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Research

AbstrACt
Objective We sought to examine the short-term and 
long-term impacts of psychiatric hospitalisations among 
patients of Chinese and South Asian origin.
Design Retrospective population-based cohort study 
using linked health administrative data.
setting We examined all adult psychiatric inpatients 
discharged between 1 April 2006 and 31 March 2014 in 
Ontario, Canada, who were classified as Chinese, South 
Asian and all other ethnicities (ie, ‘general population’) 
using a validated algorithm. We identified 2552 Chinese, 
2439 South Asian and 127 142 general population patients.
Primary and secondary outcome measures We examined 
psychiatric severity measures at admission and discharge 
and performed multivariable logistic regression analyses 
to examine 30-day, 180-day and 365-day postdischarge 
service utilisation and outcomes, comparing each of the 
ethnic groups with the reference population, after adjustment 
for age, sex, income, education, marital status, immigration 
status, community size and discharge diagnosis.
results Despite presenting to hospital with greater illness 
severity, Asian psychiatric inpatients had shorter lengths of 
hospital stay and greater absolute improvements in mental 
health and functional status at discharge compared with 
other inpatients. After hospitalisation, Chinese patients 
were more likely to visit psychiatrists and South Asian 
patients were more likely to seek mental healthcare 
from general practitioners. They were also less likely to 
have a psychiatric readmission or die 1 year following 
hospitalisation (adjusted OR

Chinese=0.87; 95% CI 0.79 to 
0.97; adjusted ORSouth Asian=0.82, 95% CI 0.73 to 0.91). 
Findings were consistent across genders, psychiatric 
diagnoses and immigrant groups.
Conclusion Once hospitalised, patients of Chinese and 
South Asian origin fared as well as or better than general 
population patients at discharge and following discharge, and 
had a positive trajectory of psychiatric service utilisation.

IntrODuCtIOn
Improving discharge and postdischarge 
outcomes following a psychiatric hospital-
isation and reducing costly readmissions are 

major objectives for mental health systems 
that offer community care.1 The transition 
from inpatient to outpatient treatment is a 
critical time, as many patients disengage from 
care.2 Although there is growing interest in 
the role of ethnicity in the development 
of mental illness, there has been minimal 
investigation into its influence on inpatient 
and postdischarge outcomes. Most previous 
studies have focused on black African 
or Caribbean inpatients, demonstrating 
increased rates of early termination of 
treatment3 and minimal improvement in 
functioning and symptomology.4 5 These 
disparities may be explained by structural 
barriers, such as homelessness and poverty, 

strengths and limitations of this study

 ► This large population-based study used 
health  administrative databases in a Canadian 
single-payer healthcare system, which has a high 
proportion of immigrants and one of the largest 
Asian populations outside of Asia, making it an ideal 
setting to study cross-cultural differences.

 ► Psychiatric inpatients of Chinese and South Asian 
origin were examined separately, unlike other 
studies that combined these and other ethnic 
groups.

 ► Regression adjustment for a multitude of diagnostic 
and sociodemographic covariates, and stratification 
by sex, diagnostic and immigration status allowed 
for a thorough assessment of the independent effect 
of ethnicity.

 ► Low sensitivity of the surnames algorithm used 
for ethnicity ascertainment may have resulted in 
misclassification.

 ► The reference group was heterogeneous and 
encompassed all other ethnicities, including black 
African and Caribbean inpatients.
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and systemic issues, as African American providers are 
scarce, and short-lived therapeutic relationships often 
result in distrust.6 

Global migration, in particular the large diaspora of 
people of Chinese and South Asian (ie, Indian, Pakistani, 
Bangladeshi and Sri Lankan) descent, is increasingly 
shaping the demographic composition of high-income 
countries worldwide.7 However, there is a paucity of 
information on the effect of psychiatric hospitalisations 
on Asian ethnic groups living in Western countries, who 
may experience different socioeconomic conditions. 
South Asian and East Asian populations, in particular 
those of Chinese origin, have been shown to underuti-
lise mental healthcare,8 even when experiencing severe 
and persistent mental illness.9 Studies also suggest that 
Chinese and South Asian patients present to hospital 
with greater mental illness severity,10 including higher 
rates of psychosis, aggressive behaviours and involun-
tary admissions,11 which may be consequences of lower 
outpatient service use and delayed help seeking. It is not 
known, however, whether these ethnic disparities remain 
at hospital discharge and how each of the Asian groups 
compare with the general population in their postdis-
charge outcomes.

In this population-based cohort study conducted in 
Ontario, the most populous province within Canada’s 
single-payer universal healthcare system, where the 
Chinese and South Asian populations comprised 5% and 
7%, respectively, in 2006,12 we compared admission and 
discharge symptom severity measures and examined post-
discharge outpatient service utilisation and outcomes, 
such as emergency department visits and psychiatric read-
mission or death, among all Chinese and South Asian 
psychiatric inpatients, as compared with inpatients of all 
other ethnicities.

MethODs
Data sources
We used data from the Ontario Mental Health Reporting 
System database (97% record linkage rate), which 
contains information submitted by clinical staff on desig-
nated psychiatric beds across all hospitals in Ontario,13 
and the Resident Assessment Instrument-Mental Health, 
a standardised minimum assessment clinical tool with 
demonstrated reliability and convergent validity,14 to 
capture information on several clinical rating scales and 
diagnoses according to the Diagnostic and Statistical 
Manual of Mental Disorders (DSM)-IV. We linked this 
dataset to the Canadian Institute for Health Information’s 
Hospital Discharge Database (98% record linkage rate), 
the Registered Persons Database, Ontario Health Insur-
ance Plan physician billing database, the National Ambu-
latory Care Reporting System, and the Immigration, 
Refugees and Citizenship Canada-Permanent Resident 
database (86% record linkage rate). Datasets were linked 
at the individual level using unique encoded identifiers 
and analysed at the Institute for Clinical Evaluative Sciences.

study population
We examined all psychiatric inpatients who were 
discharged between 1 April 2006 and 31 March 2014, 
were Ontario residents, had valid health cards, were 
between the ages of 19 and 105 years, had voluntary 
or involuntary admissions and had data on psychiatric 
assessments at admission. We excluded hospitalisations 
with lengths of stay ≤3 days (since diagnostic assessment 
data were not complete) or >90 days (as they reflect 
very complex patients who are not representative of 
the general hospitalised population). We also excluded 
patients with invalid diagnoses (eg, DSM-IV diagnoses 
listed as ‘7999’ or starting with a letter) and other data 
inconsistencies. We limited the sample to the first admis-
sion for each patient within the study period in hierar-
chical order of severity using DSM-IV axis-1 discharge 
diagnosis: schizophrenia (295), bipolar disorder (296 
except 296.2, 296.3, 296.9), depression (296.2, 296.3, 
311) and all other diagnoses.

We used a validated surnames algorithm to classify 
patients as those of Chinese origin, South Asian origin 
or all other ethnicities (henceforth called the ‘general 
population’). The algorithm15 was designed to optimise 
specificity (99.7% for both ethnic groups) and positive 
predictive value (South Asian, 89.3%; Chinese, 91.9%) 
over sensitivity (50.4% and 80.2%, respectively).

Demographic/clinical characteristics
We captured demographic characteristics, including 
age, sex, marital status, education, area-level income, 
immigration status and community size (greater/
smaller than 500 000 residents). We also categorised 
patients as recent immigrants (<10 years in Canada), 
long-term immigrants (≥10 years) or non-immi-
grants (eg, Canadian-born/immigrants prior to 1985) 
using the Immigration, Refugees and Citizenship 
Canada-Permanent Resident database. We further 
assessed whether patients were involuntarily hospital-
ised or detained for psychiatric assessment under the 
Ontario Mental Health Act and captured the reasons 
for admission (eg, threat to self, not mutually exclu-
sive). Using information from clinical assessments 
at discharge, which reflect the final 72 hours of the 
hospitalisation, we captured primary diagnoses and 
the presence of a substance abuse diagnosis (DSM-IV 
291.0-3/5/81/89/9, 292.0, 292.11-12/81-84/89/9, 
303.00/90, 304.00/10/20/30/40/50/60/80/90, 
305.00/10–90 excluding 80), and calculated in-hospital 
length of stay.

Mental illness severity
Using the Resident Assessment Instrument-Mental 
Health,14 we examined, for both admission and 
discharge, several measures of psychiatric severity. 
The Aggressive Behaviour Scale and positive symp-
toms (hallucinations, command hallucinations, delu-
sions and abnormal thought process or form) and 
negative symptoms (anhedonia, loss of interest, lack 
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of motivation, and reduced interaction) scales (each 
ranging 0–12) and the Depression Rating Scale 
(ranging 0–14) have been described in detail else-
where.11 Additionally, we examined Global Assessment 
of Functioning, a 100-point scale based on a clinician’s 
rating of a patient’s overall level of social, occupational 
and psychological functioning, with lower scores indi-
cating poorer functioning.

healthcare utilisation and patient outcomes
Using physician billings data, we examined postdischarge 
outpatient service utilisation, including visits to a psychi-
atrist, and mental health and addictions-related visits to 
family physicians or general practitioners using a vali-
dated algorithm.16

Our primary outcome was psychiatric hospital readmis-
sion, ascertained from hospital discharge data, or death by 
any cause within 30, 180 and 365 days postdischarge. We 
also examined psychiatric emergency department visits 
and readmissions as secondary outcomes. Service utilisa-
tion and outcomes 30 days postdischarge were examined 
to assess the immediate consequences of hospitalisation, 
and later estimates were used to examine longer-term 
effects.

statistical analysis
Χ2 tests were used to compare clinical and demographic 
characteristics, as well as illness severity measures at 
admission and at discharge in each of the Chinese and 
South Asian inpatient groups to the reference popula-
tion. Student’s t-test was used to examine age as a contin-
uous variable.

For each of the 30/180/365 day service utilisation 
and postdischarge outcomes, we used multivariable 
binary logistic regression models to examine the effects 
of each ethnic group, compared with the reference 
population, adjusted for age, sex, income, education, 
marital status, immigration status, community size, 
discharge diagnosis and diagnosis of substance abuse, 
as these variables differed between groups and were 
associated with postdischarge outcomes.17 To examine 
whether consistent results were obtained using time-to-
event analysis, we performed Cox proportional hazards 
models for 1 year psychiatric hospital readmission or 
death adjusted for the aforementioned covariates, and 
produced Kaplan-Meier curves and adjusted survival 
curves using the corrected group prognosis method.18 
Individuals were censored at loss of provincial health 
coverage (ascertained using the date of last healthcare 
contact) or 31 March 2014.

To further unpack the relationship between ethnicity 
and immigration status, as a sensitivity analysis, we 
conducted multivariable logistic regressions stratified by 
immigration status. We also stratified the analysis by sex 
and discharge diagnosis, and examined the impact of 
adding prior mental health hospitalisation in the past 5 
years as a covariate in all logistic and Cox models.

All statistical analyses were conducted using SAS V.9.3. 

results
Demographic/clinical characteristics
A total of 285 379 inpatient hospital discharges in Ontario 
residents aged 19–105 years, who had a valid health card 
between 1 April 2006 and 31 March 2014, met our inclu-
sion criteria. These correspond to 143 854 unique indi-
viduals. After excluding 10 individuals for whom hospital 
episodes could not be created due to data inconsistencies 
(eg, non-unique admission dates), 3873 individuals with 
length of stay >90 days (1% of Chinese and 2% of South 
Asian inpatients), 645 individuals with length of stay <3 
days (1% excluded from each ethnic inpatient group) 
and 7193 individuals with missing/invalid discharge diag-
noses, our study population comprised of 132 133 unique 
patients: 2552 Chinese, 2439 South Asian and 127 142 
patients of all other ethnicities.

Chinese and South Asian inpatients were significantly 
younger than patients in the comparison group and were 
more likely to be married and to have completed post-
secondary education (table 1). Compared with the refer-
ence group, Chinese patients were also more likely to be 
female. Asian patients were significantly more likely than 
general population patients to be diagnosed with schizo-
phrenia and less likely to be diagnosed with substance 
abuse or depression; they also had shorter hospital stays 
by on average 2 days.

Mental illness severity
Although Asian patients presented with symptoms 
that were significantly worse at admission, their psychi-
atric severity measures were either reduced or on par with 
those of the comparison group at discharge (figure 1). 
Chinese and South Asian inpatients had greater improve-
ments than other patients in measures of aggressive 
behaviour and positive symptoms, with the greatest abso-
lute decreases in positive symptoms observed in Chinese 
patients (from 17% to 3.5%, compared with 13.4% to 
4.0% in South Asian patients and 9.2% to 2.1% in the 
reference group). At discharge, there were no significant 
differences between the Asian and the reference groups 
on the Aggressive Behaviour Scale (P>0.12). Both ethnic 
groups were also significantly less likely to maintain a 
poor score on the General Assessment of Functioning at 
discharge than the general population patients (P<0.004). 
By contrast, the relative change between admission and 
discharge in negative and depressive symptoms was equiv-
alent across the three groups.

Postdischarge service utilisation and patient outcomes
Each of the Chinese and South Asian patients were simi-
larly likely to seek outpatient mental healthcare postdis-
charge as the reference group (figure 2, supplementary 
table S1). However, examining service utilisation sepa-
rately by physician specialties revealed that Chinese 
patients had greater adjusted odds of visiting a psychia-
trist (OR 1.13, 95% CI 1.02 to 1.25), as compared with the 
reference group, and South Asian patients had greater 
adjusted odds of visiting a general practitioner/family 

https://dx.doi.org/10.1136/bmjopen-2017-020156
https://dx.doi.org/10.1136/bmjopen-2017-020156
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Table 1 Demographic and clinical characteristics of psychiatric inpatients by ethnic group

Comparison group 
(n=127 142)

Chinese 
(n=2552) P value*

South Asian 
(n=2439) P value*

Age at admission, mean (median) 44.9 (44) 42.4 (41) <0.001 41.6 (40) <0.001

Age category

    19–44 65 222 (51.3%) 1492 (58.5%) <0.001 1486 (60.9%) <0.001

    45–64 44 646 (35.1%) 807 (31.6%) <0.001 716 (29.4%) <0.001

    65+ 17 274 (13.6%) 253 (9.9%) <0.001 237 (9.7%) <0.001

Sex

    Female 63 216 (49.7%) 1474 (57.8%) <0.001 1146 (47.0%) 0.007

    Male 63 926 (50.3%) 1078 (42.2%) <0.001 1293 (53.0%) 0.007

Neighbourhood income quintile

    Q1 (lowest) 36 178 (28.5%) 737 (28.9%) 0.64 722 (29.6%) 0.21

    Q2 27 049 (21.3%) 608 (23.8%) 0.002 604 (24.8%) <0.001

    Q3 22 651 (17.8%) 453 (17.8%) 0.93 505 (20.7%) <0.001

    Q4 21 286 (16.7%) 403 (15.8%) 0.20 372 (15.3%) 0.05

    Q5 (highest) 19 183 (15.1%) 334 (13.1%) 0.005 232 (9.5%) <0.001

    Missing 795 (0.6%) 17 (0.7%) 0.80 ≤5 (0.2%) 0.004

Education

    Less than high school 30 095 (23.7%) 372 (14.6%) <0.001 477 (19.6%) <0.001

    High school graduate 33 398 (26.3%) 454 (17.8%) <0.001 598 (24.5%) 0.05

    Any postsecondary 50 420 (39.7%) 1315 (51.5%) <0.001 1088 (44.6%) <0.001

    Unknown 13 229 (10.4%) 411 (16.1%) <0.001 276 (11.3%) 0.15

Marital status

    Single 57 302 (45.1%) 1266 (49.6%) <0.001 1010 (41.4%) <0.001

    Married common law 41 746 (32.8%) 951 (37.3%) <0.001 1089 (44.6%) <0.001

    Widowed, separated, divorced 28 094 (22.1%) 335 (13.1%) <0.001 340 (13.9%) <0.001

Immigration status

    Immigrant<10 years in Canada 3556 (2.8%) 486 (19.0%) <0.001 396 (16.2%) <0.001

    Immigrant 10+ years in Canada 6804 (5.4%) 657 (25.7%) <0.001 764 (31.3%) <0.001

    Non-immigrant 1 16 782 (91.9%) 1409 (55.2%) <0.001 1279 (52.4%) <0.001

Community size

    <500 000 66 350 (52.2%) 307 (12.0%) <0.001 224 (9.2%) <0.001

    ≥500 000 60 792 (47.8%) 2245 (88.0%) <0.001 2215 (90.8%) <0.001

Admission status

    Voluntary 68 793 (54.1%) 836 (32.8%) <0.001 987 (40.5%) <0.001

    Involuntary 58 349 (45.9%) 1716 (67.2%) <0.001 1452 (59.5%) <0.001

Reason for admission (not mutually exclusive)

    Threat to self 61 680 (48.5%) 1274 (49.9%) 0.16 1107 (45.4%) 0.002

    Threat to others 21 053 (16.6%) 620 (24.3%) <0.001 544 (22.3%) <0.001

    Inability to care for self 45 267 (35.6%) 1106 (43.3%) <0.001 1055 (43.3%) <0.001

    Problem with addiction 35 262 (27.7%) 178 (7.0%) <0.001 447 (18.3%) <0.001

    Justice system 4946 (3.9%) 95 (3.7%) 0.67 103 (4.2%) 0.40

Primary diagnosis† (hierarchical, mutually exclusive)

    Schizophrenia 25 454 (20.0%) 898 (35.2%) <0.001 739 (30.3%) <0.001

    Bipolar disorder 18 773 (14.8%) 292 (11.4%) <0.001 341 (14.0%) 0.28

    Depression 35 547 (28.0%) 655 (25.7%) 0.01 633 (26.0%) 0.03

    Other 47 368 (37.3%) 707 (27.7%) <0.001 726 (29.8%) <0.001

Continued
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Comparison group 
(n=127 142)

Chinese 
(n=2552) P value*

South Asian 
(n=2439) P value*

Substance abuse diagnosis† 31 978 (25.2%) 157 (6.2%) <0.001 355 (14.6%) <0.001

Index length of stay (days)

  Mean±SD 20.20±16.68 18.93±15.69 <0.001 17.80±14.58 <0.001

  Median (IQR) 15 (8–27) 14 (8–24) <0.001 13 (8–23) <0.001

*χ2  test comparing each ethnic group with the general population (Student’s t-test was used to examine age as a continuous 
variable). 
†Diagnosis at discharge.

Table 1 Continued 

Figure 1 Resident Assessment Instrument-Mental Health severity measures at admission and discharge, by ethnic 
group. *Statistically significant difference (P<0.05, χ2 test) compared with the general population patients at admission.  
†Statistically significant difference (P<0.05, χ2 test) compared with the general population patients at discharge. Percentages 
are out of each ethnic group (general population n=127 561, Chinese n=2556, South Asian n=2443). 
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physician for mental health services 1-year postdischarge 
(OR 1.10, 95% CI 1.01 to 1.20), compared with the 
reference group. The Asian groups also showed better 
postdischarge outcomes as compared to the reference 
population (figure 2), with Chinese patients having 13% 
(OR 0.87, 95% CI 0.79 to 0.97) and South Asians patients 
having 18% (OR 0.82, 95% CI 0.73 to 0.91) lower adjusted 
odds of psychiatric readmission or death at 1 year of 
follow-up. Chinese patients had also lower adjusted odds 

of visiting the emergency department for mental health 
reasons 1 year following discharge (OR 0.67, 95% CI 
0.60 to 0.76) and South Asian patients had similar odds 
(P=0.40), compared with general population patients.

The Kaplan-Meier curve and unadjusted Cox propor-
tional hazards models (supplementary figure S1) showed 
similar or lower hazards of psychiatric readmission or 
death among Chinese and South Asian patients. After 
controlling for sociodemographic and clinical factors, we 

Figure 2 Adjusted OR of service utilisation and patient outcomes 30/180/365 days postdischarge, in Chinese and South Asian 
psychiatric patients, compared with the general population patients. Logistic models adjusted for age, sex, income, education, 
marital status, immigration status, community size, discharge diagnosis and diagnosis of substance abuse; numbers of events 
for each ethnic group are provided in supplementary table S1. ED, emergency department; GP/FP, general practitioner/family 
physician; MHA, mental health and addictions. 

https://dx.doi.org/10.1136/bmjopen-2017-020156
https://dx.doi.org/10.1136/bmjopen-2017-020156
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found significantly reduced hazards of psychiatric read-
mission or all-cause mortality among Chinese (HR 0.89, 
P=0.01) and South Asian (HR 0.84, P<0.001) patients 
compared with the reference group (figure 3).

Sensitivity analyses revealed that the odds of psychiatric 
readmission or death 365 days postdischarge were similar 
between males and females and across diagnoses and 
immigrant groups (supplementary table S2). Lastly, our 
findings were consistent even after additional adjustment 
for prior mental health hospitalisation in the past 5 years.

DIsCussIOn
Patients of Chinese and South Asian origin experienced 
greater absolute improvements during their psychi-
atric hospitalisations compared with other patients, as 
evidenced by improved psychiatric symptomology and 
general functioning at discharge, despite presenting 
with greater severity at admission. They had also shorter 
lengths of hospital stay and better postdischarge outcomes, 
including significantly reduced likelihood of emergency 
department visits and psychiatric readmissions or death, 
even after controlling for sociodemographic and clin-
ical characteristics. Once discharged, they were similarly 
or more likely to seek mental healthcare in outpatient 
settings as the comparison group.

This study has several strengths. First, to our knowl-
edge, this is the largest population-based study to 
examine ethnic differences in postdischarge outcomes 
using administrative healthcare databases. Second, 
Canada has the highest proportion of immigrants 
of any G8 country19 and has one of the largest Asian 

populations outside of Asia, making it an ideal setting 
to study cross-cultural differences. Third, the availability 
of many covariates including diagnostic and sociodemo-
graphic factors allowed us to examine the independent 
effect of ethnicity. We were also able to ascertain that the 
results were not attributable to differences by sex, diag-
nosis or immigration status, and control for potential 
financial barriers as all study participants were covered 
under Canada’s single-payer healthcare system. Lastly, we 
were able to examine Chinese and South Asian patients 
separately, unlike other studies that combined these and 
other ethnic groups. However, some limitations are worth 
noting. First, the surnames algorithm for ascertaining 
ethnicity was highly specific but had low sensitivity. As 
a result, some Chinese and South Asian inpatients may 
have been misclassified as belonging to the general popu-
lation, which may have underestimated the true effect. 
Second, the reference group is very heterogeneous, as 
it encompassed all other ethnicities, including black 
African and Caribbean inpatients, who are known to 
have worse outcomes than other groups, which may have 
drawn the results in either direction. Lastly, although 
there is heterogeneity in the South Asian group, this 
study examined Chinese and South Asian patients 
separately, revealing important differences in service 
utilisation and outcomes. Future research is needed to 
ascertain the full trajectory of postdischarge care in these 
populations by including information on contacts with 
community mental health services and other supports, 
such as family networks, which were not available in our 
administrative data holdings.

Figure 3 Adjusted survival plots of time between discharge (time 0) and psychiatric readmission or death, by ethnic group, 
and HRs comparing each group with the general population. Curve adjusted for age, sex, income, education, marital status, 
immigration status, community size, discharge diagnosis and diagnosis of substance abuse using the corrected group 
prognosis method; individuals were censored at loss of provincial health coverage or 31 March 2014. HRs were generated using 
a Cox proportional hazards model adjusted for the aforementioned demographic and clinical characteristics. C, Chinese; GP, 
general practitioner; Gen pop, general population; SA, South Asian. 

https://dx.doi.org/10.1136/bmjopen-2017-020156
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European and American studies found that black 
patients present to psychiatric hospitals with more severe 
symptoms than comparison groups5 and that they do not 
experience much improvement at the time of or following 
discharge.3 4 By contrast, our findings among Chinese and 
South Asian patients illustrate significant improvements 
through hospitalisation and sustained gains postdischarge 
that are on par with or exceed those of other patients. 
Although comparable results have been suggested, the 
few available studies have produced mixed results and 
have often been limited by small samples, cross-sectional 
designs, subjective outcome measures and considerable 
heterogeneity within ethnic categories.10 20 21 While the 
evidence on length of stay is mixed,22 23 one study found 
no difference between Asian and white patients with 
regard to psychiatric symptomology closely following 
discharge,10 and another showed that Asian patients 
experienced the greatest decline in psychiatric severity 
scores between admission and discharge compared with 
Caucasians and Pacific Islanders.21 Another study found 
that although Asian patients were admitted with similar 
levels of functional impairment as the general popu-
lation, they scored higher on the Global Assessment of 
Functioning scale at discharge.22 Since South Asian and 
other ethnic groups living with mental illness in Canada 
were shown to have unmet mental healthcare needs,24 
lower rates of acute care visits postdischarge may suggest 
continued delay of care or additional issues around 
access, but the increased utilisation of outpatient services 
we observed illustrates a positive service engagement 
trajectory following discharge. Similarities between Asian 
and white psychiatric patients with regard to outpatient 
follow-up postdischarge have been previously suggested,25 
with higher rates of general practitioner visits in South 
Asians,10 and greater psychiatrist utilisation in Chinese 
patients with severe mental illness.9 Although a greater 
proportion of Chinese patients, as compared with South 
Asian and general population patients, were diagnosed 
with schizophrenia, our study illustrates that increased 
psychiatrist use postdischarge among Chinese patients 
does not indicate greater illness severity, given that acute 
presentations were lower in this group. Previous small 
studies similarly observed comparable or lower rates of 
hospital readmission 1 year postdischarge in Asian, as 
compared with white and Afro-Caribbean patients.20 21 
We therefore highlight that receiving intensive inpatient 
treatment leads to increased outpatient service contact 
and positive outcomes among Asian patients.

Our findings may be explained by individual, cultural 
and health system characteristics. With the most common 
point of access for black African patients being crisis 
services and police apprehension, patients’ distrust may 
be compounded, resulting in early treatment termina-
tion, reduced follow-up contact and poor outcomes.5 By 
contrast, Asian psychiatric patients in Canada were shown 
to be more likely than black individuals to use the emer-
gency department as the first point of contact rather than 
the justice system.26 Poor outcomes among black patients 

in other countries may also be attributed to structural and 
systemic issues, including limited coverage by medical 
insurance and living in poverty.6 By contrast, the Chinese 
and South Asian patients in this study were covered by 
Canada’s universal healthcare system,27 were more likely 
to have completed higher education and had a similar 
income distribution as the comparison group. However, 
although individuals of Chinese and South Asian origin 
comprised 5% and 7% of the Ontario population, respec-
tively,12 they each represented 2% of the inpatient popu-
lation in our study, which may reflect access issues or 
delayed care seeking.11

It may also be that while some cultural factors impede 
mental health care seeking prior to hospitalisation, 
others may positively impact treatment engagement post-
discharge. Previous studies have posited that the greater 
illness severity among Asian patients at admission is a 
result of cultural stigma and reluctance to seek help,28 
yet cultural-specific factors that might prevent readmis-
sion such as extended family networks and lower preva-
lence of substance abuse have also been described.29 30 
Reduced stigmatisation following discharge, coupled with 
strong family support and conscientiousness, may also 
enable and empower patients to maintain outpatient 
services. Furthermore, a recent report by the Mental 
Health Commission of Canada has highlighted the 
cultural incompatibility of existing services as the most 
pertinent access barrier for racialised populations and 
called for the development of culturally appropriate 
supports.31 Hospital-based providers in Canada, as 
compared with the USA, have been shown to practice 
cultural competency,32 33 which has been tied to positive 
patient outcomes.34 35 However, while one pilot project in 
Southern Ontario illustrated that a 5-week educational 
programme was effective in increasing Public Health 
Nurses' cultural knowledge at follow-up,33 the extent to 
which cultural competency extends to psychiatric settings 
is not known. Assigning individuals to ethnically focused 
inpatient units has also been shown to increase the like-
lihood of patients accepting outpatient referrals and 
decrease the likelihood of readmissions.35 36 The combi-
nation of reduced acute care encounters and increased 
outpatient service utilisation postdischarge suggests that 
there are opportunities to reduce prolonged suffering. 
Future studies are needed to investigate whether earlier 
intervention targeted towards Asian communities may 
be effective in reducing stigma and empowering patients 
and families to seek help early.

In conclusion, despite being admitted with more severe 
symptoms and behaviours, patients of Chinese and South 
Asian origin fared as well as or better than the general 
population patients at discharge and postdischarge. This 
study has important implications for high-income coun-
tries that have large Chinese and South Asian ethnic 
populations and for physicians who provide care in multi-
ethnic practices, as both cultural and structural factors 
may be contributing to the observed findings. Further 
investigation into the patient-level and system-level factors 
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which yield positive outcomes and a positive trajectory of 
service engagement following hospitalisations may help 
eliminate ethnic disparities in mental healthcare. 
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