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ONE YEAR PREVALENCE OF PSYCHIATRIC
DISORDERS IN BIRMINGHAM: THE EFFECT OF
ETHNICITY AND GENDER*
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The hospital admission statistics show ethnic and gendler variations
in the presentation of mental illness. The current investigation was
conducted to examine one-year prevalence of psychiatric disorders by
gender and ethnicity in Birmingham, UK. Case notes for 992 admissions
during Jameary-December, 1995, inclusive to an in-patient unit were
reviewed retrospectively. Admission data were broken down by gender
and into three ethnic groups: Asian, White, and Black. The Black group
showed the highest psychiatric morbidin rates followed by the Asian, and
then White. The three groups appeared to differ in discharge diagnoses.
The Black groups consisted of the largest number of patients who were
given the diagnosis of schizophrenia and bipolar disorder. The incidence
of depression appeared to be the highest in the White group compared to
the other two groups. Men and women were significantly different Srom
each other in discharge diagnoses. The results were discussed in the light
of social and cultural factors relevant to ethnicity and gender.

Britain is frequently described as a multicultural socicty with
scveral minority cthnic communitics. Asian and  Afro-Caribbean
populations arc the largest non-Whitc minority groups in Britain.
Majority of thesc groups came from the West Indics and the Indo-Pak
subcontinent during the 1950s and 1960s to satisfy the necd for
unskilled labour in Britain. These populations represent a great
diversity of people in terms of sociocconomic, cultural, and genetic
charactcristics. Extensive literature now available on mental illness
among ethnic groups of the Britain has also revealed differences in
hospital admission rates.

Studics investigating rates of mental illness in African as
compared to Whites are highly consistent in showing a higher incidence
rates in thc former than the later (Bagley, 1971; Dean, Walsh,
Downing, & Shelicy, 1981). However, cvidence about the levels of
mental illness in Asians is not consistent. At times, it has been argued
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that the Asians (Pakistani and Indians) are cither strongly predisposed
to mental illness or they arc exceptionally psychologically stable. Many
studics have reported fewer hospital admissions for Indians and
Pakistanis than native Whites (Cochrane, 1977; Dcan, ¢t al., 1981), but
therc is also somc evidence that Asians have an incrcascd ratc of
hospital admissions for psychiatric disorders (Carpenter &
Brockington, 1980). Higher rates of mental distrcss in Asians have
been attributed to stress related with migration and various forms of
social decprivation, whereas low rates have been associated with
traditional and joint family life system of Asian culture.

The findings of studics comparing diffcrent forms of psychiatric
disorders in ethnic groups arc more consistent. The distribution of
psychiatric disordcrs docs not appear to be same across cthnic groups.
Minority ethnic groups in the UK, especially Africans, do secm to
experience disproportionally high levels of scvere forms of mental
ilincss. Schizophrenia appcared to be thc most common hospital
diagnosis for Asians (Carpenter & Bockington, 1980; Cochranc, 1977,
Dcan, et al., 1981; Sheikh, 1985). and Africans (Bagley, 1971; Dean,
et al, 1981; Littlewood & Lipscdge, 1982).

The present study aimed to achieve a better understanding and
awarcness of the levels and presentation of psychiatric disorders in
ethnic minorities of Britain. Although the primary objective of the
present investigation was to asscss and comparce hospital admission
rates for diffcrent psychiatric disorders by ethnicity, it also assessed the
diffcrence in hospital presentation of mental illness by gender.
Anccdotal evidence has shown that men and women differ in the
prevalence of different forms of mental illness. Studics conducted in
different parts of the world indicate that a higher number of men than
women arc diagnosed with schizophrenic disorders (Kendler & Walsh,
1995), whercas women arc frequently diagnosed with depressive and
anxicty disorders (Weissman & Klerman, 1977). Different
explanations have been proposed regarding the predominance of
women in affcctive illness. One hypothesis is that women respond to
stress with affective distress becausc they acknowledge depressed mood
more easily, and cope with problems by visiting doctor and by cvery
measure of utilization of the general heaith care system. The alternate
hypothesis considers the preponderance of women in affective illness a
rcal phenomenon and attributes the cffect to woman biological
vulncrability and social causes (Kendler, et al., 1995; Mumford, Saeed,
Ahmad, Latif, & Mubbashar, 1997). The current study was planned, in
fact, to determine whether there arc certain subgroups within the
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population which arc specifically vulnerable to certain psychiatric
disorders.

METHOD
Sample

The study was conducted in All-Saints Hospital, which covers a
large arca of Birmingham. Admissions from Sandwel, Ladywood, and
Handsworth were included in the current research because these areas
have a high concentration of cthnic minorities. Ethnic minoritics in this
study refers to South Asian (Pakistani, Indian, and Bangladcshi) and
Black (Afro-Caribbcan) communitics. Afro-Caribecans and South-Asian
constitutc 4% of thc total population of Birmingham. The study was a
retrospective one reviewing all admissions to  All-Saints Hospital
during the year 1995. Rates of populations in the concerned area were
obtaincd from the Census, 1991. Nine hundred and ninety-two case
notes were reviewed. Twenty-seven files (2.72% of total admissions)
could not be traced. Re-admissions were counted as admissions
regardless of time since last discharge. Six hundred and scventy six
patients contributed to 903 admissions. However, single and multiple
admission statistics showcd a surprisingly similar pattern across gender
and cthnic groups. Individual casc notcs were screencd to extract the
following data: Ethnicity, age, gender, marital status, place of birth,
and discharge diagnosis. Only thc main diagnosis was recorded for
each case.

The main categorics of cthnicity used werc Asian, White, and
Black. Ethnicity in this study refers to what cthnic origin was rccorded
in casc notcs and is not bascd on subjccts’ own opinion. In the
psychiatric notes used for this study, there was a scparate sheet for
socio-demographic details in which cthnic origin and place of birth
were identificd in most cascs. In those cases where cthnicity or place of
birth was not recorded on the demographic data sheets. the notes
themsclves were studicd to extract this information. Howecver, therc
were 46 cascs whose ethnicity could not be traced. The Asian group
consisted of pcople of Pakistani, Bangladcshi, or Indian origin. The
mixed-race cases i.c., people from clsewhere in Asia, and those whose
ethnicity was not mentioned in notes, were excluded. Black-African and
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Black-Caribbecan werc coded as Black. The group identificd as White
included Whitc-British, White-Irish, and Whitc-other catcgorics.

Instrument

The 1ICD-10 catcgorics (World Hcealth Organization, 1992) were
adopted for the diagnostic classification. Broad diagnostic groups
provided a simplc coding scheme. Previous clinical rescarch has found
rcasonable diagnostic reliability at this level of classification (Systema,
Gicl. TenHom, Balestricri, & Davics, 1989)

Procedure

Chi-square analysis with cross-tabulation was uscd on respective
frequencics in order to dcterminc  whether the  presentation  of
psychiatric disorders differ from the cxpected pattern by gender and
cthnicity.

RESULTS

Dcmographic data of the samples arc shown in Tablc 1. Statistical
analysis was conducted on 903 admissions aged between 16 and 65
years. The majority of the paticnts were Whitc, followed by Asians,
and then Black. Most Asian patients were of Indian origin (37% Hindu
and 31% Sikh). Paticnts of Pakistani (Muslim) origin accounted for
27% of the Asian total. There was a significant difference in the gender
distribution of the three cthnic groups. Women were under represented
in thc Asian group. There was also a significant age diffcrence between
the three groups. The White group was the oldest and the Asian group
was the youngest.

Although the majority of thc Asians paticnts werc born in their
country of origin (56%), a substantial numbcr (40%) were born in the
UK. Six Asian paticnts were born in Kenya but they came to the UK at
a voung age (8 ycars). The majority of the Black paticnts were born in
the UK (76%). All Whitcs were born in Britain and Ircland cxccpt three
who were bomn in Hungary, Latvia, and ltaly.
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Table 1

Demographic data of Asian. White. and Black groups

Asian  White  Black Total Fiy
n=163  n=59 n= 144 n= 903
Gender
Men 115 307 79 501
Women 48 289 65 402 r=1882*
Mean Age 31.91 39.01 3336 36.83

(10.15)  (11.68) (10.11) (11.56) F=34.06*
Marital Status

Single 64 294 125 483
Marricd 75 168 15 258 7=98.22%
Divorced/Scparated
/Widowed 24 134 4 162
Birth Place
United Kingdom 65 593 109 767
India 65 - - 65
Pakistan 21 - - 21
Bangladcsh 6 - - 6
Jamaica / Africa 6 - 34 40
Other - 3 I 4
*p< 0.001

The overall ratcs of psychiatric disorders appeared to be higher in
Asian and Blacks according to their geographical distribution in arca of
the study. Mental illncss appeared more frequently in Asian and Black
groups. In both cthnic minority groups, the Black group showed a
highcr overall morbidity rate (sce Table 2).

Table 2

One year prevalence rates of mental illness in Asian. Black. and
White populations in Birmingham

Ethnic Group  No. of Cases  Population in Arca Prevalence per
1.000

White 596 57.930 10.30

Asian 163 12.050 13.50

Black 144 5.738 25.10
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Discharge diagnoscs were broken down by cthnicity and gender.
Diagnostic data have been presented in Table 3 of cthnic group. Ethnic
groups differed significantly (= 123.05; df= 12, p< 0.001) in the
diagnosis received.

Table 3

Diagnosis of Asian, White, and Black groups

Diagnoscs Asian  Whitc  Black Total Ve
n=163 n=596  n=144 n =903

Schizophrenic/
Dclusional disorders 36(34) 166(28)  88(61) 310(34)

Bipolar disorder 23(14)  57(10)  35(25) 115(13)
Depression 10025y 192(32) 1) 234(26)

Neurotic disorders 5(3) 17(3) 1(0.7) 23(2) 123.05*
Personality disorders 12(7) 51(8) 1(0.7) 64(7)

Substance abuse 20(13) 72(12) 5(4) 97(11)

Others 7(4) 41(7) 12(8) 60(7)

*p<.001. the figures within parenthesis are percentages.

When discharge diagnoses were broken down by gender (sce Table
4), men and women appeared to be significantly different in the
diagnoses received ( f= 98.51; df= 6; p< 0.001). The most common
diagnoses for men were schizophrenia and dclusional disorders, while a
greater number of women suffered from both depressive and bipolar
disorder. Mcn outnumbered women in mental and bchavioural
disorders duc to psychoactive substance usc. The rates for other
categorics were similar for men and women. When the cffect of gender
was asscssed for three main diagnoses, men and women appeared to be
highly significant in their admission statistics for schizophrenia,
depressive disorders, and  bipolar disorder (Y= 63.65; df= 12;
p<0.001).
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Tablc 4
Diagnoses by gender
Mcn Women Total v
Diagnoscs n=501 n=402 n =903
Schizophrenic/Delusional
disorders 217(43) 93(23) 310(34)
Bipolar disorders 50(10) 65(16) 115(13)
Dcpression 87(17) 14737 234(26) 98.51*
Ncurotic disorders 9(2) 14(3) 23(2)
Personality disorders 29(6) 35(9) 64(7)
Substance abusc 79(16) 18(4) 97(11)
Other 30(6) 30(7) 60(7)

* p< 001, the figures within parenthesis are percentages.

Differences between pairs of groups were also asscssed scparately
for thrce main diagnoscs: Schizophrenia. depressive disorders. and
bipolar disorders. A serics of chi-squarc analyses showed that pairs of
Asian and Black. Whitc and Black. and Asian and Whitc appcared to
be significantly different from cach other in the diagnoses of
schizophrenia. depressive disorders. and bipolar disorders. A greater
number of Whites were admitted for depressive disorders. Black had
the lowest depression rates and the highest rates for schizophrenic and
bipolar disorders (scc Table 3).

Table 5
Difference between pairs of groups for main diagnoses
Groups Schizophrenic Depressive Bipolar r
Disordcrs Disordcrs Disorders
N(%) N(%%) N(%)
Asian-Black 56(34) 40(25) 23(14)
88(61) 2(1) 35(25) 43.85
White-Black 166(28) 192(32) 57(10)
88(61) 2(1) 35(2%) 83.69
Asian-Whitc 56(34) 40(25) 23(14)
166(28) 192(32) 57(10) 6.45

* p<.01. **p< 001, the figures within parcnthesis arc percentages.



66 Kausar Sohail

DISCUSSION

The current study found higher rates of psvchiatric disorders in
Asian and Blacks as compared to thc Whites. Many other studics have
reported a higher incidence of mental illness in Blacks. However,
hospital admission statistics in Asians are not consistcnt across studics.
Some studics have reported fewer hospital admissions in Asians than in
British Whitcs (Cochrane, 1977; Cochrane & Ball, 1987), whilc other
reports have shown an incrcased number of admissions in Asians
(Carpenter & Brockington, 1980). The present study found higher
levels of mental distress in the two major ethnic minoritics of Britain
than it did in the native whites.

Migration has been hypothesized to be linked with increased rates
of psychiatric pathology. The sclection theory indicates that poorly
adjusted people within their own community may find it casy to lcave
their country of origin. Morcover, different problems associated with
migration and rescttlement may also affect the in-comers adverscly.
Although 40% of Asians and 24% of blacks were born in the UK, the
cthnic minoritics of Britain on the whole arc cxposcd to racial
prejudice, uncmployment, poor-housing, and cconomic dcprivation.
This may play an important rolc in contributing to mental distress. The
Political and Economic Planning (PEP) study of racial discrimination
in Britain (1967) has shown that discrimination is rclated to skin
colour, and not to the dcgree of strangencss or forcignness in the
individuals secking jobs or housc.

In the two cthnic minoritics therc was more mental illnesses among
Blacks. Bagley (1971) hypothesized that community disintcgration,
status isolation, and racial discrimination might undcrlic thc overt
manifestation of to mental illness. He pointed out that compared to
Indian and Pakistanis, Blacks show a lower degree of community
integration, and this added to their mental disorder. Unlike Indians and
Pakistanis, Blacks arc not integrated on the basis of kinship, language,
and shared rcligions belicfs. The greater frequency of psychiatric
disorders in the Black group might also be becausc Afro-Caribbean
paticnts arc often detained in hospitals under the Mental Health Act of
Britain (Raleigh, 1995).

The findings of the current study arc consistent with previous
rcports in showing that the highest rates of schizophrenic disorders in
Black patients. Others studics in this arca have also reported that Black
(Caribbcan) paticnts with a diagnosis of schizophrcnia arc over
represented in hospital admissions as comparcd to Whitcs and Asians.
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Although Asian patients showed a higher number of schizophrenic
admissions in comparison with the native British population, the
diffcrence was much less than it was in the casc of Black paticents.

Rack (1982) has drawn attention to the pitfalls of diagnosis when
English 1s not the first language and when cultural beliefs differ. It has
been pointed out that the diagnosis of schizophrenia is readily assigned
to a paticnt, whose belicfs scem unusual or bizarre to the psychiatrist.
Sub-cultural paranoid idcas involving witchcraft or poisoning arc quite
often found in Africans and Asians. Similarly, grandiose dclusions,
which occur commonly in all types of psychosis among Africans and
Jamaicans, arc rclated with their religious fervour (Littlewood &
Lipscedge, 1982). Morcover. hallucinations are reported to occur morc
frequently in  African, Caribbean and Asian paticnts than they do in
native British paticnts (Ndctei & Vadher, 1984a). Many rescarchers
belicve that white psychiatrists often have a poor undcerstanding of the
cultural background of minority cthnic communitics; that they hold
stcrcotyped  views about behaviour in Blacks and conscquently
misdiagnosc paticnts from other culturcs. Furthcrmore, there is no
cvidence of schizophrenia being clevated to this cxtent in Blacks
anywhere clsc in the world.

The disproportionatcly high rates of schizophrenia in Blacks arc
somctimes explained in terms of widespread racism in British society.
However, this explanation can be ruled out because a similar sct of
expericnce docs not produce the same cffect in other groups who face
prejudices {c.g., South-Asian). Morcover, depression which can be
caused by racism is no longer higher in Black paticnts (Ralcigh, 1995).
Similarly these findings do not scem to be linked to the different marital
profile of the cthnic groups as there was greater number of single
paticents in both Black and Whitc groups.

The current data showed a highest number of depressive episodes
in the White group. mecanwhile, there were hardly any patients in the
Black group who were diagnosed with depression. Among Asians,
depression is characterized by prominent somatic symptoms and can
often be treated as a physical disorder by their general practitioncrs. In
the casc of an abnormally low incidence of depression in Blacks it is
difficult to belicve that certain cultures lack a given disorder. Three
cxplanations can be entertained in this respect: First, Blacks suffer less
from non-psyvchotic conditions; sccond they suffer at similar rate, but
receive alternative forms of care; and third, th¢ manifestation of
depressive disorder appears in a different form in Black pcople which
Western psychiatrists arc unable to understand. Ndcter and Vadher
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(1984b) noted that depression was rarcly diagnosed in Africans by
hospital clinicians, but a great deal of psychotic depression was found
after rcanalyzing the results by using the syndrome check list.
Morcover, there is evidence that a considcrable number of Black
paticnts are admitted for depressive disorder in Africa (Leighton et al.,
1963).

It is worth mentioning that 85% of Sikh paticnts contributed to the
excess of Asian admissions in the substance abusc category. Sikh men
havc alrcady been acknowledged as the heaviest drinkers in Britain
(Cochrane & Ball, 1990).

This study confirms that women had a higher proportion of
affective disorders than men. For man admissions, schizophrenia
appcared to be the largest single diagnostic category. Previous rescarch
showed about the same rate of schizophrenia among men and women.
Howecver, recent studics from North America and Europe report that
men arc morce likely to be diagnosed as schizophrenics (lacono &
Beiser, 1992; Kendler & Walsh, 1995). Although majority of these
studics have reported a ratio of 2:1 for men and women. A more recent
study has rcported a strikingly high man to woman ratio for
schizophrenic disorders (6.3:1) in the Island of Kosrae, Micronesia, in
the Western Pacific Occan (Waldo, 1999). The higher prevalence of
schizophrenia among men might be duc to the fact that women are
more rcadily diagnoscd with affcctive disorders.

The litcrature showing the predominance of women in affective
disorders is extensive. Weissman and Klerman (1977) reviewed
diffcrent studics, extended over 40 years, to make an international
comparison of scx diffcrences in the rates of depression. Although they
found higher rates of dcpression in women both in clinical and
community data in Western industrialized socictics, the difference
between men and women regarding the frequency of depression was not
noticcable in non-Western countrics. However, rccent studics from
Pakistan and India have shown a higher prevalence of depression in
women. Mumford ct al., (1977) found higher rates of depression and
anxicty in women (66%) as compared to men (25%), when they
employed a somatic inventory to detect affective symptoms in a rural
village of Punjab, Pakistan. Also from an Indian village, a higher
lifctime prevalence of affective disorders in women (36.8%) as
comparcd to men (19.3%) has been reported (Kinzie, et al., 1992).

Many hypothescs are entertained in response to the question of
why depression is more prevalent among women. One hypothesis is
that womcen are subject to stressful life events which put them at greater
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risk for decpressive disorders. According to Freden (1982) women are
often trapped in set routines; and are expected to satisfy the needs of
others. This makes them more susceptible to depression. Research has
shown a strong link between social and economic disadvantages,
women are cxposcd to, and depressive symptomatology in women
(Mumford ct al., 1997).

Researchers have also addressed the question of the possible
rclationship  between woman sex hormones and  affective  states.
Associated arcas including premenstrual dysphoria, post-partum
depression and low mood following menopause have been studicd in
this connection. In an epidemiological study of 1030 woman-woman
twin pairs, it has been pointed out that depression in women could best
be explained by the intcrrclationship between genctic, environmental,
and individual-specific cnvironmental risk factors (Kendler & Walsh,
1995).

Kaplan (1977) presents another hypothesis by suggesting that
women find it more difficult to give vent to hostilc ecmotions. In most
cultures there is a ncgative rcaction to a woman who bccomes
aggressive in a situation where the same reaction is acceptable for a
man. Conscquently, this aggression is  turned inward and the woman
becomes depressed. Freden (1982) points out that alcohol and
depression serve as different coping strategics to solve problems: The
first mainly for men and the second mainly for women.

Several cpidemiological studics have shown higher rates of
substance abuse among men as compared to higher rates of affective
disorders among women (Kinzie, ct al, 1992). This, too, was
confirmed by the current data wherc men outnumbered women for
substance abuse. Weissman and Klcman (1977) suggest that depression
and alcoholism arc different but cquivalent disorders; women get
depressed and men. rcluctant to admit being depressed, mitigate their
symptoms of depression by drinking. Alcohol, in tum, may serve as a
psychic relaxant and the social context of the consumption may provide
support as wcll. It may be hypothesized that somec unknown
proportions of depressed men appear in the substance abusc ratcs and
are not identified, therefore, as depressed.

It has been suggested recently that the gender differences in the
prevalence of clinical depression are in fact associated with somatic
symptoms. Silverstein (1999) found woman subjects exhibited a higher
prevalence than man subjects of somatic depression (with symptoms of
fatiguc, appetite, and slecp disturbance), but not a higher prevalence of
pure depression (without somatic complaints).
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Another important finding of the present study was that Asian
women were under-represented compared to their White and Black
counterparts. Findings based on hospital admission statistics may be
influenced by differences in utilization of psychiatric services. Under-
representation of Asian women may be subject to the following factors:
First. Asian women may avoid psychiatric scrvice and scck help from
traditional hcalers (Aslam, 1979); second, general practitioners might
not dctect disorders in women because of failurc of communication
(Berwin, 1980): third, Asian familics might not want their women to be
identificd as “not normal” because of the stigma attached to mental
illncss and the use of mental health scrvices.

The data of the current investigation nced to be interpreted in the
context of certain limitations inherent in hospital admission studics: (1)
potential diagnostic bias can not be controlled for in rctrospective
studics using casc note data: (i1) hospital statistics might not rcpresent
the truc incidence of mental illness because many symptomatic paticnts
might have not been admitted; (i) the findings are based on pcople at
the extreme end of the psychiatric spectrum since only very severe
cascs of disorder arc trcated as in-paticnts. Patients who were being
trcated at home (called Home Treatment in Britain) were not included
in the study: (iv) the decision to admit or discharge paticnts might be
influcnce by gender and/or cthnicity: and (v) idcally, we should have
information rcgarding prevalence of mental illness in countrics of origin
in the casc of immigrant communitics.

CONCLUSIONS

The present study provided a comparative cstimate of rates of
mental illncss in three cthnic groups in a defined cpidemiological arca
in Britain. The higher prevalence of mental distress in cthnic minoritics
in Britain may bc attributed to the stress related to migration, social
isolation, racial discrimination, and misdiagnosis. The under
representation of Asian women in hospital statistics and the higher
prevalence of depressive disorders among women arc consistent with
findings of previous studics. Sociocultural factors scem to play an
important role in these conncctions.
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