 93.0% of the patients (fair, good, or
very good). The same percentage found that the MD showed understanding towards their cultural
background. There were 11.3% of the patients that did not find that the CFI was very different
from the questions the MD generally asks during other conversations.
Qualitative results
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For the patients, 16 codes were identified. Subsequently, the codes were collected in a
crosscutting thematic analysis into 4 main themes: i) Positive experience of the CFI, ii) Negative
experience of the CFI, iii) Tell my story, and iv) Hope. The themes are described below.
Positive experience of the CFI
The patients who gave positive feedback on the CFI commented on both the overall experience
with the CFI: “The conversation was positive”; “Very useful” and the formulation of the questions:
“The questions were very tangible”. In the questionnaire, patients were asked to identify the best
or most important CFI question. One response was “I don’t know because all questions were
combined and interrelated” whereas others gave concrete examples and highlighted questions
focusing on: “How can we help you with your problems?” for example CFI questions 14 and 16.
Negative experience of the CFI
Negative feedback in the answers to the open-ended questions revolved around statements, such
as “The questions had nothing to do with me”; “It felt awkward”, and “Some of the questions were
a bit strange”. To the question on which CFI questions were particularly difficult to answer, some
patients stated that certain CFI questions were difficult to understand: “There were questions I
didn’t understand” and that the interview was difficult to remember, even though the
questionnaire was filled in right after the interview: “[…] but I don’t remember it”.
Tell my story
The most consistent finding in the patients’ positive remarks when answering the open-ended
questions was about the value and importance of telling their own story. Patients wrote feedback
in line with the following quotes: “[The medical doctor] got more knowledge on my situation and
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my cultural background”; “The medical doctor understood the cause of my suffering. I feel very
safe with her”.
Hope
To the question on how the CFI contributed to the patients’ attitude towards future mental health
treatment, several patients expressed hope for the future and their future treatment. Some of the
statements included: “I have noticed a positive effect already”; “If the medical doctor knows more
about me, then she is better equipped to help me”; “[The CFI] gave me much more positive outlook
for the future”. In contrast, some felt less hopeful about their future following the CFI: “It was
hard. I suddenly started thinking about stuff - like our poverty. That makes me sad”.
Discussion
The findings of this study on the clinical use of the CFI showed that the CFI, in addition to a
standard clinical assessment in mental health care, is useful to MDs for treatment planning and for
exploring patients’ meaning making concerning their cultural and social context, but less for the
diagnostic process. The patients reported a high overall satisfaction with the CFI and viewed it as a
welcomed opportunity to tell their story.
This is the first study exploring the use of the CFI in Denmark and the first study of the CFI with a
patient population primarily of Middle Eastern origin and with interpreting assistance. Findings
from this study showed that the clinical utility of the CFI in regard to identifying symptoms and in
the diagnostic process was not considered high by the MDs which was found in earlier studies
using the OCF (Adeponle, Thombs, Groleau, Jarvis, & Kirmayer, 2012; Bäärnhielm et al., 2015).
However, many MDs still reported to have gained other types of information about the patient,
which could be helpful in the further treatment process, which is consistent with the findings of
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earlier studies on the CFI, e.g. the field trial on the earlier version of the CFI and a purely
quantitative study from India (Lewis-Fernández et al., 2017; Paralikar, V.P. et al., 2015).
The patients’ mean duration of stay in Denmark was 18 years, which is very similar to other
studies from CTP (Carlsson, Sonne, Vindbjerg, & Mortensen, 2018; Sonne, Carlsson, Bech, &
Mortensen, 2016). Thus, the patients’ cultural understandings of health and illness could have
been influenced by the long stay in Denmark, which could explain why the MDs found the CFI less
useful for the diagnostic process. However, length of stay in another country does not necessarily
affect one’s explanatory models (Mattingly, 2008).
In Denmark, especially at CTP, standardised treatment packages are used. The standardisation
primarily concerns the scope of the treatment and, to a lesser extent, the content. This approach
could be contradictory to the person-centred approach in the CFI, which strives to avoid
stereotyping. Consequently, the results regarding usefulness for treatment planning are debatable
because the standardized treatment leaves less room for the patient and the clinician to negotiate
an individual treatment plan that is tailored to the preferences of the patient. Nevertheless, the
findings from the qualitative results support that the CFI is useful for individual adjustments in the
treatment plan, even within rather standardised treatment courses.
With the use of interpreting assistance follows well-known challenges such as the risk of
misunderstanding verbal and non-verbal communication and underestimating how interpreting
assistance influences the treatment alliance (Bauer & Alegría, 2010). Therefore, it is a possibility
that CFIs conducted with the assistance of an interpreter could contain less information due to
abbreviations and perhaps less openness from the patient. As this study was done in real-life
clinical settings and the settings were not changed to fit a specific study design, it was not possible
to extend any of the CFI sessions according to the need for interpreting assistance, meaning that
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the actual time spent on the CFI could be shorter in sessions where interpreting assistance was
used. However, use of interpreter did not affect the amount of questions asked from the CFI.
The DSM-5 Handbook on the Cultural Formulation Interview highlights the importance of
reflecting on issues related to cultural safety when implementing the CFI in clinical work, such as
the fact that individuals who have experienced racism, discrimination, and marginalisation can
have mistrust towards institutions and their staff (Lewis-Fernández et al., 2016). This issue can
result in difficulties in achieving effective assessments, including the CFI. Cultural safety has earlier
been pointed out to be vital in obtaining cultural information in the clinical encounter (Kirmayer,
2012). With this in mind the results of the MD questionnaire, suggesting that there was a limited
gain of additional information from the CFI with regard to symptoms and diagnosis, could be
explained by lack of cultural safety among some migrant patients, affecting the amount of cultural
information expressed during the CFI (Lewis-Fernández et al., 2016).
The MDs in this study were not paid separately to conduct the CFI but did it as part of their
everyday clinical work. Busy clinicians may not use cultural assessments if the perceived cost of
time outweighs the benefit (Aggarwal et al., 2013). The issue of time spend versus information
gained seemed to be an issue for the MDs and might explain why data collection was difficult to
manage. This study was conducted in a real-life clinical setting and therefore provides valuable
information on the actual use of the CFI.
Limitations and strengths
Our study had some limitations. In 2016, two years after the initiation of this study, The DSM-5
Handbook on the Cultural Formulation Interview was published (Lewis-Fernández et al., 2016).
There are points of discrepancy between how the developers of the instrument intended the CFI
to be used and how it was applied in the present study. However, this study was initiated in
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concordance with the introduction text in DSM-5 and to explore the additional value of the CFI it
was used after the first session. The results, especially on the usefulness of the CFI with regard to
the patients’ symptoms and diagnoses, have clearly been affected by the study design because
this to some extent at least could have been exposed in the first session. With CTP being a clinic
specialised in transcultural psychiatry, it can be assumed that MDs are trained and experienced in
accordance with its transcultural assessments. Considering this and the fact that CTP was the main
contributor to the data collection might explain why MDs did not find the CFI very useful for
identifying symptoms and diagnoses. The above-mentioned limitations might also explain why the
patients reported that the CFI questions did not differ much from the questions asked in the
standard assessment. However, due to difficulties with data collection outside CTP, we did not
have enough data to analyse the differences between tertiary and non-tertiary clinics. This would
be an interesting area of further research.
The results indicate that the CFI is acceptable for psychiatric patients with interpreting assistance.
Nevertheless, together with the data being completed by the MDs after the patient had left and
before the next patient session - along with all the other documentation, this could have meant a
shortage of time. Nevertheless, the time used for interpretation could have resulted in some of
the answers from the MDs and patients being rather short and might not represent the full
amount of nuances.
This study used self-report instead of more objective measurements which could result in a selfbias, but the MDs were asked about the CFI not their own performance.

There has been a growing discussion on the importance of training in the administration of the CFI
in the years after the CFI was published. A recent study from Mexico shows that training in
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especially the concept of culture is essential (Ramírez Stege & Yarris, 2017). The results of this
study revealed a somewhat static concept of culture, similar to the Mexican study, whereas the
CFI was based on a more dynamic concept of culture. If the clinicians are insufficiently trained in a
dynamic concept of culture this will affect their ability to clarify and adjust questions to suite the
individual patient. Thus, uncertainty about the concept culture could explain the finding that
participants had difficulties understanding the questions as well as the finding that questions 5,
10, and 15 were asked less often than the other questions. Perhaps the MDs were not aware of
how question 5 and 15 could indirectly reveal the cultural background of the patient and perhaps
the MDs lacked information to adjust and clarify question 10.
A methodological strength is the mix of quantitative and qualitative data and the real-life clinical
conditions under which the data was collected as opposed to a setting changed to fit a specific
study design. This resulted in a nuanced description of the clinical usefulness of the CFI. This study
also included an aspect of the potential use of the CFI in somatic health care. However, because of
only few participants from IMK these results are not generalizable and thereby inconclusive.
Further research in this area is recommended.
Conclusion
The findings of this study suggest that the CFI is useful to the MDs for treatment planning
purposes but of less use in the diagnostic process. Furthermore, the CFI was found to be a useful
instrument for exploring the cultural and social context of the patients’ mental health problems.
The patients viewed the CFI as a welcomed opportunity to tell their story and the findings show
that the CFI is also acceptable for psychiatric patients of primarily Middle Eastern origin and when
using interpreting assistance. In conclusion, based on the findings of this study, use of the CFI is
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recommended to clinicians for treatment planning purposes as it can give a better understanding
of the mental health problems of the individual patient.
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Tables
Table 1: Sociodemographic characteristics of MDs and patients and patients’ psychiatric diagnoses
MDs
n
(%)
All (n=12)
Sex
Female
10
83.3
Male
2
16.7
Country of origin
Denmark
9
75.0
Sweden
1
8.3
Bosnian
1
8.3
Philippines
1
8.3
Level of experience
Senior consultant
4
33.3
Resident
8
66.7
Patients
n
(%)
All (n=71)
Sex
Female
44
(62.0)
Male
27
(38.0)
Interpreting assistance
43
(58.1)
Country of origin
n
(%)
Iraq
12
(17.1)
Syria
9
(12.9)
Afghanistan
8
(11.4)
Other Middle Eastern countries
17
(24.3)
North Africa
11
(15.7)
Eastern Europe
7
(10.0)
Asia
6
(8.6)
Psychiatric diagnosis
Anxiety related disorder
5
(7.0)
PTSD
40
(56.4)
Anxiety related disorder other
than PTSD
Depression
22
(31.0)
Schizophrenia
2
(2.8)
Personality disorders
1
(1.4)
Attention-deficit hyperactivity disorders 1
(1.4)
Median
(interquartile range)
Age
44
(35-52)
Years since arrival in Denmark
18
(6-26)
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Table 2:
Cultural Formulation Interview; questions asked or otherwise covered during the session
Yes
n (%)

No
n (%)

Question 1: What brings you here today?

71
(100.0)

0

Question 2: Sometimes people have different ways of describing their problem to
their family, friends, or others in their community. How would you describe your problem
to them?
Question 3: What troubles you most about your problem?

70
(98.6)

1
(1.4)

71
(100.0)

0

Question 4: Why do you think this is happening to you? What do you think are the
causes of your [PROBLEM]?

69
(97.2)

2
(2.8)

Question 5: What do others in your family, your friends, or others in your community think
is causing your [PROBLEM]?

58
(81.7)

13
(18.3)

Question 6: Are there any kinds of support that make your [PROBLEM] better, such as
support from family, friends, or others?

71
(100.0)

0

Question 7: Are there any kinds of stresses that make your [PROBLEM] worse,
such as difficulties with money, or family problems?

71
(100.0)

0

Question 8: For you, what are the most important aspects of your background or
identity?
Missing: 1 (1.4)
Question 9: Are there any aspects of your background or identity that make a difference to
your [PROBLEM]?
Missing: 1 (1.4)
Question 10: Are there any aspects of your background or identity that are causing
other concerns or difficulties for you?
Missing: 1 (1.4)
Question 11: Sometimes people have various ways of dealing with problems like
[PROBLEM]. What have you done on your own to cope with your [PROBLEM]?

70
(98.6)

0

67
(94.4)

3
(4.2)

55
(77.5)

15
(21.1)

70
(98.6)

1
(1.4)

Question 12: Often, people look for help from many different sources, including
different kinds of doctors, helpers, or healers. In the past, what kinds of treatment, help,
advice, or healing have you sought for your [PROBLEM]?
Question 13: Has anything prevented you from getting the help you need?

68
(95.8)

3
(4.2)

69
(97.2)

2
(2.8)

Question 14: What kinds of help do you think would be most useful to you at this
time for your [PROBLEM]?

67
(94.4)

4
(5.6)

Question 15: Are there other kinds of help that your family, friends, or other people
have suggested would be helpful for you now?

58
(81.7)

13
(18.3)

Question 16: Have you been concerned about this and is there anything that we
can do to provide you with the care you need?

69
(97.2)

2
(2.8)
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Table 3: The MDs’ evaluations of the additional value of the Cultural Formulation
Interview (n=12)*

Has the information from the CFI changed your understanding of the patient's
symptoms?
Has the information from the CFI changed your understanding of the patient's diagnose?

Can the information from the CFI be used when planning the treatment?

Has the CFI contributed with relevant new information that you did not obtain in your
standard interview?

Yes
n (%)

No
n (%)

20
(28.2)

50
(70.4)

7
(9.9)

63
(88.7)

43
(60.6)

26
(36.6)

53
(74.7)

17
(23.9)

*Note: the content of the table refers to the clinicians, not to the number of CFIs
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Table 4: Patients’ satisfaction with the Cultural Formulation Interview
What is your overall impression of the Cultural Formulation Interview?
Very bad
n (%)

Bad
n (%)

Fair
n (%)

Good
n (%)

Very good
n (%)

Missing
n (%)

0

1 (1.4)

5 (7.0)

31 (43.7)

30 (42.3)

4 (5.6)

Do you think that the medical doctor has shown understanding of your cultural background?
Not at all
n (%)

To a lesser
extent n (%)

To some extent
n (%)

0

0

5 (7,0)

To a great
extent
n (%)
28 (39.4)

To a very great
extent n (%)

Missing
n (%)

35 (49.3)

3 (4.2)

Do you think that the medical doctor asked about the most important things regarding your cultural
background?
Not at all
n (%)

To a lesser
extent n (%)

To some extent
n (%)

0

2 (2.8)

13 (18.3)

To a great
extent
n (%)
28 (39.4)

To a very great
extent n (%)

Missing
n (%)

25 (35.2)

3 (4.2)

Were the questions very different from the questions the medical doctor generally asks during other sessions?
Not at all
n (%)

To a lesser
extent n (%)

To some extent
n (%)

8 (11.3)

4 (5.6)

10 (14.0)

To a great
extent
n (%)
22 (31.0)

To a very great
extent n (%)

Missing
n (%)

19 (26.8)

8 (11.3)

Do you think it is important that the medical doctor asks you these questions?
Not at all
n (%)

To a lesser
extent n (%)

To some extent
n (%)

1 (1.4)

2 (2.8)

14 (19.7)

To a great
extent
n (%)
23 (32.4)

To a very great
extent n (%)

Missing
n (%)

28 (39.4)

3 (4.2)

Do you think it is important that the medical doctor knows those things about you and your background, which
emerged during the conversation today?
Not at all
n (%)

To a lesser
extent n (%)

To some extent
n (%)

3 (4.2)

2 (2.8)

10 (14.0)

To a great
extent
n (%)
22 (31.0)

To a very great
extent n (%)

Missing
n (%)

29 (40.9)

5 (7.0)
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Abstract
A myriad of cultural and language-related factors can affect the communication between
clinicians, interpreters, and patients. Misunderstandings can lead to diagnostic errors, inadequate
treatment, disengagement, and, thereby, poor clinical outcomes. A qualified interpreter can
decrease the risk of miscommunication. The integration of an interpreter in the clinical encounter
can shape the course of treatment and patient experience. Therefore, developing clinicians’
awareness about and skills to address contextual challenges in using interpreters in transcultural
psychiatry is of great importance. Clinicians trained to work effectively with interpreters can
improve clinical outcomes for individuals with limited language proficiency. This is illustrated
through a clinical case example.
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In recent years, globalization and humanitarian crises have exponentially increased the population
of migrants worldwide, and thereby the number of individuals with limited language proficiency
(LLP) in the new host countries. In psychiatric care, verbal communication between clinicians and
patients is essential, and remains the primary method to ensure an accurate diagnosis and provide
effective treatment. A qualified interpreter should assist encounters between clinicians and
patients with LLP. A qualified interpreter is one whose language skills have been assessed, has
received formal training in interpretation techniques, has knowledge about ethical standards,
psychiatric terminology and cultural nuances about mental health, and has demonstrated the
necessary skills to effectively interpret communications in a healthcare setting (1). It is a legal right
for patients with LLP to be assisted be a qualified interpreter in most countries, including Denmark
(1,2).
A systematic review of studies about the effects of LLP and interpreter use on the quality of
psychiatric care found that the use of professional interpreters can improve provider-patient
communication and patient satisfaction. The same review finds that miscommunication between
clinicians and patients with LLP can lead to inappropriate discontinuation of pharmacological
treatment and unnecessary hospitalizations (3). Furthermore, studies have found a high risk of
misdiagnosis among patients who are immigrants and refugees, who are likely to have LLP (4).
Inaccurate interpretation of verbal and non-verbal communication can lead to a misunderstanding
of patients’ symptoms. Hence, the quality of interpretation in psychiatric settings is essential to
ensure accurate diagnosis and appropriate treatment. Effective interpretation requires adequate
understanding of idioms of psychiatric distress, cultural views about mental health, meaning of
body language and other non-verbal communication in the context of psychiatric assessment and
treatment.
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It is essential that clinicians become aware of the complexities involved in interpretation; identify
the skills and experience required of interpreters; and develop awareness about best practices
before, during and after an encounter to increase the chance of adequate communication (5).
This column discusses challenges in the use of interpreters in transcultural psychiatry though a
clinical case example and describes key areas of working effectively with interpreters in psychiatric
settings.
Case example
The following case example shows how minority patients are a particularly vulnerable group at risk
of misunderstanding and therefore misdiagnosing, resulting in inadequate treatment due to
language and cultural barriers. The patient described has given oral and written consent.
After living in a violent marriage, a 53-year-old woman of Turkish origin was referred to a
Competence Centre for Transcultural Psychiatry (CTP) in Denmark for assessment and treatment
for suspected Post-Traumatic Stress Disorder (PTSD). The patient's primary care physician (MD) at
CTP was an ethnic Dane (first author, SS). The patient only spoke a little Danish, so it was
suggested working with an interpreter. The interpreter was a female born by Turkish parents in
Denmark, and Turkish was the second language of the interpreter.
The patient grew up in Istanbul with her family and had been in Denmark since 1999. In the initial
assessment, the patient described racing thoughts and anxiety, especially in relation to bacteria
and the MD noted several psychiatric symptoms: sparse eye contact, the presence of thought
disturbances and probable auditory hallucinations. Based on these observations it was suspected
that the patient was psychotic. There were barriers in the communication and that the interpreter
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had trouble translating what the patient was saying. In the debriefing between the interpreter and
the MD, it became clear that the interpreter was skilled and highly professional but still could not
make sense of the patient’s statements, and because of the language problems an accurate
psychopathological examination was not possible.
Therefore, it was decided that the patient should be seen by a doctor at CTP who grew up in
Turkey (second author, SA), to resolve any culture- or language-related misunderstandings or
errors.
SA spoke to the patient without an interpreter and carried out parts of the Present State
Examination. SA noticed that the patient used many metaphors, which is common in Turkey. For
example, when the patient was asked how we could help her she replied: "My problems have
become like algae, it does not matter how much of it you remove, after a while it will stick to me
again." SA explained that an interpreter not born and raised in Turkey could have difficulties
understanding these metaphors. A flow of speech with many metaphors could therefore be
perceived as incoherent.
SA had speculations as to why there was a poor eye contact, and with her knowledge of
the Turkish culture and customs, one explanation could be that the patient was divorced. In
Turkey divorced women of the patient’s generation would typically not make eye contact with
men. After many years of this practice, it is likely to become a habit and a more general behaviour
when encountering both men and women. SA further mentioned that the poor eye contact also
could reflect the patient's scepticism about the Danish healthcare system. Of course, the lack of
eye contact could also be due to other reasons such as shyness. SA did not find the patient to be
psychotic.
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SA could not continue the treatment as she was about to finish her employment at CTP.
Based on SA’s examination and considerations, it was decided to switch to a Turkish-born
interpreter. The Turkish-born interpreter had no trouble understanding the patient, and he did not
perceive the patient’s speech as incoherent, which was reflected in the interpretation so that the
conversation between the patient and the MD was now fluid. Following the change of interpreter,
the patient was also no longer assessed as psychotic, accordingly antipsychotic treatment was not
initiated.

Factors influencing interpreter-mediated encounters
The case example presented above illustrates important aspects of interpreter-mediated
encounters that can affect treatment outcomes. In this section, we discuss strategies to address
factors pertaining clinicians, interpreters, patients, and systems.
Clinician-related factors
Training clinicians in the use of interpreters has received insufficient research attention.
Researchers who have worked intensively with the area of interpreters have recommended to
better equipping clinicians for the demanding task of working with interpreters (6). To our
knowledge, there exists only little formalization for training clinicians in using interpreters.
Consequently, clinicians’ skills vary by level of training and experience. With no formalized training
of clinicians; we face a systematic challenge that needs to be addressed on a policy level. Clinicians
must be made aware of the ways in which an interpreter’s training, experience, and background
can affect the clinical encounter (2). Clinicians’ attitudes towards interpreters can also affect the
care received by patients with LLP. Clinicians could perceive interpreter-mediated sessions as too
burdensome and less fruitful because of the need to coordinate with the interpreter and the
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concern of having less time for actual treatment. The clinician may also experience that the
presence of an interpreter negatively affects the interaction and alliance with the patient.
Interpreter-related factors
The assistance of an interpreter can lead to a better understanding of the patients’ symptoms but
can also increase the risk of errors in the communication – for example if the interpreters
abbreviate add to or substitute the clinicians’ wordings (3). Interpretation services in mental
health settings vary across countries and treatment facilities and it is difficult to ensure a
sufficiently high quality of interpretation across nations. In some countries – such as Denmark interpreters do not need any formal certification or training to work as interpreters in the health
care system, while in others – e.g., the United States – professional interpreters are required to be
certified in medical interpretation. Hence, levels of interpreter training, experience, and cultural
understanding will vary greatly. Internationally agreed standards for the certification of
interpreters and guidelines for interpreter-mediated encounters are lacking. Such standards and
guidelines would likely have a positive impact on the quality of interpretation and treatment.
Mandatory certification programmes for interpreters in more countries is recommended.
Addressing patient-related factors
All three parties that constitute the triad in an interpreter-mediated clinical encounter play an
important role in the outcome. Misinformation or feelings of disempowerment among patients
can affect their access to interpreters and level of engagement during the encounter. Thus,
empowerment by providing information about legal rights and guidelines for clinicians working
with interpreters can be a cornerstone in achieving equal quality of care for patients with LLP. It is
the clinicians’ responsibility to provide this information to the patients.
There can be several reasons for a patient with LLP not to choose an interpreter, for example
uncertainty of confidentiality, which the clinician should be aware of and address (7). Future
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research could aim to better understand mental health patients’ experiences with and
perspectives about interpreters, since research in this area is insufficient.
Addressing structural factors
Clinicians should also be made aware of how to address potential structural barriers for achieving
good quality of care when working with an interpreter. Barriers include: access to interpreters;
costs involved in using a qualified interpreter; availability of needed technology to conduct
sessions (e.g., video conference equipment, speaker phones); interpreter and clinicians training;
lack of framework comprising the possibility of briefings before the encounter – such as to give
essential information or instructions to interpreters-, or debriefings after the encounter to create
learning opportunities and to ensure quality of the service provided to the patient (8).
Accessibility and cost
Well-known barriers concerning the accessibility of adequate interpreters are: rare languages and
dialects, lack of 24-hour emergency interpreter services, and the logistics of arranging for an
interpreter that can be cumbersome for providers. These barriers may lead to patients not
receiving interpretation they need. It can also result in an undesirable dual-role for bilingual staff
or family members. Continuous collaboration between the same clinician and interpreter
throughout a treatment course is often a preferable situation, but not always possible because of
accessibility issues. This may affect the alliance between patient and clinician.
Whether interpreter services are free of charge to the patient or funded by public health systems
varies greatly across countries. Lack of access to free interpreter services can be a great barrier
and result in underutilisation of health care services among people with LLP.
Frameworks
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It is possible that the misunderstandings in the clinical example above would not have been
detected if there had not been an opportunity for clinicians and interpreters to debrief after the
session and give feedback to each other. Briefings and debriefings give the clinicians and
interpreters opportunity to forestall or rectify misunderstandings, mistrust and misinterpretation
(9). Structured supervision can be valuable to interpreters because they, just as clinicians, can
have professional and/or personal challenges because of their demanding job. Supervision can be
an important tool for improving the interpretation provided and enforcing the interpreters’
professional identity (10).
Ethical aspects in the interpreter-mediated session
Ethical dilemmas can arise in an interpreter-mediated session. Patients with LLP should give
informed consent for treatment, while clinicians must monitor adequate understanding. Ethical
acceptance by the patient is important as to whether she agrees to have an interpreter and so
that their opinions on the quality of the interpretation can be expressed. The issue of patient
confidentiality has already been mentioned but it is important to emphasize the importance of
confidentiality and impartial interpretation. Without these elements, the essential trust between
patient and clinician in a psychiatric setting may be compromised.
Perspectives and recommendations
The clinical case described in this column highlights several factors that can affect the quality of
interpretation, such as the origin, ethnicity, and gender of the interpreter; the ability of clinicians
to identify misunderstandings and inadequate interpretation that can cause misunderstandings in
the diagnostic process. The case also shows how having a qualified interpreter can change the
course of diagnosis and treatment.
The risk of misunderstanding in interpreted-mediated sessions is probably
inevitable but may be reduced through several strategies. It is important to scientifically elucidate
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the clinical consequences of errors in interpretation and the possible ways to decrease the risk of
errors, such as, through training programs. On basis of the existing knowledge, we highly
recommend the development of standardized clinician training on working with interpreters,
promoting the use of qualified interpreters in mental health settings, and creating opportunities
for patient empowerment. Attention on possible structural barriers, such as accessibility should
also be brought forward to secure the best possible conditions for patients with LLP.
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Appendices
11.1 A: Rating scales used in the observational study

HARVARD TRAUMA QUESTIONNAIRE
The following are symptoms that people sometimes have after experiencing hurtful or terrifying
events in their lives. Please read each one carefully and decide how much the symptoms bothered
you in the past week.

1.

Recurrent thoughts or memories of the most
hurtful or terrifying events

2.

Feeling as though the event is happening again

3.

Recurrent nightmares

4.

Feeling detached or withdrawn from people

5.

Unable to feel emotions

6.

Feeling jumpy, easily startled

7.

Difficulty concentrating

8.

Trouble sleeping

9.

Feeling on guard

10.

Feeling irritable or having outbursts of anger

11.

Avoiding activities that remind you of the
traumatic or hurtful event

12.

Inability to remember parts of the most hurtful or
traumatic events

13.

Less interest in daily activities

14.

Feeling as if you don’t have a future

15.

Avoiding thoughts or feelings associated with the
traumatic or hurtful events

16.

Sudden emotional or physical reaction when
reminded of the most hurtful or traumatic events

Not at all A little

Quite
bit

1

3

2

a

Extremely
4
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HOPKINS SYMPTOM CHECKLIST-25
Instructions
Listed below are symptoms or problems that people sometimes have. Please read each one
carefully and describe how much the symptoms bothered you or distressed you in the last week,
including today. Place a check in the appropriate column.

Part 1 – Anxiety symptoms
1.

Suddenly scared for no reason

2.

Feeling fearful

3.

Faintness, dizziness or weakness

4.

Nervousness or shakiness inside

5.

Heart pounding or racing

6.

Trembling

7.

Feeling tense or keyed up

8.

Headaches

9.

Spell of terror or panic

Not at all A little

Quite
bit

a

1

2

3

4

1

2

3

4

Extremely

10. Feeling restless or can’t sit still
Part 2 – Depression symptoms
11. Feeling low in energy, slowed down
12. Blaming yourself for things
13. Crying easily
14. Loss of sexual interest or pleasure
15. Poor appetite
16. Difficulty falling asleep, staying asleep
17. Feeling hopeless about future
18. Feeling blue
19. Feeling lonely
20. Thought of ending your life
21. Feeling of being trapped or caught
22. Worry to much about things
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Part 1 – Anxiety symptoms
23. Feeling no interest in things
24. Feeling everything is an effort
25. Feeling of worthlessness
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Not at all A little

Quite
bit

1

3

2

a

Extremely
4

WHO (Five) Well-Being Index (1998 version)
Please indicate for each of the five statements which is closest to how you have been feeling over
the last two weeks. Notice that higher numbers mean better well-being.
Example: If you have felt cheerful and in good spirits more than half of the time during the last
two weeks, put a tick in the box with the number 3 in the upper right corner.

All of the time

Most of the
time

More
than
half of the
time

Less
than
half of the
time

Some of
the time

At no time

1. … I have felt cheerful
and in good spirits

5

4

3

2

1

0

2. … I have felt calm
and relaxed

5

4

3

2

1

0

3. … I have felt active
and vigorous

5

4

3

2

1

0

4. … I woke up feeling
fresh and rested

5

4

3

2

1

0

5. … My daily life has
been filled with
things that interest
me

5

4

3

2

1

0

Over the last two
weeks …

Scoring:
The raw score is calculated by totalling the figures of the five answers. The raw score ranges from
0 to 25, 0 representing worst possible and 25 representing best possible quality of life.
To obtain a percentage score ranging from 0 to 100, the raw score is multiplied by 4.
A percentage score of 0 represents worst possible, whereas a score of 100 represents best
possible quality of life.

© Psychiatric Research Unit, WHO Collaborating Center for Mental Health, Frederiksborg General Hospital, DK-3400 Hillerød
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SHEEHAN DISABILITY SCALE (SDS)
A brief, patient rated, measure of disability and impairment
Please mark ONE circle for each scale.
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HoNOS
1. Overaktiv, aggressiv, urolig eller ophidset adfærd

0

2. Selvforskyldt skade, som ikke skyldes en ulykke

0

3. Problematisk alkohol- eller narkotikaforbrug

0

4. Kognitive problemer

0

5. Fysisk sygdom eller problemer p.g.a. funktionsnedsættelse

0

6. Problemer i forbindelse med hallucinationer og vrangforestillinger

0

7. Problemer med nedtrykt sindsstemning

0

8. Andre psykiske og adfærdsmæssige problemer (angiv nærmere: A, B, C, D, E, F, G, H,
I eller J)
9. Problemer med sociale relationer

0

10. Problemer med daglige gøremål

0

11. Problemer med levevilkår

0

12. Problemer med beskæftigelse og aktiviteter

0

0

□
□
□
□
□
□
□
□
□
□
□
□
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1
1
1
1
1
1
1
1
1
1
1
1

□
□
□
□
□
□
□
□
□
□
□
□

2
2
2
2
2
2
2
2
2
2
2
2

□
□
□
□
□
□
□
□
□
□
□
□

3
3
3
3
3
3
3
3
3
3
3
3

□
□
□
□
□
□
□
□
□
□
□
□

4
4
4
4
4
4
4
4
4
4
4
4

□
□
□
□
□
□
□
□
□
□
□
□

11.2 B: Questionnaires used in the Cultural Formulation Interview Study
MDs questionnaire (Danish):

Afkrydsningsark - Det Transkulturelle Interview:
NB: Kun 1. generationsindvandrere/-flygtninge

Patient-label

A Diagnosekode: ____________________ Diagnose:_____________________________________
B Diagnosekode: ____________________ Diagnose:_____________________________________
Diagnosekode: _____________________ Diagnose:____________________________________
Diagnosekode: _____________________ Diagnose:____________________________________
Diagnosekode: _____________________ Diagnose:____________________________________

Oprindelsesland:
________________________________________________________________________________

Antal
år
i
Danmark:
________________________________________________________________________________
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Det Transkulturelle Interview:

Er spørgsmålet stillet eller på anden måde
afdækket i samtalen?

Spørgsmål 1

Ja

☐

Nej

☐

Spørgsmål 2

Ja

☐

Nej

☐

Spørgsmål 3

Ja

☐

Nej

☐

Spørgsmål 4

Ja

☐

Nej

☐

Spørgsmål 5

Ja

☐

Nej

☐

Spørgsmål 6

Ja

☐

Nej

☐

Spørgsmål 7

Ja

☐

Nej

☐

Spørgsmål 8

Ja

☐

Nej

☐

Spørgsmål 9

Ja

☐

Nej

☐

Spørgsmål 10

Ja

☐

Nej

☐

Spørgsmål 11

Ja

☐

Nej

☐

Spørgsmål 12

Ja

☐

Nej

☐

Spørgsmål 13

Ja

☐

Nej

☐

Spørgsmål 14

Ja

☐

Nej

☐

Spørgsmål 15

Ja

☐

Nej

☐

Spørgsmål 16

Ja

☐

Nej

☐

202

Udfyldes efter interview
1) Har informationen fra TKI ændret din opfattelse af patientens symptomer?
Ja

☐

Nej

☐

Hvis
ja,
hvorfor?
________________________________________________________________________________________________
Hvis
nej,
hvorfor
ikke?
________________________________________________________________________________________________

2) Har informationen fra TKI ændret din opfattelse af patientens diagnose?
Ja

☐

Nej

☐

Hvis
ja,
hvorfor?
_______________________________________________________________________________________________
Hvis
nej,
hvorfor
ikke?
_______________________________________________________________________________________________

3) Kan informationen fra TKI bruges i forhold til indholdet af behandlingsplanen?
Ja

☐

Nej

☐

Hvis
ja,
hvorfor?
________________________________________________________________________________________________
Hvis
nej,
hvorfor
ikke?
________________________________________________________________________________________________

4) Har TKI bidraget med væsentlig ny information som du ikke fik frem ved dit
almindelige interview?
Ja

☐

Nej

☐

Hvis
ja,
hvorfor?
________________________________________________________________________________________________
Hvis nej, hvorfor ikke?
_______________________________________________________________________________________________
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Patient questionnaire (English):

SATISFACTION SURVEY

Date:

The Cultural Formulation Interview
You have just spoken with a medical doctor. In the conversation the doctor used an interview guide containing 16
questions. This interview guide is called the Cultural Formulation Interview.
We hope you will let us know how you liked the interview by answering the questions below.

1.

Very good

Good

Fair

Bad

Very bad

To a very
high
extend

To a high
extend

To some
extend

To a small
extend

Not at all

What is your overall impression of the
Cultural Formulation interview and your
conversation with the medical doctor?

1.1. Please describe why:

2.

3.

4.

5.

6.

Do you feel that the doctor showed
understanding
for
your
cultural
background?
Do you think the doctor addressed the
most important issues in relation to your
cultural background?
Did the questions differ much from the
questions doctors would normally ask in
other conversations?
Did you find it important that the doctor
asked you the questions from the
interview?
Do you think it is important that the
doctor knows the things about your
background that emerged during the
conversation today?
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7.

How did the questions affect your attitude
towards the treatment offered in
psychiatric services?

8.

Do you think the questions will make it
easier for you and the medical doctor to
understand each other and agree upon a
treatment?

9.

What question was the most important
one for you to answer? Why?

10. What question was the least important
one for you to answer? Why?

11. Were some of the questions particularly
difficult
for
you
to
answer?
If yes, please describe.

12. Is there a question, you would have
wished the medical doctor asked you?
If yes, please describe.
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11.3 C: The Cultural Formulation Interview, core version5

The APA is offering the Cultural Formulation Interview (including the Informant
Version) and the Supplementary Modules to the Core Cultural Formulation
Interview for further research and clinical evaluation. They should be used in
research and clinical settings as potentially useful tools to enhance clinical
understanding and decision-making and not as the sole basis for making a clinical
diagnosis. Additional information can be found in DSM-5 in the Section III chapter
“Cultural Formulation.” The APA requests that clinicians and researchers provide
further data on the usefulness of these cultural formulation interviews at
http://www.dsm5.org/Pages/Feedback-Form.aspx.
Measure: Cultural Formulation Interview (CFI)
Rights granted: This material can be reproduced without permission by researchers
and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx
Cultural Formulation Interview (CFI)
Supplementary modules used to expand each CFI
subtopic are noted in parentheses. GUIDE TO
INTERVIEWER
The following questions aim to clarify key aspects of the
presenting clinical problem from the point of view of
the individual and other members of the individual’s
social network (i.e., family, friends, or others involved in
current problem). This includes the problem’s meaning,
potential sources of help, and expectations for services.

INSTRUCTIONS TO THE INTERVIEWER ARE ITALICIZED.

INTRODUCTION FOR THE INDIVIDUAL:
I would like to understand the problems that bring you
here so that I can help you more effectively. I want to
know about your experience and ideas. I will ask some
questions about what is going on and how you are
dealing with it. Please remember there are no right or
wrong answers.

CULTURAL DEFINITION OF THE PROBLEM
CULTURAL DEFINITION OF THE PROBLEM
(Explanatory Model, Level of Functioning)

5https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=2ahUKEwjwod6Gh43eAhXE8qQK

HdvsD7UQFjAAegQIBxAC&url=https%3A%2F%2Fwww.psychiatry.org%2FFile%2520Library%2FPsychiatrists%2FPractice%2FDSM%2
FAPA_DSM5_Cultural-Formulation-Interview.pdf&usg=AOvVaw0yl4EMDbxmpSbT2uVcJfOL
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Elicit the individual’s view of core problems and key
concerns.
Focus on the individual’s own way of understanding the
problem.
Use the term, expression, or brief description elicited in
question 1 to identify the problem in subsequent
questions (e.g., “your conflict with your son”).
Ask how individual frames the problem for members of
the social network.

1. What brings you here today?
IF INDIVIDUAL GIVES FEW DETAILS OR ONLY MENTIONS
SYMPTOMS OR A MEDICAL DIAGNOSIS, PROBE:
People often understand their problems in their own
way, which may be similar to or different from how
doctors describe the problem. How would you describe
your problem?
2. Sometimes people have different ways of describing
their problem to their family, friends, or others in their
community. How would you describe your problem to
them?
3. What troubles you most about your problem?

Focus on the aspects of the problem that matter most
to the individual.
CULTURAL PERCEPTIONS OF CAUSE, CONTEXT, AND SUPPORT
CAUSES
(Explanatory Model, Social Network, Older Adults)
This question indicates the meaning of the condition for 4. Why do you think this is happening to you? What do
the individual, which may be relevant for clinical care.
you think are the causes of your [PROBLEM]?
Note that individuals may identify multiple causes, de- PROMPT FURTHER IF REQUIRED:
pending on the facet of the problem they are Some people may explain their problem as the result of
considering.
bad things that happen in their life, problems with
others, a physical illness, a spiritual reason, or many
other causes.
Focus on the views of members of the individual’s social 5. What do others in your family, your friends, or
network. These may be diverse and vary from the others in your com-munity think is causing your
individual’s.
[PROBLEM]?
STRESSORS AND SUPPORTS
(Social Network, Caregivers, Psychosocial Stressors, Religion and Spirituality, Immigrants and Refugees,
Cultural Identity, Older Adults, Coping and Help Seeking)
Elicit information on the individual’s life context,
6. Are there any kinds of support that make your
focusing on resources, social supports, and
[PROBLEM] better, such as support from family,
resilience. May also probe other supports (e.g., from
friends, or others?
co-workers, from participation in religion or
spirituality).
Focus on stressful aspects of the individual’s
7. Are there any kinds of stresses that make your
environment. Can also probe, e.g., relationship
[PROBLEM] worse, such as difficulties with money,
problems, difficulties at work or school, or
or family problems?
discrimination.
ROLE OF CULTURAL IDENTITY
(Cultural Identity, Psychosocial Stressors, Religion and Spirituality, Immigrants and Refugees, Older Adults,
Children and Adolescents)
Sometimes, aspects of people’s background or identity can make their [PROBLEM] better or worse. By
background or identity, I mean, for example, the communities you belong to, the languages you speak, where
you or your family are from, your race or ethnic background, your gender or sexual orientation, or your faith
or religion.
Ask the individual to reflect on the most salient
8. For you, what are the most important aspects of
elements of his or her cultural identity. Use this
your background or identity?
information to tailor questions 9–10 as needed.
Elicit aspects of identity that make the problem
9. Are there any aspects of your background or
better or worse.
identity that make a difference to your [PROBLEM]?
Probe as needed (e.g., clinical worsening as a result
of discrimination due to migration status,
race/ethnicity, or sexual orientation).
Probe as needed (e.g., migration-related problems;
10. Are there any aspects of your background or
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conflict across generations or due to gender roles).

identity that are causing other concerns or
difficulties for you?
CULTURAL FACTORS AFFECTING SELF-COPING AND PAST HELP SEEKING
SELF-COPING
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Caregivers, Psychosocial Stressors)
Clarify self-coping for the problem.
11. Sometimes people have various ways of dealing
with problems like [PROBLEM]. What have you
done on your own to cope with your [PROBLEM]?
PAST HELP SEEKING
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Caregivers, Psychosocial Stressors,
Immigrants and Refugees, Social Network, Clinician-Patient Relationship)
Elicit various sources of help (e.g., medical care,
12. Often, people look for help from many different
mental health treatment, support groups, worksources, including different kinds of doctors,
based counseling, folk healing, religious or spiritual
helpers, or healers. In the past, what kinds of
counseling, other forms of traditional or alternative
treatment, help, advice, or healing have you sought
healing).
for your [PROBLEM]?
Probe as needed (e.g., “What other sources of help
PROBE IF DOES NOT DESCRIBE USEFULNESS OF
have you used?”).
HELP RE-CEIVED:
Clarify the individual’s experience and regard for
What types of help or treatment were most useful?
previous help.
Not useful?
BARRIERS
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Psychosocial Stressors, Immigrants and
Refugees, Social Net-work, Clinician-Patient Relationship)
Clarify the role of social barriers to help seeking,
13. Has anything prevented you from getting the
access to care, and problems engaging in previous
help you need?
treatment.
PROBE AS NEEDED:
Probe details as needed (e.g., “What got in the
For example, money, work or family commitments,
way?”).
stigma or dis-crimination, or lack of services that
understand your language or background?
CULTURAL FACTORS AFFECTING CURRENT HELP SEEKING
PREFERENCES
(Social Network, Caregivers, Religion and Spirituality, Older Adults, Coping and Help Seeking)
Clarify individual’s current perceived needs and
Now let’s talk some more about the help you need.
expectations of help, broadly defined.
14. What kinds of help do you think would be most
Probe if individual lists only one source of help (e.g.,
useful to you at this time for your [PROBLEM]?
“What other kinds of help would be useful to you at
this time?”).
Focus on the views of the social network regarding
15. Are there other kinds of help that your family,
help seeking.
friends, or other people have suggested would be
helpful for you now?
CLINICIAN-PATIENT RELATIONSHIP
(Clinician-Patient Relationship, Older Adults)
Elicit possible concerns about the clinic or the
Sometimes doctors and patients misunderstand
clinician-patient relationship, including perceived
each other because they come from different
racism, language barriers, or cultural differences
backgrounds or have different expectations.
that may undermine goodwill, communication, or
16. Have you been concerned about this and is
care delivery.
there anything that we can do to provide you with
Probe details as needed (e.g., “In what way?”).
the care you need?
Address possible barriers to care or concerns about
the clinic and the clinician-patient relationship
raised previously.
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11.4 D: The societal dimensions’ influence on research
Societal dimensions that could influence the research are illustrated by Campbell’s figure where
the different spheres of oppression contains the issues that could potentially influence research,
for example structural racism (135).

209

