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ABSTRACT

Introduction: The objective of this study was to examine group differences in healthcare contacts prior to a first diagnosis of
non-affective psychotic disorders (NAPDs) comparing young refugees settled in Denmark and Sweden before turning 18 non-
refugee migrants and native-born individuals.

Methods: Using nationwide register data, we identified all individuals aged 18-35 who received an NAPD diagnosis during
2006-2018. Healthcare contacts for other psychiatric disorders were categorised as inpatient, outpatient (grouped by discharge
diagnosis) or dispensed antidepressant medication. Logistic regression was used in each country to compare contacts within
12 months prior to NAPD diagnosis, yielding odds ratios (OR) and corresponding 95% confidence intervals (CI), while standard-
ised prevalence ratios (SPR), reported in percentages, were used to compare healthcare contact across countries.

Results: We included 11,679 individuals in Denmark and 11,088 in Sweden. The likelihood of prior contact of any type was
lower in both countries for both refugees [Denmark: OR =0.75(CI: 0.63, 0.90); Sweden: OR =0.61(CI: 0.55, 0.68)] and non-refugee
migrants [Denmark: OR=0.78(CI: 0.64, 0.95); Sweden: OR=0.55(CI: 0.49, 0.62)] compared with majority peers. The largest
differences were observed for dispensed antidepressants in both countries [Denmark: OR ;. gees:O.SS(CI: 0.47, 0.71); Sweden:
ORrefugeeszo.SZ(CI: 0.45, 0.61)]. Outpatient contacts in particular were more common in Sweden than in Denmark across all
groups [SIR =151% (CI: 125, 180)].

Conclusion: Young refugees and non-refugee migrants in both Denmark and Sweden were less likely to have healthcare contact

refugees

for other psychiatric disorders prior to NAPD onset than host populations. As healthcare contacts offer opportunities to identify
treatment needs early, these groups may be vulnerable to delays in the pathway to treatment.
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1 | Introduction

Refugee and migrant groups, similar to other ethnic mi-
nority and racialised groups, tend to have higher rates of non-
affective psychotic disorders (NAPD) than majority groups
across both Europe and North America, depending on the cir-
cumstances in the origin country, the migration trajectories
and factors in the resettlement context (Brandt et al. 2019; de
Montgomery et al. 2023; Jongsma et al. 2018, 2019; C. Morgan
and Hutchinson 2010). In addition, these groups tend to have
more problematic pathways to psychosis care than the ma-
jority population (Anderson et al. 2014; Barnett et al. 2019;
Halvorsrud et al. 2018; Norredam et al. 2010), including a
higher risk of involuntary admissions and police or criminal
justice system involvement, and are less likely to have con-
tact with general practitioners. Young people with a refugee
or migrant background may therefore be afflicted by a double
burden of higher incidence and less adequate care. While few
studies have been able to give specific attention to refugees
as compared with other migrant groups, this double burden
may play out differently for refugees due to the higher risk of
adversities faced by this group at every stage of the migration
process.

Healthcare use prior to the first episode of psychosis, partic-
ularly with general practitioners and psychiatric healthcare
services, offers opportunities for detecting and treating psy-
chotic disorders sooner. Indeed, over the past two decades
there has been a major shift in healthcare provision for people
with psychotic disorders, with psychosis early intervention
(EI) services now implemented in many countries throughout
the world (Csillag et al. 2018). These services aim to improve
prognosis by reducing the duration of untreated psycho-
sis. Moreover, in some countries, specialised early detection
services have been established to help treat individuals who
meet ‘clinical high-risk’ criteria (Salazar de Pablo et al. 2024).
However, in countries/regions where these early detection
clinics are not available, other psychiatric services and pri-
mary care clinics will play an important role in facilitating
prompt identification of individuals experiencing their first
psychotic episode and making referrals to psychosis services
(Larsen et al. 2009). For these reasons, group differences in
prior healthcare contact may contribute to group disparities
in accessing adequate and timely treatment for psychotic
disorders.

While evidence suggests that refugees and migrants across
Europe are at higher risk than host populations to have unmet
healthcare needs (Lebano et al. 2020), especially related to
mental health, no previous study has investigated group dif-
ferences in healthcare utilisation in the period preceding first-
episode psychosis in the European context. One study from
the United States found that healthcare contacts tended to
increase exponentially during the months preceding illness
onset, but that levels of healthcare use were lower in Black
and Hispanic groups with regards to antipsychotic and antide-
pressant prescription fills, outpatient healthcare contacts and
inpatient hospitalisation (Heun-Johnson et al. 2021). Evidence
from other demographic settings is needed to determine the
extent to which these findings generalise to other socio-
political contexts and healthcare systems with free access to

services, and to other population groups, including refugee
and migrant groups.

In this study, we investigated differences in healthcare con-
tact prior to first-episode psychosis in Denmark and Sweden
over a 24-month period. We compared healthcare contacts in
individuals with a refugee, non-refugee migrant and native-
born majority background, all of whom had received an NAPD
diagnosis at age 18-35years. We focus on this age range to
capture typical adult-onset psychosis, which is substantially
different with respect to risk factors, aetiology, illness course
and treatment response from childhood-onset and adolescent-
onset psychotic disorders (Ballageer et al. 2005) and late-onset
and very-late-onset psychosis (Howard et al. 2000). The age
range corresponds with the age range during which individu-
als are eligible for early intervention in Denmark. We focused
on healthcare contacts for any psychiatric disorder, diagnosis-
specific outpatient contacts and dispensed antidepressant
medication.

By analysing prior healthcare contact in both Denmark and
Sweden, we were able to examine whether the equity issue
of group disparities differed between national contexts and
healthcare systems. While the healthcare systems in both
countries offer full coverage for the entire resident population,
with respect to treatment for psychotic disorders, a notable
difference between the two countries is the relative availabil-
ity of EI services. In Denmark, EI services were developed in
the late 1990s and early 2000s through the OPUS trial, the
promising findings of which eventually led to the nationwide
adoption of EI services targeting youth in ages 18-35years
by 2007 (Danske Regioner 2007; Nordentoft et al. 2015). In
Sweden, no nationwide program for EI services has been
established despite recent recommendations for their intro-
duction (von Malortie et al. 2019). For this reason, we might
expect that the time spent in other psychiatric services before
entering psychosis treatment would be greater in Sweden than
in Denmark. For refugees and migrants, however, it is possi-
ble that informal barriers to mental healthcare that underpin
the lower utilisation of other psychiatric services also apply
to EI treatment and that the group-level inequalities therefore
are unaffected by the presence of EI services. The rich register
data in both Sweden and Denmark make it possible to con-
sider these patterns for refugees as distinct from other groups
of migrants, thus adding to the sparse literature on pathways
to NAPD care for people who have been forcibly displaced and
have obtained sanctuary in Europe.

2 | Materials & Methods
2.1 | Design and Study Population

Healthcare contact and prescription claims data were ob-
tained from national registers in Denmark and Sweden, and
linked to socioeconomic and demographic registers through
the personal identification number assigned to every legal res-
ident in both countries (see Table S1 in for overview of data
sources). To identify first-episode treatments in a uniform
way across groups with varying lengths of stay in the host
country, we only included NAPD-related treatment contacts
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FIGURE1 | Flow chart of sample selection restrictions.

among individuals who had lived in Denmark/Sweden for
three consecutive calendar years, which ensured a three-year
washout period in all groups. Within this pool of residents, all
of whom were entitled to free-of-charge treatment at primary
and secondary healthcare services, the study populations con-
sisted of all individuals aged 18-35years who had an inpatient
or specialised outpatient contact with a (main) discharge di-
agnosis of non-affective psychotic disorder (International
Classification of Diseases, tenth revision (ICD-10), codes F20-
F29) between 1 January 2006 and 31 December 2018. We
denote this NAPD-related healthcare contact as the index
contact. Two sample restrictions were added to distinguish in-
cident from prevalent cases (see Figure 1). First, individuals
with a prior NAPD contact during the washout period were
excluded. Second, we excluded individuals with an antipsy-
chotic prescription claim (Anatomical Therapeutic Chemical
Classification (ATC) codes NO5A, omitting NO5SAN) in the
15-3 months prior to the index contact, as this group may have
been prescribed medication in primary care following earlier
diagnosis beyond our observation window. Antipsychotic pre-
scription claims during the 3 months prior to the index contact
were considered part of the pathway to first treatment and
thus not excluded. To assess the importance of excluding indi-
viduals with prior antipsychotic prescription claims, we re-ran
the analyses on datasets omitting this restriction.

We constructed three comparison groups based on immi-
gration and residency data. To improve the comparability
of the groups, we only included individuals who spent some
portion of their minor years in Denmark/Sweden. The ref-
ugee group was born abroad and immigrated before the age
of 18, and their formal grounds of residence was either ref-
ugee status or family reunification to a person with refu-
gee status. Grounds of residence data was available in both
countries, but in Denmark only from 1993. For immigrants
arriving in Denmark from 1986 to 1992, refugee status was
approximated by their country of origin, with refugee status
defined as immigration from one of the main refugee sending
countries during this period (see description under Table S1).
Non-refugee migrants were also born abroad and immigrated
before the age of 18, but they were not identified as refugees.

Finally, individuals born in Denmark/Sweden with at least
one parent also born in Denmark/Sweden were defined as the
majority population. Individuals born in Denmark/Sweden
where both parents were born abroad were excluded from
this analysis. The total sample included 11697 individuals in
Denmark and 11088 in Sweden.

2.2 | Outcomes

We investigated three kinds of healthcare contacts during
24months prior to the index contact: outpatient contacts at
specialised services where any other (non-psychotic) psychi-
atric disorder (ICD-10 codes: F00-F99, excluding F20-29) was
assigned as the main discharge diagnosis, inpatient hospitalisa-
tions for any non-psychotic psychiatric disorder, and dispensed
antidepressant prescriptions (ATC codes N06A). Monthly indi-
cator variables (none vs. any) for each kind of contact were com-
puted. For the main analysis, we focused on the 12-month period
prior to the index contact and derived indicator variables (none
vs. any) for the entire period. For the 12-month period, we also
computed separate variables for outpatient contacts according to
discharge diagnosis: affective disorders (ICD-10 codes F30-F33),
anxiety disorders (ICD-10 codes F40-F41), severe stress reac-
tions (ICD-10 codes F43), substance use disorders (ICD-10 codes
F10-F19) and developmental disorders (ICD-10 codes F80-F98).
Contacts related to suicide attempts (ICD-10 codes X60-X84 and
Y10-Y34) were also computed but were too rare to be included
in the analysis.

2.3 | Covariates

We included sex and age as registered in the population register
(only male and female) at the time of the index contact. Age was
coded in three categories (18-23 vs. 24-29 vs. 30-35years). The
year of index contact was coded in two categories (2006-2012 vs.
2013-2018). The specific diagnosis given at discharge from index
contact was grouped in five categories [schizophrenia (ICD-10:
F20) versus schizotypal disorder (ICD-10: F21) vs. delusional
disorder (ICD-10: F22) versus acute and transient psychotic
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disorders (ICD-10: F23) versus other (ICD-10: F24-29)]. In ad-
dition, the following variables were measured on 31 December,
three years prior to the index contact (“baseline”): family situ-
ation (married/registered partnership vs. other), municipality
type according to the EUROSTAT definition of administrative
areas (DEGURBA) (city vs. towns and suburbs vs. rural areas),
spells of sickness absence of at least 30days during the preced-
ing 12months (none vs. any), receipt of disability pension during
the preceding 12months (none vs. any) and registered as living
in a low-income household (equivalised household income of
less than 60% of the median household income during that cal-
endar year vs. not).

2.4 | Analytical Procedures

Logistic regression models yielding odds ratios (OR) and 95%
confidence intervals (CI) were used to examine group differ-
ences in healthcare use during the 12-month period preceding
the index NAPD contact. Simple models included only sex, age
and year of index contact, while the fully adjusted models in-
cluded the remaining covariates. These models were estimated
separately in each country, as individual-level data could not
be transferred between countries. We used indirect standardi-
sation (Isra€ls 2013) to test for differences between countries.
First, we defined strata according to group, sex, age and year of
index contact and calculated strata-specific prevalence for each
of the three outcomes in each country. These proportions were
then exported from Denmark to Sweden, where standardised
prevalence ratios (SPR) were estimated as the ratio of observed
to expected events in each group and for each kind of contact
in Sweden. For ease of interpretation, we converted the ratios
to a percentage difference with corresponding 95% confidence
intervals.

Study findings and methodological details were reported in
accordance with the RECORD guidelines for observational
studies using routinely collected health data (Benchimol
et al. 2015). Analyses were conducted using Stata/IC 16
(StataCorp 2019) and R software, version 4.2.1 (R Core
Team 2024).

3 | Results

The cohorts in Denmark/Sweden consisted of 667/1315
(5.7%/11.9%) refugees, 481/865 (4.1%/7.8%) non-refugee mi-
grants and 10,549/8908 (90.2%/80.3%) majority youth, respec-
tively. There were more men than women in all groups in
both countries (Table 1). While there were differences in age
between the groups in both countries, these differences were
largest in Denmark where 50.7% of the majority group was
aged 18-23 at cohort entry, compared with 35.3%-42.0% across
all other groups. The discharge diagnoses at first contact were
similar across groups but varied considerably between the
two countries. In Sweden, the most common diagnoses were
other psychotic disorders (46.6%-49.7% across groups) while
the most common diagnosis in Denmark was schizophrenia
(29.9%-33.7% across groups). The predominant diagnosis in
the other psychotic disorders category in both countries was

unspecified nonorganic psychosis (ICD-10: 29), accounting for
92% of the cases in Sweden and 89% in Denmark (not shown).

There were several differences in the socio-economic character-
istics of the groups. Although few individuals in both countries
were married or living in a registered partnership at baseline
(2.7%/3.3% in Denmark/Sweden), this percentage was higher for
refugees (8.4%) in Sweden. In both countries, refugees and non-
refugee migrants more often lived in cities and in low-income
households than majority youth.

3.1 | Contact With Healthcare Services

During the 24-month period prior to the index contact, the
proportion of people with at least one healthcare contact was,
in all groups and in both countries, mostly constant until the
final few months when the proportions utilising either type
of healthcare contact increased rapidly (Figure 2). In both
countries, a greater proportion of majority youth tended to
have outpatient care and to have dispensed antidepressant
prescriptions throughout the period, but not more inpatient
admissions. While patterns appeared very similar in the two
countries, across groups the proportion with outpatient con-
tacts increased to 10%-15% in Sweden during the final month
and only to 3%-6% in Denmark.

Focusing on the final 12-month period prior to the index
contact, the adjusted analyses confirmed that the refugees
and migrants were less likely to have any type of health-
care contact than their majority peers in both Denmark and
Sweden (Table 2). In the adjusted models, the odds were 0.75
(95% CI=0.63, 0.90) times lower for refugees in Denmark
and 0.62 (95% CI=0.54, 0.70) for refugees in Sweden.
Similarly, for the non-refugee migrants, the odds were 0.78
(95% CI=0.64, 0.95) times lower in Denmark and 0.60 (95%
CI=0.52, 0.69) in Sweden. Dispensed antidepressant pre-
scriptions were less common in both groups in both countries
(aORrange=0.51—0.64). Contacts with specialised outpatient
services were also less common in the refugee and migrant
groups across disorders, with the exception of care for severe
stress reactions, which were more common among refugees in
Denmark (aOR=1.76, 95% CI=1.15, 2.72). While group dif-
ferences were not significant for inpatient psychiatric care in
Denmark, in Sweden refugees were less likely to have been
treated in inpatient care for psychiatric disorders than their
majority peers (aOR=0.71, 95% CI=0.60, 0.83).

The results of the standardised cross-country compari-
sons showed several country-level differences. Either type
of prior healthcare contact was more common among ref-
ugees (SIR=13.1%, 95% CI=3.6-23.5) and majority youth
(SPR=13.3%, 95% CI=10.0-16.7) in Sweden than in Denmark
(Table 3), but was not significantly different for non-refugee
migrants. Moreover, once disaggregated according to type
of contact there were country-level differences in all groups.
In particular, the proportion of individuals who had at least
one outpatient encounter was much higher in Sweden across
groups (SPR =150.7%-220.7%), while dispensed anti-

range ~
depressant prescriptions were less common in Sweden for
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Sweden

Denmark

(Continued)

TABLE 1

Non-refugee

Non-refugee

Majority migrants Refugees Total Majority migrants Refugees

Total

Variable

1315

N=

N=8908 N=865

N=11088

N=667

N=481

10549

N=

11697

N=

Any SA days at baseline, n(%)

10165 (96.4%) 462 (96.0%) 644 (96.6%) 10424 (94.0%) 8336 (93.6%) 826 (95.5%) 1262 (96.0%)

11271 (96.4%)

No

384 (3.6%) 19 (4.0%) 23 (3.4%) 664 (6.0%) 572 (6.4%) 39 (4.5%) 53 (4.0%)

426 (3.6%)

Yes

Any DP days at baseline, n(%)

10283 (97.5%) 475 (98.8%) 654 (98.1%) 10055 (90.7%) 8037 (90.2%) 776 (89.7%) 1242 (94.4%)

11412 (97.6%)

No

871 (9.8%) 89 (10.3%) 73 (5.6%)

1033 (9.3%)

266 (2.5%) 6 (1.2%) 13 (1.9%)

285 (2.4%)

Yes

Household with low income at baseline, n(%)

6842 (64.9%) 219 (45.5%) 267 (40.0%) 6893 (62.2%) 5767 (64.7%) 476 (55.0%) 650 (49.4%)

7328 (62.6%)

No

3707 (35.1%) 262 (54.5%) 400 (60.0%) 4195 (37.8%) 3141 (35.3%) 389 (45.0%) 665 (50.6%)

4369 (37.4%)

Yes

non-refugee migrants (SPR=-17.1%, 95% CI=-29.6, —3.8)
and majority youth (SPR =-10.1%, 95% CI=-13.4, —6.6), and
had a similar tendency in the refugee group (SPR=-10.5%,
95% CI=-21.6, 2.1). Inpatient hospitalisations were more
common for majority youth in Sweden than Denmark
(SPR =51.7%, 95% C1=44.6, 59.1).

Supporting Information analyses on a sample not restricted to
those without prior antipsychotic prescription claims showed
similar results, although overall levels of prior healthcare usage
were higher (Tables S2 and S3).

4 | Discussion
4.1 | Summary of Findings

This study found that refugees and non-refugee migrants in
both Denmark and Sweden were less likely to have contact with
psychiatric services prior to the first diagnosis of non-affective
psychosis than their majority peers. In particular, specialised
outpatient care and dispensed antidepressant prescriptions
were less common in these groups compared to the majority
group. The lower likelihood of any outpatient contact was con-
sistent when we explored individual diagnostic groups, except
in the case of contacts for stress-related disorders (although
the increased likelihood was only significant for refugees in
Denmark). In all groups, the proportion who had a healthcare
contact, whether in- or out-patient or dispensed antidepressant
medication, increased markedly during the last few months
prior to first NAPD treatment. While these trends were consis-
tent across Denmark and Sweden, a complementary finding was
that, across all groups, individuals in Sweden were more likely
than their Danish counterparts to have healthcare contact prior
to their NAPD treatment. This was particularly so for contacts
with specialised outpatient services and, for the majority popula-
tion, also inpatient services. However, dispensed antidepressant
prescriptions were more common in Denmark than in Sweden.

4.2 | Comparison With Previous Research

To our knowledge, this is the first study to explore differences
in healthcare contact prior to psychosis in refugee and migrant
populations. The findings align with evidence suggesting that
refugees and migrants have lower levels of healthcare utili-
sation despite expectations of greater needs in both Sweden
(Bjorkenstam et al. 2020), Denmark (de Montgomery et al. 2020)
and a greater extent of unmet healthcare needs across Europe
(Lebano et al. 2020). With this background, it is unlikely that
the lower proportion of refugees and migrants who have a prior
healthcare contact reflects lower healthcare needs or lower rates
of other psychiatric disorders.

The findings also align with related evidence concerning health-
care contact prior to psychosis treatment in ethnic minori-
ties and racialised minority groups, and pathways into care in
these groups. A study by Heun-Johnson and colleagues from
the United States (Heun-Johnson et al. 2021) found that rates of
prior ‘behavioural health’ contacts were 10.3 percentage points
lower (or 13% lower in relative terms) in a combined Black and
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related healthcare contact.

Hispanic group compared with White patients when adjusted for
covariates. In relative terms, these differences were smaller than
those found in our analysis (22%-25% lower odds in Denmark
and 38%-40% lower odds in Sweden for either kind of healthcare
contact). A larger body of literature has investigated differences
in pathways to psychosis care across population groups. In terms
of prior healthcare usage, studies from England and Canada have
shown a decreased likelihood of primary care involvement for
Black patients than for White patients, and an increased like-
lihood of police involvement (Anderson et al. 2014). Although
we did not have information on contacts with primary care, the
clear differences in antidepressant prescription claims, which are
typically prescribed in primary care, is suggestive of lower levels
of primary care. This is concerning as direct referrals from pri-
mary care may shorten the pathway to EI services and prevent
more adverse pathways (Larsen et al. 2009). In fact, a study from
Canada found that prior contact with primary care reduced the
odds of contact with emergency and inpatient services by as much
as 85% (Anderson et al. 2013). The concurrent evidence of greater
risk of involuntary hospital admissions in ethnic minority groups
in general (Barnett et al. 2019) and for first-episode psychosis
patients in particular (Halvorsrud et al. 2018; Mann et al. 2014;
Oduola et al. 2019; Terhune et al. 2022) underscores this concern.
Overall, our findings align with the consistent pattern of less, and
more adverse, healthcare contact in minority and migrant popu-
lations in the pathway to psychosis treatment.

4.3 | Strengths and Limitations

The main strength of this study was access to full-population
data on healthcare contacts linked at the individual level to

Healthcare usage and dispensed antidepressant prescriptions in each group during the 24-month period preceding first psychosis-

other sociodemographic information in both Denmark and
Sweden. However, several limitations should be mentioned.
While schizophrenia diagnoses in the national patient reg-
istries have been validated in both countries (Dalman
et al. 2002; Jakobsen et al. 2005; Uggerby et al. 2013), vali-
dation studies are lacking for the broader set of disorders in-
cluded in this study. In addition, we did not have information
about the timing of first-episode psychosis nor the duration of
untreated psychosis. Although we defined consistent washout
criteria to avoid differential misclassification, there is a risk
that some pre-existing cases were included. For example, in-
dividuals with a registered domicile in Denmark/Sweden who
were actually living elsewhere may have received care abroad
before returning. We also did not have information concerning
contacts with primary care, and the extent of prior care may
therefore be biased downwards. Some proportion of primary
care was, however, included through dispensed antidepressant
prescriptions. From a previous study, we know that refugees
diagnosed with common mental disorders such as anxiety and
depression were less likely to initiate antidepressants than
their majority counterparts (Taipale et al. 2020). This sug-
gests that the degree to which dispensed antidepressants cor-
responds to prescribed antidepressants may differ across the
groups, and consequently the extent to which dispensed anti-
depressants proxy for treatment contacts. Treatment outside
the public healthcare system is also not captured in the reg-
isters, such as services provided by non-governmental organ-
isations and charities that support refugee families. National
differences in these sectors may account for some of the differ-
ences in healthcare contacts, especially those related to stress-
reactions. A limitation pertaining to the covariates was that
their definition hinged on the structure of the administrative

70f11



"PIOQ UI 9I€ [9AJ] %S 6 J& JUBIIJTUSIS "dUI[aseq J& POYISNOY SUI0IUI-MO] & Ul SUIAI] pue dul[aseq Je uoisuad AJI[IqeSIP ‘QUI[ISEq 18 30UISqE SSAUDIS ‘JOBIU0D
1811} Y€ SISougerp urew 4 VN ‘OUul[aseq e 9ouapIsal jo 9oe[d ‘ouraseq e uorienyis A[Iurej 10j syuauwrisnfpe apnjour 10y)Ing spppout pajsnlpe AJn, "1eak A13u9 110409 Je a3e pue ‘1edk A13Ud 110109 ‘X3S 10} pajsn(pe a1e s[opoul [[V 910N

[0 T “8°0] [61°T ‘9z°0] [¥8°0 ‘vv°0] [s8°0 ‘S¥0] [L€T ‘6T°0] [zzTet0] Iapiosip juswdofaasp

[6¥°0 ‘sz 0] s€°0 [st°0 ‘cz'0] €€°0 090 95°0 790 €9°0 0S°0 S0 Joj a1ed juanedino Auy

[Lz1L20] [2v'T “ve 0] [26°0 ‘19°0] [s0'Ts9°0] [€9'T ‘s¢0] (8T ‘T¥°0] IapIosIp asnqe

[08°0 ‘cs*0] S9°0 [68°0 ‘09°0] €2°0 LS°0 69°0 LLO €8°0 SLO L8°0 doue)sqns 10 a1ed Juanedino Auy

[zezista] [¥¥°C ‘so°1] [¥L'T°88°0] [S9°T ‘¥8°0] [00° ‘19°0] [9L'T ‘¥S 0] S$S3I3S 0} UOT}ORAI

[P+ T°LL'0] 90T [soTv80]l 0T 91 09°L 9C'1 61'1 0T'T 860 919A9s 10] 2180 JudnedIno AUY

[21T ‘zT0] [z6°0 ‘8T°0] [08°0 ‘Lv°0] [6£°0 ‘ot°0] [82°0 ‘sT0°0] [£9°0 ‘T0°0] I9pIosIp

[82°0 ‘6¥°0] 29°0 [sz0‘8v°0] 19°0 15°0 0 790 19°0 1o 60°0 Kyarxue 10y 210 Jusnedino Auy

[60°T ‘z¥ 0] [68°0 ‘sc 0] [96°0 ‘8S°0] [08°0 ‘¥bS°0] [+T'T ‘ot"0] [26°0 ‘vE-0] I9pIOSIp

[080 TS0l ¥9'0  [08°0 ‘9S°0] L9"0 89°0 95°0 SL0 99°0 L9°0 85°0 9A1ORJFE 10§ 91Bd JualIedino Auy
[12°0 ‘zv-0] [09°0 ‘0%°0] [¥9°0 ‘st°0] [16°0 ‘9s°0] [18°0 ‘1S°0] [69°0 ‘v¥°0]

[19°0 ‘st"0] zs 0 [sz'0 ‘6¥°0] 19°0 8S°0 6v°0 ¥S°0 L0 $9°0 SS°0 uonedrpaw juessardopnue Auy
[82°1 ‘6L0] [se1v80] [00°T ‘89°0] [T0°T ‘69°0] [6v°T ‘88°0] [9s:T “z60]

[€8°0 ©09°0] 10 [98°0‘z9°0] €270 10°T 90T €80 ¥8°0 140! 0T'1 areo oLeIyaAsd Juanedur Auy
[06°0 ‘€9°0] [8L'0 ‘ss0] [69°0 ‘¢S 0] [69°0 ‘zs°0] [s6'0 ‘v9°0] [€8°0 ‘Ls"0]

[oz0 ‘bS 0] 29°0 [69°0 ‘ss*0] 290 SL0 99°0 09°0 09°0 8L°0 69°0 10BJU00 d1BIYI[eaY Jo 2dL) Auy

[1D %S6] [1D %S6] [1D %s6] [1D %S6] [1D %S6] [1D %S6] [1D %S6] [1D %S6]

90 'pv ¥o ardursg J0 ‘fpv ¥ drduursg 9o 'pv 9o ardursg ¥0 ‘fpv 9o ardurs

uapams yrewrusaq uIpams Jrewrudq 1081009 dIeIYI[eIY Jo 3dAL,

saa8nyoy sjueiSTu 93SnJoI-uoON

"A1039380 90UQISJ1 21} ST AT)UN0D yord ur dnoid Ayrrofewr

Y[, ‘A[ore1edos PolewISd UOPIMS PUE YIBWIUS( I0] SINSAY 10BIU0D Paje[al-sisoydAsd 111y Surpasaid syjuowr z1 oY) Surinp aesn a1edy3[eay 10J Sppow uoissardar onsidof pasnfpe puesiduwis | zATAVL

Early Intervention in Psychiatry, 2025

8of 11



TABLE 3 |
psychosis-related healthcare contact.

Standardised prevalence ratios (in percent) for each group and type of prior healthcare usage during the 12months preceding first

Denmark Sweden Country differences

Outcome Observed Observed Expected? SPR? (%) (95% CI)
Any type of healthcare contact

Refugees 222 496 438.6 13.1 (3.6, 23.5)

Non-refugee migrants 170 323 307 5.2 (-5.7,17.3)

Majority 4672 4436 3914.6 13.3 (10.0, 16.7)
Inpatient hospitalisation

Refugees 85 193 172.6 11.8 (-2.9,28.8)

Non-refugee migrants 69 140 127.5 9.8 (=7.0,29.6)

Majority 1307 1671 1101.8 51.7 (44.6,59.1)
Outpatient visit

Refugees 64 323 128.8 150.7 (124.8,179.6)

Non-refugee migrants 38 223 69.5 220.7 (181.3, 265.7)

Majority 1397 2959 1142 159.1 (149.9, 168.6)
Antidepressants

Refugees 129 220 245.9 -10.5 (-21.6,2.1)

Non-refugee migrants 107 158 192 -17.7 (—29.6, —3.8)

Majority 3533 2666 2965.6 -10.1 (-13.4, —6.6)

Note: Significant at 95% level are in bold.

2The expected number of contacts is calculated by applying the strata-specific rates from Denmark to the Swedish population distribution. The strata were defined

according to age groups, period of first contact and sex.

bThe standardised prevalence ratio is the ratio of the observed to the expected number of contacts in Sweden (presented as a percentage).

data rather than being measured immediately prior to the
look-back period. Living in a low-income household or income
related to disability pensions, for example, were derived from
tax returns and was therefore measured per calendar year,
while family situation and place of residence are measured
annually in the population register. Finally, some misclas-
sification of refugee and non-refugee migrants is plausible,
especially in Denmark where grounds of residence data was
unavailable for those immigrating before 1993.

4.4 | Interpretation and Conclusion

Our findings align with the broad body of literature that pro-
vides converging evidence to suggest that individuals with a
refugee or migrant background, as well as many ethnic and
racialised minorities, tend to face barriers to timely treatment
even in the context of full entitlement. This manifests itself in
lower levels of healthcare use before psychosis diagnosis and in
more adverse pathways to care. The two are likely to be related,
as prior contacts with mental health services provide opportuni-
ties to detect and initiate treatment in the early phases of illness.
This can have important health consequences, as earlier treat-
ment may improve prognosis and minimise the risk of coercive
measures. In addition, the absence of prior healthcare contact
means that important background history will not be available
to clinicians when a young person presents with first-episode

psychosis, which in itself may prolong diagnosis and decisions
concerning the appropriate treatment plan.

Many potential explanations have been put forward in the lit-
erature concerning these ‘informal’ barriers to care (Anderson
etal. 2010; O'Callaghan et al. 2010; Scheppers et al. 2006), relating
to factors at individual, family, community and provider levels.
Such factors include familiarity with, and trust towards, psychi-
atric services, at both the individual and family level; community
stigma related to mental illness; experiences of discrimination;
and cultural competences among service providers, to mention
a few. While speculative from the vantage point of the present
study, further research should seek to unpack the mechanisms
behind the structural differences in healthcare use that have been
observed in the present study and in other studies internationally.

Consistent with our expectation that care pathways would be
more direct in Denmark due to the proliferation of early inter-
vention services, we found that the proportion of people who had
a prior mental healthcare contact was lower in Denmark than in
Sweden. The availability of well-known early intervention ser-
vices might mean that other healthcare providers are more alert
to psychosis symptoms, and patients may be referred directly
from primary care to EI services rather than other psychiatric
services. In a separate study, we found that the age at first con-
tact for psychosis treatment was notably younger in Denmark
compared with Sweden (de Montgomery et al. 2023), which also
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could point towards more direct access. However, this age differ-
ence only pertained to the majority population (de Montgomery
et al. 2023), underscoring the concern that not all segments of
the population benefit from this programme equally, especially
in terms of timely access.

In this perspective, our findings highlight the need to carefully
scrutinise how psychiatric treatment needs are identified across
different population groups. Programmes to raise awareness and
reduce community stigma surrounding severe mental illness
that target culturally and linguistically diverse population groups
may play a part (A.J. Morgan et al. 2021), as well as training and
support for other groups of professionals in regular contact with
young people, such as in the educational sector, to identify poten-
tially treatment-requiring symptoms (Hazen et al. 2010).
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