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Aim. To determine whether disparities exist in mental health care provision to immigrants and Italian citizens with
severe mental illness in Bologna, Italy.

Methods. Records of prevalent cases on 31/12/2010 with severe mental illness and ≥1 contact with Community Mental
Health Centers in 2011 were extracted from the mental health information system. Logistic and Poisson regressions were
carried out to estimate the probability of receiving rehabilitation, residential or inpatient care, the intensity of outpatient
treatments and the duration of hospitalisations and residential care for immigrant patients compared to Italians, adjust-
ing for demographic and clinical covariates.

Results. The study population included 8602 Italian and 388 immigrant patients. Immigrants were significantly
younger, more likely to be married and living with people other than their original family and had a shorter duration
of contact with mental health services. The percentages of patients receiving psychosocial rehabilitation, admitted to
hospital wards or to residential facilities were similar between Italians and immigrants. The number of interventions
was higher for Italians. Admissions to acute wards or residential facilities were significantly longer for Italians.
Moreover, immigrants received significantly more group rehabilitation interventions, while more social support indi-
vidual interventions were provided to Italians.

Conclusions. The probability of receiving any mental health intervention is similar between immigrants and Italians,
but the number of interventions and the duration of admissions are lower for immigrants. Data from mental health
information system should be integrated with qualitative data on unmet needs from the immigrants’ perspective to
inform mental health care programmes and policies.
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Introduction

In many wealthy countries, immigrants and ethnic
minorities are exposed to multiple socio-
environmental risk factors that can lead to health and
health care disparities (Stanciole & Huber, 2009;
Grabovschi et al. 2013). As regards mental disorders,
evidence on the prevalence among immigrant popula-
tions is inconsistent across epidemiological studies
(Swinnen & Selten, 2007; Bhugra et al. 2011) for several
reasons, such as immigrant groups examined, disor-
ders of interest, country of origin, host country-specific
factors, duration of post-immigration process and gen-
erations investigated. However, it is well established
that low socio-economic status, poverty, social

deprivation, discrimination and isolation are frequent
in the immigrant population (Patel et al. 1999;
Allardyce et al. 2005; Tinghög et al. 2007; Lindert
et al. 2008; Veling et al. 2008; Bhugra et al. 2011;
Koopmans et al. 2012; Vick et al. 2012) and may
enhance susceptibility to common mental disorders
(Das-Munshi et al. 2012) or, even more, to psychoses
(Zolkowska et al. 2001; Cooper, 2005; Fearon et al.
2006; Bresnahan et al. 2007; Kirkbride et al. 2008;
Weiser et al. 2008).

Multiple vulnerability factors may increase the
health care needs and are in turn associated with a
lower access to health care services (Kirmayer et al.
2007; World Health Organization, 2010; Grabovschi
et al. 2013). Even in countries with universal health sys-
tem coverage, such as Italy, the access to care of immi-
grants can be hampered by a number of social and
cultural barriers. Barriers include language, stigma,
suspiciousness towards health care and health care
professionals, poor knowledge of the available services
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and administrative procedures to enrol in the National
health system and, on the part of health services, lack
of organisational resources or cultural competence to
deal with immigrants’ culture, beliefs and values
(Kirmayer et al. 2007; Fassaert et al. 2009; World
Health Organization, 2010; Straßmayr et al. 2012).
Moreover, health and access inequalities may result
in difficulties to receive effective and appropriate treat-
ment; it has been emphasised that minority groups are
more likely to receive less effective treatment, high-
dosage and outdated medications than majority
groups (US Department of Health and Human
Services, 2001; Carpenter-Song et al. 2011). In Italy
the immigrant population has been constantly increas-
ing from 4.5% in 2005 to 7.5% in 2011 (ISTAT, 2011).
The migratory flow has mainly headed in the last dec-
ade to the Northern Italian regions, among which
Emilia-Romagna region was one of the most open to
newcomers that currently total 11.9% of the population
(http://statistica.regione.emilia-romagna.it/servizi-online/
statistica-self-service/popolazione/popolazione-residente-
straniera, accessed 1 December_2013). Despite these
significant social and demographic changes, to our
knowledge only few studies have been conducted on
immigrants’ mental health and service utilisation, some
of which in Bologna (Tarricone et al. 2009, 2011, 2012a,
2012b; Spigonardo et al. in press). In particular, differ-
ences in service use between Italians and immigrants
have not been extensively investigated, with few excep-
tions (Gaddini et al. 2008; Piazza et al. 2010; Tarsitani
et al. 2012). In the 2011 European Parliament adopted a
resolution on ‘Reducing health inequalities in the EU’1

in which Member States are urged to focus on the
needs of vulnerable groups.

The aim of this paper is to determine whether dis-
parities exist in mental health care provision to immi-
grants and natives with severe mental illness treated
in the Local Health Authority of Bologna, the capital
of Emilia-Romagna region. In the last decade, a
detailed training programme has been implemented
in the region to increase the cultural competence of
mental health staff. This programme has been accom-
panied by organisational and clinical efforts, aimed
at achieving culturally competent and accessible ser-
vices, closely integrated with the other segments of
health and social systems, and also with local private
or religious volunteer associations (Tarricone et al.
2009; Piazza et al. 2010).

This paper is focused on psychosocial rehabilitation,
residential care and hospital admissions, since these

interventions are complex, entail continuity and coord-
ination of care through different clinical teams, are pro-
vided to the most severe patients, often in long-term
care, and account for a great part of resources allocated
to the Department of Mental Health (DMH).

Materials and methods

The study was carried out at the Local Health
Authority of Bologna, which includes rural and moun-
tain areas, as well as the urban area and its industria-
lised suburbs. On 1st January 2011 inhabitants were
860 037 (732 162 adults), roughly one-fifth of the popu-
lation of Emilia-Romagna. Non-Italian residents were
91 116 from 153 different countries, comprising 10.6%
of the total population. A total 53% of the immigrant
population was living in the city, compared with
43.1% of Italians. The treated point prevalence of all
psychiatric disorders on 31.12.2010, standardised by
age and gender, was 159.88/10 000 among Italians
and 65.21/10 000 among immigrants (data source: the
information system of the DMH).

Mental health care is provided free of charge to
Italians and immigrants by the Department of
Mental Health and Pathological Dependencies.
Within the Department, Community Mental Health
Centers (CMHCs) are in charge of delivering out-
patient care for adult patients and coordinating treat-
ments provided by day care centres and non-hospital
residential facilities. In case of admission to hospital
wards, continuity of care is ensured by CMHC
through interactive work and close cooperation with
inpatient teams.

CMHC interventions include outpatient clinical care
(consultations with general practitioners or hospital
services, medication, day-hospital sessions, clinical
interviews, family interviews, psychoeducation to
patients and families, home visits, psychotherapies,
etc.) and psychosocial rehabilitation programmes.
These can consist in vocational projects with work-
related activities or supported employments, treat-
ments in day care centres, individual projects aimed
at supporting social integration and functioning (e.g.,
educational training in daily living skills, social worker
help in housing search or in obtaining social security
benefits) and rehabilitative groups (sports, physical
and cultural activities, leisure time, recreational and
socialisation opportunities).

Drug addiction treatment is provided by drug
addiction services (SerT), and therapeutic communi-
ties. SerT mainly carry out outpatient treatment, and
are part of the national health system. Within the
SerT, integrated treatment is provided and reintegra-
tion programmes are also implemented. The majority

1 European Parliament. Reducing health inequalities in the EU.
Brussels (reference INI 2010/2089); http://www.europarl.europa.eu/
sides/getDoc.do?type=REPORT&reference=A7-2011-0032&language=
EN
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of therapeutic communities are private and non-profit
organisations. They provide inpatient treatment, but
also semi-residential and outpatient treatment. Care
for patients with a dual diagnosis (substance use dis-
order + any other axis-I disorder), is shared between
community mental health services and drug addiction
services.

Eleven CMHCs with 20 branch centres are distribu-
ted as widely as possible across the Local Health
Authority catchment area. Acute in-patient wards for
psychiatric admissions include three General
Hospital Psychiatric Wards (45 beds), two licensed
Private Hospitals (102 beds) and two Residential
Intensive Units of the DMH (37 beds). Residential
Intensive Units provide inpatient care, often to patients
with major interpersonal or environmental problems,
who need longer length of stay to have their psycho-
social treatment carefully planned before discharge.

Only general hospital psychiatric wards are entitled
to receive compulsory admissions. Residential care
aimed at psychosocial rehabilitation is delivered in a
sheltered facility of the DMH (18 beds) and in three
licensed private facilities (60 beds). Moreover, a large
variety of non-licensed facilities are available, from
group homes, flats and hostels with part-time staff,
to nursing homes and other private residential centres.

Patients being treated at the CMHCs on 31.12.2010
and receiving at least one intervention in 2011 were
extracted from the local mental health information sys-
tem. Data consisted of demographic characteristics,
diagnosis (coded using International Classification of
Diseases, 2008), age at first contact with CMHCs, dur-
ation of the current episode of care, number and type
of interventions received in the year 2011 and days
spent in acute wards and/or residential facilities.

Demographic characteristics are routinely collected
and recorded in the information system at the first
visit and updated when changes occur. The main diag-
nosis and two secondary diagnoses (if any) are typical-
ly recorded at the second/third visit when an
intervention plan is made. Diagnoses can be updated
at subsequent visits. The history of updates to demo-
graphic and diagnostic information can be traced in
the system.

A definition of immigrants based on citizenship was
adopted to aid classification. Immigrants were defined
as non-Italian citizens, comprising regular immigrants,
irregular (non-documented) immigrants, asylum see-
kers and refugees.

Because the goal of the analysis was to compare the
provision of rehabilitative interventions, residential
and hospital care between immigrants and Italians,
patients with severe mental illness (78.6%), defined
as a primary diagnosis of non-affective psychosis
(295.xx, 298.xx), bipolar disorder (296.0x, 296.1x,

296.4x, 296.5x, 296.6x, 296.8x), depressive disorders
and adjustment disorders with depressed mood
(296.2x, 296.3x, 311, 300.4, 300, 309.0, 309.1), personality
disorders (301.xx) or substance use disorders (291.xx,
292.xx, 303.xx, 304.xx, 305.xx), were included.
Organic mental disorders and neurotic disorders, com-
prising 21.4% of the patient population, were
excluded. We choose to use a broad diagnostic cat-
egory for depressive disorders because of challenges
in ascertaining the diagnosis in immigrant patients
(Braca et al. 2013; Sandhu et al. 2013).

Comparisons between Italian and immigrant
patients on demographic characteristics, diagnosis
and number/type of interventions were performed
using χ2 test, t-test or Mann–Whitney test as
appropriate.

The likelihood of receiving each type of hospital,
residential or rehabilitative intervention as a function
of nationality was estimated using multiple logistic
regressions. In these models, all variables that had a
significantly different distribution between Italians
and immigrants and that were significantly associated
with the dependent variable were included as covari-
ates to control for their confounding effects.

The relationships between nationality (Italian/immi-
grant) and days of hospitalisation, days spent in resi-
dential facilities, number of specific rehabilitation
interventions and total number of CMHC interven-
tions were analysed using Poisson regression and con-
trolling for confounders. In a preliminary analysis,
outcome variables proved to be only mildly correlated
to each other (Spearman’s ρ = 0.11–0.21). Therefore,
separate models were fit for each outcome.

Analyses were carried out using Stata 12.0
(StataCorp LP, College Station, Texas, USA) and IBM
SPSS Statistics, release 20.0.0 (SPSS, Chicago, IL, USA).

Results

Demographic characteristics of Italians and
immigrants

The study population includes 8990 patients, of whom
8602 (95.7%) were Italian and 388 (4.3%) immigrants
from 72 countries; the largest groups were from
Morocco (n = 80, 20.6%), Romania (n = 37, 9.5%),
Albania (n = 37, 9.5%), Moldova (n = 25, 6.4%) and
Ukraine (n = 15, 3.9%) (Fig. 1).

Italians and immigrants differed significantly on
age, marital status, living arrangement, CMHC area,
duration of contact and age at first contact with
CMHC, but did not differ on gender in bivariate ana-
lyses (Table 1). Specifically, compared to Italians,
immigrants were significantly younger, more likely
to be married and to be living with people other
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than their original family. They had a lower mean age
at first contact with CMHCs and had been in contact
with CMHCs for a median of 2.5 years (range 1–19)
v. 5 years (range 1–47) for Italian patients. Moreover,
the majority of them lived in the city area and were
treated at the CMHCs located there. The median num-
ber of contacts in the year 2010 was 14 for Italians and
ten for immigrants. Examination of diagnostic profiles
revealed that, compared to Italians, immigrants had
significantly more frequently major depression, and
less frequently bipolar disorders and personality
disorders.

Age, gender, marital status, living arrangement,
CMHC area, education, diagnosis, duration of contact
with the CMHC care and age at first contact were sig-
nificantly associated with the study outcomes in
bivariate correlation analyses. These variables, except
for age at first contact, that was collinear with duration
of contact, were included in the multivariate models to
control for their confounding effects. Gender was
included as well, although it did not differ between
Italians and immigrants.

Interventions delivered to Italians and immigrants

We first examined whether Italians and immigrants
had the same likelihood of receiving any type of

intervention to identify possible variations in the pat-
tern of care.

The percentages of patients receiving at least one
intervention of psychosocial rehabilitation, admitted
at least once to acute wards or treated in residential
facilities throughout 2011 were similar between the
two groups (rehabilitation: 17.5% among Italians v.
17.3% among immigrants, χ2 = 0.01, p = 0.91; acute
admissions: 9.5 v. 8.5%, χ2 = 0.42, p = 0.52; residential
care: 3.9 v. 3.1%, χ2 = 0.61, p = 0.43). In multiple logistic
regression analyses, estimating the odds of receiving
specific rehabilitation interventions and of being admit-
ted to each type of facility, immigrants were significant-
ly less likely to perform day centre activities and to be
admitted to residential intensive units (Table 2).

We then compared the length of stay in psychiatric
wards and in residential facilities and the number of
psychosocial interventions between Italians and immi-
grants to determine whether the duration and intensity
of care was different in the two groups (Table 3). As
regards the length of stay in psychiatric wards for
acute episodes, the median length of hospitalisation
was 32 days for Italians and 18 days for immigrants.
Comparisons between the groups indicated that,
among patients hospitalised for an acute episode,
admissions were significantly longer for Italian
patients in public general hospital psychiatric wards

Fig. 1. Distribution of immigrants in the study population by nationality.
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(a median of 9 days and 4% with a length of stay
exceeding 50 days) but not in private hospitals in
unadjusted and adjusted analyses.

The Italians receiving intensive residential treat-
ments stayed in these facilities for a median of 47
days and the immigrants 35.5 days, respectively.

Moreover, Italians spent significantly more days of
residential care in licensed psychiatric facilities and in
other facilities compared with immigrants both in
unadjusted and adjusted analyses. Still, because only
12 immigrants were admitted to these facilities, com-
parisons with Italian patients should be made with
caution.

Psychosocial rehabilitation interventions accounted
for 11% of the interventions provided. Examination of
the pattern of these interventions showed significant
differences between Italian and immigrants.
Unadjusted and adjusted analyses revealed that immi-
grants received significantly more group rehabilitation
interventions compared with Italians, while the reverse
was found for interventions in individual projects sup-
porting social functioning that were more frequent
among Italians. Italians and immigrants received a
median of 5 vocational rehabilitation and 1 day centre
interventions with no significant differences in adjusted
analyses. However, information on day-centre

Table 1. Characteristics of the study groups

Italians Immigrants

Test; p-value
n = 8602 (95.7%) n = 388 (4.3%)

Age (mean ± S.D.) 53.9 ± 14.93 39.6 ± 10.8 t-test= 25.0; p < 0.001
Gender (n, %) χ2 = 0.004; p = 0.947
F 5018 (58.3%) 227 (58.5%)
M 3584 (41.7%) 161 (41.5%)

Educationa (n, %) χ2 = 1.3; p = 0.251
High (>8 years) 3387 (40.2%) 164 (43.2%)
Low (≤8 years) 5038 (59.8%) 216 (56.8%)

Marital status (n, %)b χ2 = 5.8; p = 0.016
Married/living with partner 3243 (37.7%) 172 (44.3%)
Other 5166 (61.4%) 213 (55.3%)

Working status (n, %)c χ2 = 0.03; p = 0.958
No 3391 (48.9%) 173 (48.7%)
Yes 3547 (51.1%) 182 (51.3%)

Living arrangement (n, %)d χ2 = 36.0; p < 0.001
Own family 2918 (33.9%) 138 (35.7%)
Original family 1330 (15.5%) 41 (10.6%)
Alone 1523 (17.7%) 36 (9.3%)
Others 2527 (32.9%) 172 (44.4 %)

CMHC area (n, %) χ2 = 21.8; p < 0.001
City area 3846 (44.7%) 220 (56.7%)
Mountain area 2557 (29.7%) 87 (22.4%)
Countryside area 2199 (25.6%) 81 (20.9%)

Diagnosis (n, %) χ2 = 17.7; p < 0.01
Major depressive disorders 1442 (16.8%) 90 (23.2%)
Dysthymia – adjustment disorders 1831 (21.3%) 81 (20.9%)
Personality disorders 1412 (16.4%) 49 (12.6%)
Substance use disorders 150 (1.7%) 6 (1.5%)
Bipolar disorders 1028 (12.0%) 31 (8.0%)
Non-affective psychoses 2739 (31.8%) 131 (33.8%)

Age at first contact (mean ± S.D.) 46.18 ± 15.51 36.09 ± 10.61 t-test = 17.9, p < 0.001
Duration of the current episode of care, years (median, range) 5 (1–47) 2.5 (1–19) M–W test, p < 0.001

a185 missing data.
b207 missing data.
cNot available.
dFive missing data.
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interventions is underestimated because these centres
have been recently outsourced and interventions
recorded are only those carried out by the CMHC staff.

Overall, the mean (± S.D.) number of all interventions
delivered along 2011 was 26.6 ± 47.1 (median = 13) in
Italians and 20.1 ± 28.6 in immigrants (median = 10).
The difference was statistically significant both in
unadjusted and adjusted analyses controlling for the
demographic and diagnostic imbalance between groups.

To further examine disparities in care provision
between Italians and immigrants within diagnoses,
we included the interaction term diagnosis × national-
ity in two Poisson models predicting respectively the
number of days of hospitalisation in acute facilities
and the total number of interventions. The interaction
term was significant in both models (Fig. 2) indicating
a treatment disparity across all the diagnoses. In the
first model, immigrant patients with personality disor-
ders and substance use disorder had significantly
longer admissions compared with Italians, whereas
the reverse was true for all the other diagnoses. In
the second model, the total number of interventions
proved to be higher for Italians across all the diagno-
ses. Poisson models for the other dependent variables
failed to converge because of the small sample size and
the sparseness of data.

Discussion

Our findings indicate that the likelihood of receiving the
diverse interventions provided to patients with severe

mental illness, except for day centre care, was similar
between immigrants and Italians. However, the total
number of interventions delivered in 2011 was signifi-
cantly lower in immigrants compared with Italians.

There is converging evidence that the immigrant sta-
tus is generally associated with a lower use of mental
health services, even in countries with universal health
coverage (Lindert et al. 2008). Immigrants may find it
more difficult to access and to maintain
medium-long-term outpatient care for a number of
impeding factors, including first practical reasons,
such as less spare time or less mobility management
by private or public transport. Second, they may have
less information on opening hours of CMHC or on
enrolling procedures in NHS. Third, they may face lan-
guage and cultural barriers, including a different per-
ception of their needs (Koopmans et al. 2012), concerns
about stigmatisation and discrimination, mistrust on
caring skills and cultural competence of Italian services.

Other differences between natives and migrants in
mental health care provision at the Department of
Mental Health in Bologna include longer admissions
to acute inpatient wards (except for private hospitals)
and to residential facilities for Italian patients.
Moreover, immigrants received significantly more
group rehabilitation interventions, while natives
received more interventions in individual projects
aimed to improve social functioning.

This raises the question about whether inequality of
treatment reflects different needs of immigrant patients
or a lower ability of mental health services to address
similar needs in the two populations.

Table 2. Percentage of Italian and immigrant patients receiving at least one admission or one rehabilitative intervention and unadjusted and
adjusted odds ratios obtained from logistic regression models

Italians Immigrants
Unadj. OR (95%

CI)* p
Adj. OR (95%

CI)† p

General hospital psychiatric wards 6.4% 7.2% 1.16 (0.78–1.71) 0.469 0.94 (0.62–1.42) 0.756
Residential intensive units 1.9% 0.5% 0.27 (0.07–1.01) 0.068 0.22 (0.05–0.90) 0.035
Private hospitals 5.3% 3.6% 0.67 (0.39–1.15) 0.143 0.61 (0.35–1.06) 0.080
Any ward for acute inpatient care 9.5% 8.5% 0.89 (0.62–1.27) 0.518 0.75 (0.51–1.09) 0.137
Licensed psychiatric residential facilities 1.1% 0.3% 0.23 (0.03–1.68) 0.149 0.16 (0.02–1.15) 0.069
Other residential facilities‡ 2.9% 3.1% 1.05 (0.58–1.90) 0.863 1.50 (0.79–2.82) 0.211
Any residential facility 3.9% 3.1% 0.74 (0.40–1.36) 0.329 0.86 (0.45–1.64) 0.649
Day centre 2.1% 0.8% 0.37 (0.15–0.90) 0.029 0.26 (0.10–0.64) 0.004
Group rehabilitation 2.5% 1.8% 0.71 (0.33–1.51) 0.370 0.83 (0.37–1.86) 0.651
Individual social support 10.6% 9.5% 0.87 (0.62–1.24) 0.452 0.85 (0.59–1.23) 0.398
Vocational training/supported employment 6.9% 10.1% 1.45 (1.04–2.05) 0.031 1.02 (0.71–1.48) 0.893
Any rehabilitative intervention 17.5% 17.3% 0.94 (0.72–1.23) 0.668 0.81 (0.61–1.09) 0.173

*Odds ratios <1 with a confidence interval including the unity indicate that immigrants have a lower likelihood of being admitted
or of receiving a rehabilitation intervention, while the vice versa is true for odds ratios >1.
†Adjusted for age, gender, marital status, living arrangement, CMHC area, education, diagnosis, duration of CMHC care.
‡Not licensed for psychiatric care (supported housing, nursing homes, other social facilities, etc.).
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Table 3. Days of inpatient and residential care, number of rehabilitative interventions and total number of interventions. Comparison between Italian and immigrant CMHC patients with severe mental
illness (N is the number of patients receiving at least one intervention or one day of hospitalisation in 2011)

Days in wards for acute inpatient care

Italians Immigrants

Type of ward N Mean S.D. Median N Mean S.D. Median Unadj. IRR (95% CI) p Adj.a IRR (95% CI) p
General hospital psychiatric wards 548 14.5 20.0 9 28 12.4 10.7 7.5 0.85 (0.77–0.95) 0.004 0.71 (0.64–0.80) <0.001
Residential intensive unit 161 65.1 70.8 47 2 35.5 26.2 35.5 0.55 (0.43–0.69) <0.001 0.46 (0.36–0.58) <0.001
Private hospital 457 46.4 44.1 31 14 43.9 30.0 32 0.94 (0.87–1.02) 0.174 1.03 (0.95–1.12) 0.502
Any ward for acute inpatient care 816 48.5 55.2 32 33 31.3 34.8 18 0.64 (0.61–0.69) <0.001 0.67 (0.63–0.72) <0.001

Days in residential facilities
Italians Immigrants

Type of facility N Mean S.D. Median N Mean S.D. Median Unadj. IRR (95% CI) p Adj.a IRR (95% CI) p
Licensed psychiatric facilities 94 302.3 101.7 365 1 10 10 0.03 (0.02–0.06) <0.001 0.03 (0.02–0.06) <0.001
Other facilitiesb 253 324.7 89.8 365 12 272.4 126.4 331.5 0.84 (0.81–0.87) <0.001 0.85 (0.86–0.93) <0.001
Any residential facility 333 332.0 82.5 365 12 273.2 127.0 365 0.88 (0.85–0.91) <0.001 1.00 (1.00–1.00) <0.001

Number of rehabilitative interventions
Italians Immigrants

Type of treatment N Mean S.D. Median N Mean S.D. Median Unadj. IRR (95% CI) p Adj.a IRR (95% CI) p
Day center 178 2.0 1.6 1 3 1 1 0.50 (0.16–1.55) 0.228 0.46 (0.14–1.47) 0.193
Group rehabilitation 216 20.0 21.1 12 7 29.3 20.2 22 1.46 (1.72–1.69) <0.001 1.39 (1.20–1.62) <0.001
Individual social support 915 15.9 24.2 8 37 9.5 10.0 6 0.60 (0.54–0.66) <0.001 0.63 (0.56–0.70) <0.001
Vocational training/supported employment 608 11.0 18.5 5 39 7.3 9.2 5 0.66 (0.57–0.74) <0.001 0.95 (0.84–1.07) 0.413
Any rehabilitative treatment 1504 17.2 26.1 7 67 12.6 14.4 7 0.73 (0.68–0.78) <0.001 0.87 (0.81–0.93) <0.001

Total number of interventions
Italians Immigrants

N Mean S.D. Median N Mean S.D. Median Unadj. IRR (95% CI) p Adj.a IRR (95% CI) p
Any intervention 8602 26.6 47.1 13 388 20.1 28.6 10 0.76 (0.74–0.77) <0.001 0.98 (0.98–0.98) <0.001

aAdjusted for age, gender, marital status, living arrangement, CMHC area, education, diagnosis, duration of CMHC care.
bNot licensed for psychiatric care (supported housing, nursing homes, other social facilities, etc.).
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In fact, the demographic characteristics of immi-
grant patients, who were on average 14 years younger
than Italian patients, less frequently working, and had
been in contact with mental health services for shorter
periods of time compared with Italians suggest that
their needs might be different from those of the

Italians suffering from severe mental disorders. This
would explain why psychosocial rehabilitation treat-
ment in immigrants was more frequently oriented
towards group rehabilitation activities that favour
socialisation opportunities rather than rehabilitation
in daily skills.

Fig. 2. Adjusted days of admission to acute inpatient facilities and total number of intervention by diagnostic group and
nationality.
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This interpretation would also be consistent with
our finding that immigrants are hospitalised in general
hospital psychiatric wards and residential intensive
units for fewer days in a year. Acute hospitalisations
in general hospital psychiatric wards last on average
less than 10 days and residential intensive units admis-
sions are often reserved for patients who do not
recover after the usual period of acute hospitalisation
or for those showing behavioural problems or pro-
blems with families, or lacking the needed support at
the discharge. In these cases prolonged inpatient care
in residential intensive units offers the possibility to
restore family/environmental resources or to define
an alternative rehabilitative or residential programme.
Although just a small minority were admitted to resi-
dential intensive units during the index year, the dif-
ference between the two populations in the overall
intensity of acute hospital treatment suggests that the
interaction with social context is less frequently com-
promised for immigrants than for Italians.

The finding of a lower number of interventions and
days of hospitalisation provided to immigrants should
be interpreted in light of a possible bias. Immigrant
might move elsewhere for work when they feel better,
and this is not promptly recorded in the database.
Alternatively, as some authors argued, ill immigrants
might remigrate to their country of origin (the
so-called salmon bias). Both cases lead to a mismatch
between the numerator and the denominator when
the incidence of health outcomes is calculated
(Razum, 2006). In this study, the short follow-up (1
year of observation) minimises this bias related to the
mobility of immigrants.

The mental health database does not include infor-
mation on years since migration of the study popula-
tion. However, the Italian migratory flow is recent
(ISTAT, 2011) and median length of contact with com-
munity mental health services (2.5 years) confirms that
the study population comprises recent immigrants. In
the first years after migration, the frequency and sever-
ity of disorders might be lower than expected in subse-
quent years, as a result of the increasing age and
dissatisfaction related to the gap between expectations
and actual achievements (Bhugra et al. 2011). Other
authors argued that barriers to the access of health ser-
vices by recent immigrants are contributing to relative-
ly lower reported incidence of health conditions,
giving the impression of relatively healthier immi-
grants (McDonald & Kennedy, 2004). Whether it is
predominantly the case of health needs that have not
yet been developed or instead of barriers, it is likely
that our population of recent immigrants in the coming
years will show an ever-increasing demand for care
and planning of our services must take this into
account.

Our results lend themselves to the alternative explan-
ation that ‘ceteris paribus’, i.e., after controlling for
demographic covariates and duration of contact, immi-
grant patients receive fewer attention frommental health
services. This might depend on the limited experience,
qualification and skills of the staff to face the cultural
diversity of immigrants seeking treatment and may
lead to early discontinuation of the treatment plan.

If this is the case, the increasing efforts put forward
in recent years to increase the cultural competence of
the mental health services (Piazza et al. 2010) should
be better targeted, through regular audits into treat-
ment accessibility, acceptability and usage (Bhugra
et al. 2011, 2014) and outreach programmes for margin-
alised groups (Priebe et al. 2012). Moreover, because the
determinants of mental health often lie outside of the
remits of the health system (Rucci et al. 2012), social
welfare and all other sectors of society have to be
involved in the promotion of mental health to face
the mental health effects of the economic crisis
(Wahlbeck & McDaid, 2012). New approaches to
improve quality of treatment for migrants and to
increase ‘responsiveness to diversity’ are needed.
Some tools recently developed to assess the implemen-
tation of intercultural health strategies, such as the
‘intercultural opening’ in Germany (Penka et al. 2012),
may contribute to future studies dealing with integra-
tion and cultural competence in mental health systems.

An important limitation of our analysis should be
noted. Although our analytical strategy based on
case mix adjustment sought to address the demo-
graphic imbalance between the study groups and the
different duration of illness and of contact with
MHS, it could not account for unmeasured variability
related to patients’ needs, severity of illness and dis-
ability that cannot be captured from mental health
information system data.

In conclusion, our findings indicate that although
the likelihood of receiving psychosocial rehabilitation,
residential care and hospital treatment is similar for
immigrants and Italians, the intensity of mental health
care provision in terms of number of interventions and
days of hospital and residential care, is lower for immi-
grants. Differences in demographic and psychiatric
history between the two populations attending MHS
suggest that inequality of treatment reflects different
needs. In order to inform national and regional mental
health care programmes and policies, data from men-
tal health information systems should be complemen-
ted with ad hoc investigations collecting more
accurate clinical and socio-environmental information.
Furthermore, qualitative research should be performed
to assess immigrants’ needs from the immigrants’ per-
spective. In this regard, a systematic review of qualita-
tive studies on opinions of economic migrants about

350 P. Rucci et al.

https://doi.org/10.1017/S2045796014000250 Published online by Cambridge University Press

https://doi.org/10.1017/S2045796014000250


barriers and determinants of health services’ accessibil-
ity, found that migrants faced a host of individual and
structural barriers, especially those with undocument-
ed situation and with idiomatic difficulties
(Agudelo-Suarez et al. 2012). Best practices should
therefore be targeted to tackle discrimination by ensur-
ing coordination and continuity of care through cultur-
ally and geographically accessible community services,
closely integrated with the other segments of social
and health care systems.
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