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Introduction

The association between migration and psychosis has been described in European countries: 

Denmark [1, 2], Sweden [3], the Netherlands [4], Norway [5], Italy [6] and most extensively 

in England [7-9] and it has become a major concern for public mental health policies in 

Europe [10]. However, not all migrants seem to be at higher risk for psychosis and 

vulnerability for the different migrant groups varies according to the host country. These 

studies led to several hypotheses about the factors involved in the increased risk for 

psychosis in migrant groups. Biological factors (such as genetic predisposition, infections, 

vitamin D deficit) as well as social factors (economic deprivation, social capital, stress and 

discrimination) have all been suggested as potential explanations for these findings [11]. To 

further extend our understanding of the factors related to the increased risk for psychosis in 

migrant groups it is important to test these hypotheses in different contexts from those in 

which they have been described.

In France the proportion of migrants has been steady in the last few decades, representing 

nearly 8% of the general population. Nowadays the largest migrant communities come from 

Africa (North Africa: 1.6 million people; Sub-Saharan Africa: 670.000 people – Census 

2008). Despite detailed descriptions on migrant’s mental health [12-14] epidemiological 

studies are still missing. To know if in France migrants are at higher risk of psychosis and 

which migrant groups are the most vulnerable will contribute to better understand the 

interactions between the migrant populations and the host countries and serve local public 

health policies.
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In this study we investigate for the first time to our knowledge the association between 

psychosis and (first generation) migrants in France. The objectives are firstly to determine 

whether the incidence of administrative admissions for psychosis is increased in this 

population and secondly to compare the socio-demographic profiles of natives and migrants 

with psychosis. For this purpose we focus on all first admissions for psychosis in the 20th 

district of Paris between 2005 and 2009.

Methods

Catchment area and access to mental health services

Paris has about 2 million inhabitants and is divided into twenty districts (arrondissements). 

There is one public psychiatric facility for adult inpatients in each district and patients with 

psychiatric problems tend to consult directly mental health care services because referral 

from the general practitioner is not mandatory. In France acute psychotic patients are largely 

managed by public institutions. In the 20th district of Paris the public psychiatric facility for 

adult inpatients is the Maison Blanche Hospital. Private psychiatric clinics are usually 

located in the suburbs of Paris, and generally take care of those with more common mental 

disorders and offer expensive services. Access to the health care system for migrants does 

not seem to diverge from the general population. Even undocumented migrants use the 

healthcare system and receive benefits from the French universal healthcare coverage 

(Couverture Maladie Universelle, CMU) and state medical aid (Aide Médicale d’Etat) [15].

Population at risk

The 20th district, located in the North-East side of the city, is one of the most densely 

populated areas of Paris. It is a low to middle class area with a large migrant population 

(10%). In this area (and in France as well), migrants from Africa are the most numerous. 

There is no ethnic classification in the French census, thus statistics for second generation 

migrants are not available. In this study only people born abroad have been defined as 

“migrant”. Patients were grouped based on their country of birth: native (born in France) or 

migrant (born abroad). Four migrant groups were defined according to the most important 

migrant’s communities in France (North and sub-Saharan Africans and Europeans) and to 

data available in the census: Europe, North Africa, Sub-Saharan Africa and “other 

countries” including people from the Americas and from Asia. We decided to use data from 

the 2008 census for the population estimates (population over 15 years) for the previous and 

subsequent years (2005-2009) because it was the first census which provided data on 

migrants’ country of birth by district in Paris. This denominator was multiplied by 5 (five 

years of data collection) to obtain the final rates expressed per persons/year.”

Initial screening criteria and subjects

The “Maison Blanche” Hospital admission computer index provided a list of all first 

admissions of patients aged 15+ with a discharge diagnosis of psychosis (ICD-10: F20-F29, 

F30.2, F31.2, F31.5, F32.3, F33.3) or without any diagnosis between 2005 and 2009. Each 

file is referred to the patient’s social security number. The address in the catchment area and 

the absence of previous admissions were checked through the case file exam (clinical notes, 

interview with patient and family/friends) and by a data system used in Paris which 
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centralises all admissions in the city. Clinical descriptions in case files of those patients were 

checked for positive psychotic symptoms: delusions, hallucinations or thought disorder [16]. 

Patients with psychotic symptoms of toxic or organic origin were excluded.

Data collection for eligible patients

We collected data for gender, age, country of birth, clinical diagnosis based on the ICD-10 

and type of admission (voluntary or compulsory). Patients’ socio-demographic data were 

compared to the 2008 French Census data from the 20th district for natives and migrants.

Analysis

We first compared gender, age, diagnosis and type of admission between natives and 

migrants. Then we compared diagnosis and type of admission among natives and migrant 

subgroups separately, using Chi square tests. Incidence rates of first admission for psychosis 

(administrative incidence rates) were calculated according to the age cut-off available in the 

2008 census (15-24; 25-54 and >54 years) and gender for natives, migrants (overall) and 

migrant subgroups. Rates are displayed per 100,000 person-years. We used direct 

standardization to compare overall risk of admission among groups and to obtain age-

gender-adjusted admission rates. Incidence rates (IR) and incidence rates ratios (IRR) with 

95% confidence intervals (95% CI) were calculated, using natives as the reference group. 

The analysis was carried out using STATA (version 9).

Results

Two-hundred and sixty four patients meeting our eligibility criteria were admitted during the 

2005-2009 period. Four patients were excluded because they did not live inside the study 

area and two other patients were excluded because it was not possible to identify their 

country of birth. Thus we analysed data on 258 patients admitted between 2005 and 2009 

and compared to data from the standard population (>15 years) based on the 2008 French 

census (Table 1).

No significant difference was found between the native patients and any migrant group as a 

whole for age, gender, type of admission or diagnosis (Table 2). In both native and migrant 

groups, most patients were between 24 and 54 years old; there were more men than women; 

diagnoses of non-affective psychosis were the most frequent and compulsory admission was 

more common than voluntary admission.

As shown in Table 3, the age and gender adjusted administrative admission incidence rate 

for psychosis in the 20th district in Paris was 28 cases per 100.000 person-years. The 

incidence among migrants in general is three times higher than for natives (IRR= 2.9, 95% 

CI = 0.9-9.8). There were several differences among migrant groups compared to natives: 

the incidence was higher in patients from sub-Saharan Africa (IRR =7.1, 95% CI =2.3-21.8) 

and in patients in the “other countries” group - although in this later group it did not reach 

significance (IRR= 2.2, 95% CI = 0.6-7.8). In contrast the incidence was not different for 

those from Europe (IRR =1.2, 95% CI =0.3-5.1) and from North Africa (IRR =1.4, 95% CI 

=0.4-5.6). There was some evidence of variation by gender: migrant men from all groups 
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have higher risk than native men (IRR=3.2, 95%CI =1.1-9.3) and among patients from sub-

Saharan Africa both men and women had higher rates compared to natives, but North 

African women had the lowest rate (IRR=0.4, 95%CI=0.1-3.8) of all groups. Details 

concerning age, gender and type of diagnosis for the different migrant groups are available 

from the corresponding author on request.

Discussion

The general design of our study was a cross-sectional comparison of incidence data in 

natives and first generation migrants, where data for the denominator (total migrant and 

native populations) was based on official census. Our general findings seem largely 

consistent with previous studies carried out in Europe showing that some migrant groups are 

at higher risk of psychosis [17-19]. We found increased risk of admission in the sub-Saharan 

Africa group and in the “other countries” group; migrants from North Africa and from 

Europe presented almost the same risk as natives. However, we were unable to differentiate 

the second generation migrants from the other natives, so it is possible that the rates reported 

are underestimated if we take into account studies conducted in other European countries 

showing an increased risk of psychosis not only in migrants (first generation) but also in 

their offspring (second generation) [18, 38].

Yet, our findings for first episode of psychosis in first generation migrants can only be 

compared to studies carried out in other European countries due to the lack of incidence 

studies on migrant’s mental health in France. Although our sample is relatively small with 

some results not statistically significant at p=0.05, a few considerations can be made. Our 

findings concerning the Sub-Saharan and the North African groups can be compared to 

results from other host countries, however, our “other countries” and “Europe” groups are 

too heterogeneous in terms of origin and culture, as well as in pattern of migration. The 

incidence rates for psychosis in sub-Saharan Africa migrants, for example, are similar to 

those from studies carried out in other European countries which also show a high incidence 

of psychosis in this group [10]. On the other hand, the low incidence we found for North 

African migrants differs from previous studies in the Netherlands which showed high rates 

for psychosis in this population [4, 20]. To understand our results we have to take into 

account the French context.

Patterns of migration in France

The migrant population in France is composed of those who came in the successive waves 

of migration mainly after the World War Two due to the great need for labour. Migration 

from North Africa started in the 1950’s and it is still growing (about 30% of North Africans 

have been in France for less than 10 years). The context of North African migration in 

France is different from that in the Netherlands where most North African migrants come 

from Morocco. Moroccan migrants in France are French speaking, come generally from 

urban areas and have a high educational level whereas those going to the Netherlands come 

from rural areas and do not speak Dutch [21]. Furthermore, most North African migrants in 

France come from Algeria: they are established in France for three generations and many of 
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them belong to the middle class. Recent migration from North Africa is characterised by 

family reunification, composed mostly by women coming to join their husbands in France.

On the other hand, migration from the sub-Saharan Africa is more recent; one in two 

migrants from this area has lived in France for less than ten years. They come from French 

speaking countries such as Mali, Congo, Senegal, Ivory Coast and Guinea. Most are young 

men and many have migrated before the age of 20. They usually come for labour or as 

refugees, living alone or without their family in the host country. Clandestine migration is 

not uncommon; the number of undocumented sub-Saharan African migrants is estimated to 

10% [15,22,23] and if we adjust for underenumeration, the incidence rates still remains 

higher than for natives IRR=6.5, 95% CI= 3.9-10.7). In this context we can expect that at 

time of migration, sub-Saharan Africans are more often still within the age range of greatest 

risk for psychosis since they migrate at younger age than North Africans.

Explanatory hypothesis

The socio developmental model [11,24,25] hypothesises that “exposure to adversity and 

trauma interact with underlying genetic risk and impact on brain development and stress 

sensitivity in such a way as to create an enduring liability to psychosis that becomes 

manifest in the event of further cumulative stressors”. Consequently interactions between 

psychological and biological factors specific to each migrant group and the host country 

should be considered; migration is a complex experience, and therefore risk and protective 

factors may differ across groups and contexts. Resettlement stress such as unemployment, 

low ethnic density, and achievement-expectation mismatch has been largely described as 

risk factors in migrant populations, [26-28]. Additionally, discrimination has been associated 

to psychological distress [29,30] and psychosis [31-33] among individuals with black skin 

colour which could increase the vulnerability of some migrant groups. Moreover, the role of 

biological risk factors associated with psychosis such as vitamin D deficiency [34], 

infectious agents [35] and autoimmune encephalitis [36] is not yet established in migrant 

populations: they could vary among migrant groups and native populations and contribute to 

differences in the incidence rates.

In the French context migrants from sub-Saharan Africa seem to be more exposed to social 

risk factors than other migrants. They are more likely to experience stressful situations 

before migration due to the political context in some countries where forced separation from 

family and complex migration trajectory is not uncommon. Once in the host country they 

also seem to be more exposed to resettlement stress such as uncertainty about asylum 

applications, denial of right to work, poor housing and, sometimes, detention. 

Discrimination by skin color in France is reported most frequently by sub-Saharan Africans 

than by other migrant groups. They are also more likely to have poor community support 

since they often migrate at younger age and alone [15, 22, 23].

Methodological considerations

This study has some limitations. The main one is the probability of missing cases. We were 

not able to identify retrospectively first contact patients with outpatient care services 

because our computing system does not give this information. However most cases of 
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schizophrenia tend to be admitted in hospital but it is possible that some patients with 

affective psychosis (depression with psychotic symptoms) are more often seen in outpatient 

services. Further our data is based on first admissions and we can not be sure about the 

absence of previous episodes (especially in older patients) although we have sought 

information.

The number of cases could also be affected by misclassification due to clinical diagnosis 

made by different clinicians although they were based on the ICD-10 classification, but a 

recent study in France showed good inter-rate reliability of schizophrenia diagnosis and 

bipolar disorders in a public psychiatric institution. [37]. We have also to consider case 

ascertainment bias because we did not check all first admissions (all psychiatric diagnosis).

Cultural aspects which could influence the clinical presentation of the disorder, the pathway 

to care and help seeking behaviour among the different migrant groups were not evaluated. 

It has been suggested that cultural and religious beliefs typical in some minorities that differ 

from those in the general population could lead, in some cases, to false positives (diagnostic 

artefact). Although this cannot be formally discounted, studies carried out in other countries 

showed that this could not completely explain the higher risks in migrant populations [38, 

39]. Additionally, some of our medical and para-medical staff are originally from Africa 

and, most important, family and friends tended to agree that there was a unusual behaviour. 

Also, other confounding factors such as income level, educational level and cannabis use 

were not investigated.

Finally, generalizability is limited since it is a preliminary study on this population and it 

was carried out in only one district of Paris.

Conclusion

To our knowledge, this is the first study of the administrative incidence of psychosis among 

first generation migrants carried out in France and, notwithstanding methodological 

limitations, consequently constitutes a significant addition to the literature. Our results 

showed that sub-Saharan migrants were identified as the most vulnerable migrant group, 

which is in accordance with previous research showing that not all migrants are at higher 

risk for psychosis. Additional work is warranted to confirm these trends and studies on 

second generation migrants will allow us to differentiate the risk factors associated to 

migration from those associated to ethnicity. Understanding the pathways that influence the 

incidence of psychosis in the different migrant groups will help us to design effective mental 

health policies and target the populations at most risk.

Acknowledgements

We are grateful to Michel Caire and Tim Greacen from Maison Blanche Hospital for their support and advice. We 
are also thankful to Patrick Simon from INED (National Institute for Demographic Studies) - Unité Migrations 
Internationales et minorités, for sharing with us his knowledge of migration and ethnic minorities in France.

Craig Morgan and Robin Murray are supported by funding from the Medical Research Council (Ref: G0500817), 
Wellcome Trust (Grant Number: WT087417), European Union (European Community’s Seventh Framework 
Program (grant agreement No. HEALTH-F2-2009-241909) (Project EU-GEI)), and the Department of Health via 
the National Institute for Health Research (NIHR) Specialist Biomedical Research Centre for Mental Health award 

Tortelli et al. Page 6

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 January 05.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



to South London and Maudsley NHS Foundation Trust (SLaM) and the Institute of Psychiatry at King’s College 
London.

References

1. Mortensen PB, Cantor-Graae E, McNeil TF. Increased rates of schizophrenia among immigrants: 
some methodological concerns raised by Danish findings. Psychol Med. 1997; 27:813–820. 
[PubMed: 9234460] 

2. Cantor-Graae E, Pedersen CB. Risk of schizophrenia in second-generation immigrants: a Danish 
population-based cohort study. Psychol Med. 2007; 37:485–494. [PubMed: 17202000] 

3. Cantor-Graae E, Zolkowska K, McNeil TF. Increased risk of psychotic disorder among immigrants 
in Malmö: a 3-yearfirst-contact study. Psychol Med. 2005; 35:1155–1163. [PubMed: 16116941] 

4. Selten JP, Veen N, Feller W, Blom JD, Schols D, Camoenië W, Oolders J, van der Velden M, Hoek 
HW, Rivero VM, van der Graaf Y, Kahn R. Incidence of psychotic disorders in immigrant groups to 
The Netherlands. Br J Psychiatry. 2001; 178:367–372. [PubMed: 11282817] 

5. Iversen VC, Morken G. Acute admissions among immigrants and asylum seekers to a psychiatric 
hospital in Norway. Soc Psychiatry Psychiatr Epidemiol. 2003; 38:515–519. [PubMed: 14504736] 

6. Tarricone I, Mimmi S, Paparelli A, Rossi E, Mori E, Panigada S, Carchia G, Bandieri V, Michetti R, 
Minenna G, Boydell J, Morgan C, Berardi D. First-episode psychosis at the West Bologna 
Community Mental Health Centre: results of an 8-year prospective study. Psychol Med. 2012; 7:1–
10.

7. van Os J, Castle DJ, Takei N, Der G, Murray RM. Psychotic illness in ethnic minorities: 
clarification from the 1991 census. Psychol Med. 1996; 26:203–208. [PubMed: 8643760] 

8. Fearon P, Kirkbride JB, Morgan C, Dazzan P, Morgan K, Lloyd T, Hutchinson G, Tarrant J, Fung 
WL, Holloway J, Mallett R, Harrison G, Leff J, Jones PB, Murray RM, AESOP Study Group. 
Incidence of schizophrenia and other psychoses in ethnic minority groups: results from the MRC 
ÆSOP Study. Psychol Med. 2006; 36:1541–1550. [PubMed: 16938150] 

9. Kirkbride JB, Barker D, Cowden F, Stamps R, Yang M, Jones PB, Coid JW. Psychoses, ethnicity 
and socio-economic status. Br J Psychiatry. 2008; 193:18–24. [PubMed: 18700213] 

10. Hutchinson G, Haasen C. Migration and schizophrenia: The challenges for European psychiatry 
and implications for the future. Soc Psychiatry Psychiatr Epidemiol. 2004; 39:350–357. [PubMed: 
15133590] 

11. Morgan C, Charalambides M, Hutchinson G, Murray RM. Migration, ethnicity, and psychosis: 
toward a sociodevelopmental model. Schizophr Bull. 2010; 36:655–664. [PubMed: 20513653] 

12. Diop S. Sur la transplantation négro-africaine en France. Psychopathologie Africaine. 1968; 2:227–
276.

13. Bensmail B, Boucebci M, Bouchefra A, Millet L, Seddik-Ameur M. Psychopathology and 
migration. Ann Med Psychol. 1982; 140:647–662.

14. Bennegadi R, Bourdillon F, Lombrail P, Collectif. La santé des populations d’origine étrangère en 
France. Soc Sci Med. 1991; 32:1219–1227. [PubMed: 2068604] 

15. Couillet, M.; projet PARCOURS. Les Africains subsahariens vivant en France: caractéristiques 
sociodémographiques et accès aux soins. Paris 15: 2010. Working Papers du CEPED: 09

16. Andreasen NC, Arndt S, Alliger R, Miller D, Flaum M. Symptoms of schizophrenia: Methods, 
meanings, and mechanisms. Arch Gen Psychiatry. 1995; 52:341–351. [PubMed: 7726714] 

17. Cantor-Graae E, Selten JP. Schizophrenia and migration: a meta-analysis and review. Am J 
Psychiatry. 2005; 162:12–24. [PubMed: 15625195] 

18. Bourque F, van der Ven E, Malla A. A meta-analysis of the risk for psychotic disorders among 
first- and second-generation immigrants. Psychol Med. 2010; 1:1–14.

19. Kirkbride JB, Errazuriz A, Croudace TJ, Morgan C, Jackson D, Boydell J, Murray RM, Jones PB. 
Incidence of schizophrenia and other psychoses in England, 1950-2009: a systematic review and 
meta-analyses. PLoS One. 2012; 7:e31660. [PubMed: 22457710] 

20. Mulder CL, Koopmans GT, Selten JP. Emergency, compulsory admissions and clinical 
presentation among immigrants to the Netherlands. Br J Psychiatry. 2006; 188:386–391. [PubMed: 
16582067] 

Tortelli et al. Page 7

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 January 05.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



21. van den Brandt, M. Migration à Babel: le Pays-Bas, la France, leurs immigrées. Département de 
langue et cultures françaises, Université d’Utrecht; 2004. Dissertation

22. ELIPA (Longitudinal Survey of the Integration of First-time Arrivals). http://
www.immigration.gouv.fr/spip.php?page=dossiers_det_res&numrubrique=468&numarticle=2535

23. TeO (Trajectories and Origins survey). http://teo_english.site.ined.fr/

24. Murray RM, Lappin J, Di Forti M. Schizophrenia: from developmental deviance to dopamine 
dysregulation. Eur Neuropsychopharmaco. 2008; 18(Suppl 3):S129–34.

25. Myin-Germeys I, van Os J. Stress-reactivity in psychosis: evidence for an affective pathway to 
psychosis. Clin Psychol Rev. 2007; 27:409–424. [PubMed: 17222489] 

26. Laban CJ, Komproe IH, Gernaat HBPE, de Jong JTVM. The impact of a long asylum procedure on 
quality of life, disability and physical health in Iraqi asylum seekers in the Netherlands. Soc 
Psychiatry Psychiatr Epidemiol. 2008; 43:507–515. [PubMed: 18560785] 

27. Reininghaus UA, Morgan C, Simpson J, Dazzan P, Morgan K, Doody GA, Bhugra D, Leff J, Jones 
P, Murray R, Fearon P, Craig TKJ. Unemployment, social isolation, achievement–expectation 
mismatch and psychosis: findings from the ÆSOP Study. Soc Psychiatry Psychiatr Epidemiol. 
2008; 43:743–751. [PubMed: 18491023] 

28. Das-Munshi J, Bécares L, Boydell JE, Morgan C, Stansfeld SA, Prince MJ. Ethnic density as a 
buffer for psychotic experiences: findings from a national survey (EMPIRIC). BJP. 2012; 
201:282–290. ME. 

29. Krieger N, Kosheleva A, Waterman PD, Chen JT, Koenen K. Racial discrimination, psychological 
distress, and self-rated health among US-born and foreign-born, Black Americans. Am J Public 
Health. 2011; 101:1704–1713. [PubMed: 21778504] 

30. Chae DH, Lincoln KD, Jackson JS. Discrimination, attribution, and racial group identification: 
implications for psychological distress among Black Americans in the National Survey of 
American Life (2001-2003). Am J Orthopsychiatry. 2011; 81:498–506. [PubMed: 21977935] 

31. Gara MA, Vega WA, Arndt S, Escamilla M, Fleck DE, Lawson WB, Lesser I, Neighbors HW, 
Wilson DR, Arnold LM, Strakowski SM. Influence of patient race and ethnicity on clinical 
assessment in patients with affective disorders. Arch Gen Psychiatry. 2012; 69:593–600. 
[PubMed: 22309972] 

32. Veling W, Hoek HW, Mackenbach JP. Perceived discrimination and the risk of schizophrenia in 
ethnic minorities. Soc Psychiatry Psychiatr Epidemiol. 2008; 43:953–959. [PubMed: 18575790] 

33. Jarvis GE, Toniolo I, Ryder AG, Sessa F, Cremonese C. High rates of psychosis for black 
inpatients in Padua and Montreal: different contexts, similar findings. Soc Psychiatry Psychiatr 
Epidemiol. 2011; 46:247–253. [PubMed: 20165832] 

34. McGrath J. Hypothesis: is low prenatal vitamin D a risk-modifying factor for schizophrenia? 
Schizophr Res. 1999; 40:173–177. [PubMed: 10638855] 

35. Arias I, Sorlozano A, Villegas E, de Dios Luna J, McKenney K, Cervilla J, Gutierrez B, Gutierrez 
J. Infectious agents associated with schizophrenia: a meta-analysis. Schizophr Res. 2012; 
136:128–36. [PubMed: 22104141] 

36. Zandi MS, Irani SR, Lang B, Waters P, Jones PB, McKenna P, Coles AJ, Vincent A, Lennox BR. 
Disease-relevant autoantibodies in first episode schizophrenia. J Neurol. 2011; 258:686–8. 
[PubMed: 20972895] 

37. Richieri R, Boyer L, Lancon C. Analysis of the reliability of diagnostic criteria and classifications 
in psychiatry]. Sante Publique. 2011; 23(Suppl 6):S31–8. [PubMed: 22370072] 

38. Fearon P, Morgan C. Environmental factors in schizophrenia: the role of migrant studies. 
Schizophr Bull. 2006; 32:405–8. [PubMed: 16699062] 

39. Selten JP, Hoek HW. Does misdiagnoses explain the schizophrenia epidemic among immigrants 
from developing countries to Western Europe? Soc Psychiatry Psychiatr Epidemiol. 2008; 43:937–
9. [PubMed: 18587677] 

Tortelli et al. Page 8

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 January 05.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts

http://www.immigration.gouv.fr/spip.php?page=dossiers_det_res&numrubrique=468&numarticle=2535
http://www.immigration.gouv.fr/spip.php?page=dossiers_det_res&numrubrique=468&numarticle=2535
http://teo_english.site.ined.fr/


 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts

Tortelli et al. Page 9

Table 1

Population at risk* (>15years) and first admissions for psychosis between 2005 and 2009 in the 20thdistrict, 

Paris.

Country of birth 20th district population* First admissions between 2005 and 2009

n (%) n (%)

Natives 121,713 (74.7) 136 (52.7)

Migrants (Overall) 41,130 (25,3) 122(47.3)

Europe 9,538 (5.9) 15 (5.8)

North Africa 13,608 (8.4) 15 (5.8)

Sub Saharan Africa 8,748 (5.4) 71 (27.5)

Other 9,236 (5.7) 21 (8.1)

Total 162,843 (100.0) 258 (100.0)

*
Census 2008
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Table 2

Social demographic characteristics of patients admitted with first episode of psychosis among natives and 

first-generation migrants living in the 20th district, Paris, between 2005 and 2009

Natives Migrants p*

n % n %

Age (years)

15-24 34 25.0 23 18.5 0.15

25-54 79 58.1 85 69.7

> 54 23 16.9 14 11.5

Sex

Men 81 59.6 80 65.6 0.32

Women 55 40.4 42 34.4

Diagnosis

Non affective psychosis 130 95.6 117 95.9 0.90

Affective psychosis 6 4.4 5 4.1

Hospitalization

Voluntary 44 32.4 32 26.4 0.30

Compulsory 92 67.6 89 73.6

*
Chi-square test
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Table 3

Crude and age-gender adjusted admission rates for psychosis in natives and in first generation migrants.

Crude admission rate (cases/100 
000 person-year)

Adjusted admission rate 
(cases/100 000 person-year) 95% CI IRR 95% CI

Overall 31.5 28.0 12.5 62.5

Natives 22.5 17.5 6.5 48.0 1

Europe 29.0 22.0 9.0 54.0 1.2 0.3 - 5.1

North Africa 22.0 25.0 11.0 59.0 1.4 0.4 - 5.6

Sub Saharan Africa 162.5 125.0 84.5 184.5 7.1 2.3 - 21.8

Others 49.5 39.0 19.5 77.5 2.2 0.6 - 7.8

All migrants 59.5 51.0 28.0 93.5 2.9 0.9 - 9.8

Men

Overall 42.5 40.5 20.5 79.5

Natives 29.5 22.5 9.0 54.5 1

Europe 40.0 30.5 14.0 66.0 1.4 0.4 - 4.6

North Africa 34.0 45.0 23.5 85.5 2.0 0.6 - 6.3

Sub Saharan Africa 203.0 164.5 117.0 231.0 7.4 2.7 - 19.8

Others 48.5 41.5 21.5 81.0 1.9 0.6 - 5.9

All migrants 78.0 72.0 43.0 120.0 3.2 1.1 - 9.3

Women

Overall 22.0 20.0 7.5 51.0

Natives 16.5 13.5 4.5 42.0 1

Europe 21.0 15.5 5.5 44.5 1.1 0.2 - 5.8

North Africa 9.0 6.0 1.0 29.5 0.4 0.1 - 3.8

Sub Saharan Africa 112.5 83.0 51.5 133.5 6.1 1.7 - 22.1

Others 50.5 36.5 18.0 74.5 2.7 0.7 - 10.9

All migrants 41.0 31.5 14.5 67.0 2.3 0.6 - 9.6
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