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Abstract
Across the UK, different ethnic groups present with differing rates and experiences of mental health problems, particularly 
psychosis, which is reflection on their diverse cultural and socioeconomic background. It is essential that all ethnic groups have 
access to mental health services and appropriate treatments. In general, people from ethnic minority groups are more likely to be 
diagnosed late and admitted to hospitals due to their underlying mental health problems. Their prognosis and engagement with 
mental health services appears to be poorer in comparison to the white indigenous population. These differences are reported 
across adult ethnic minority population; however very little is known about the prevalence, clinical phenotype, access to mental 
health services and the prognosis for their older counterparts. 

In the current study we provide an overview of the clinical presentation, management, and impact on the life of people from 
ethnic minority background affected with psychosis. The evidence comes predominantly from younger people, while very little 
work has been conducted on late-onset psychosis. Given the rapidly growing ethnic minority population living in the UK and 
the rest of the developing countries, similar work needs to be extended to the older people. For many it will be the first time they 
will be in touch with mental health services, and they may well require different service provision to meet their needs.

Introduction

Psychosis and Ethnicity
Multicultural societies present a challenge for mental health 
services. People from ethnic minority background may pres-
ent with psychosis differently compared to white indigenous 
populations. These differences include the excess prevalence 
rates of diagnoses of psychosis, presentation of symptoms and 
the effectiveness of the antipsychotic treatment [1], as well as 
pathways to care [2]. Patients from ethnic minority background 
are more likely to receive a diagnosis of psychosis, in particu-
lar schizophrenia, be admitted to mental health hospitals more 
readily and for extended periods than the white indigenous 
people [3]. They also appear to be treated with higher doses 
of conventional antipsychotic medication (including depot 
medication) and not the second-generation antipsychotics [1]. 
Furthermore, their outcome is generally poorer, and this has 
been attributed to biological and environmental factors (Table 
1). The majority of the discrepancies found between the ethnic 
minority and white indigenous populations are reported across 
all age groups. 
People from ethnic minority background with psychosis tend 
to use emergency over planned mental health services [1]. 
This ad hoc utilisation of psychiatric services is, not surpris-
ingly, reflected in the mental health problems associated with 

deliberate self-harm. Thus, 74% of black Caribbeans that com-
mitted suicide had a schizophrenia diagnosis, which was the 
highest in comparison to other ethnic groups [4].
McGovern et al [5] highlighted four factors that had a signifi-
cant negative impact upon patients’ clinical outcomes - living 
alone, unemployment, conviction rates and imprisonment. 
Moreover, research led by Hunt et al [4] into suicides among 
ethnic minority groups analysed a four-year sample and found 
that patients that committed suicide within 12 months of con-
tact with mental health services had a specific social profile: 
they were unemployed, living alone and being unmarried, with 
these being more characteristic for the Black Caribbean. Inter-
estingly, black patients with psychosis appear to be more likely 
treated in forensic settings, such as prisons and secure units, 
when readmitted [5]. A recent meta-analysis similarly con-
firmed that many people from ethnic minorities (i.e, black Ca-
ribbean or African origins and those from Asian background) 
with psychosis arrive at mental health services via the criminal 
justice system [6]. 

Factors Influencing Help-Seeking Behaviour in Serious 
Mental Illness 
Early access to appropriate medical care can minimise the se-
quelae of mental illnesses. In the white indigenous population 
with mental health illness, help-seeking attempts start as early 
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as prodromal phase of the illness and continue well into the 
psychotic phase, with higher number of contacts with both pri-
mary care physicians and mental health professionals [7], with 
the emergency services being often the contact that helped in-
dividuals obtain appropriate treatment for their psychosis [8]. 
This contrasts with people from ethnic minorities, who appear 
to be in contact with the mental health services as a result of 
compulsory admission, police or criminal justice system con-
tact, but low probability of general practitioners’ involvement 
[6].
There appears to be a barrier between ethnic minority popu-
lations and mental health services, and it has been queried 
whether this is due to racism within the services themselves. 
In addition, a serious mistrust between mental health staff and 
patients with ethnic minority background, in particular black 
young men, has also been described [9]. There are major dis-
crepancies between the attitudes of ethnic minority and white 
patients towards mental health and treatments. This seems to 
originate from a variety of factors, including, but not limited 
to, religion, cultural upbringing, educational level as well as 
alcohol and drug consumption. 
Keating and Robertson’s study [9] investigated the role of fear 
within black patients’ willingness to seek and accept help for a 
mental illness and the role of fear within the treatment teams. 
The study found that clinicians appear to be fearful of openly 
and honestly discussing race and possible racism or prejudice,  
and stated there was little difference in the treatment of black 
versus white people. However, this opinion was not shared 
by black patients: black patients who participated within this 
study spoke of unfair and unjustified treatment when com-
pared to white patients [9]. Interestingly, a recent study found 
similar results when investigating disproportionate detention 
of patients with ethnic minority background, under the Mental 
Health Act: 63.58% of these patients who were assessed under 
the Mental Health Act, were detained [10]. 
In addition, the Government figures released in 2019 showed 
288.7 out of 100,000 Black, 91.9 out of 100,000 Asian and 
158.4 out of 100,000 mixed race people were detained under 
the Mental Health Act in the 2017/18 period. In comparison 
71.8 out of 100,000 white people were detained under the 
Mental Health Act in the same period (2017/18 period) [11]. 
However, Gajwani et al [10] noted this was not due to rac-
ism or discriminatory actions, but a higher rate and severity of 
mental illnesses within the ethnic minority population, along-
side with reduced social support and cultural differences. 
Comparatively, Adams et al [12] conducted an investigation 

into the influence of race on primary care doctors’ decision 
making in regard to depression. Surprisingly, the authors found 
less attention being paid to the potential outcomes associated 
with differing treatment options for people from ethnic back-
ground compared to white patients. The study also found there 
was a greater level of clinical uncertainty in diagnosing depres-
sion amongst black compared to white patients and a tendency 
for clinicians to attribute the depression to a physical cause 
rather than psychological symptoms [12]. These findings call 
for a greater understanding the differences in symptomology, 
treatments and social factors in mental health disorders, includ-
ing psychosis, that differ in ethnic minority when compared to 
the white population.  
Mantovani et al [13] suggested, in order to tackle the ethni-
cally based disparities, clinicians need to take other factors, 
such as race/ethnicity, religion and culture into account when 
diagnosing and treating patients from ethnic background. This 
is incredibly important as an earlier study found most black 
patients and relatives thought all black day centres would be 
beneficial, in spite of concerns that this would lead to more 
segregation and taking steps backwards into forced segregation 
[14]. These findings, nevertheless, indicate that black patients 
feel they are not receiving adequate or equal care by white cli-
nicians or staff members. However, it is still not clear whether 
the difference in treatment is down to racism or the severity 
of illness in black patients, when compared to white patients. 
Whether this is the case for other ethnic minorities, i.e., Chi-
nese. Pakistani, Indian, non-indigenous white people, remains 
unknown.

The Impact of Stigma on Help-Seeking Behaviour
Black patients also noted a particular perceived stigma among 
family and friends surrounding mental illness. An earlier study 
addressed attitudes towards mental illness and psychiatric ser-
vices of second-generation Afro-Caribbean’s and white British 
people who were inpatients in mental health wards and high-
lighted differences in attitudes [14]. Thus, black relatives of 
patients admitted with a diagnosis of schizophrenia, were sig-
nificantly more likely to attribute the illness to substance use 
and supernatural causes and view the services and clinicians as 
racist [14, 15]. Stigma can occur not only on a social level, but 
on personal level (self-stigma) and a structural level; these dif-
ferent types of stigma do, however, all interlink and perpetuate 
each other [13].
Although psychosis and mental illness in general are not 
without stigma or taboo in the white indigenous population, 
there are much greater levels of social stigma within the eth-
nic minority populations, who are less knowledgeable about 
such illnesses. Within these communities, culturally there are 
many factors that lead to people not seeking help when dealing 
with a mental illness. An investigation into the understanding 
of mental health in the ethnic community found their attitudes 
towards mental health differ to those of the white community 
[16]. The study highlighted there is a large prominence in eth-
nic communities of ‘keeping problems within the family’ and 
not exposing oneself to be mentally ill. Participants within the 
study spoke of their parents worries of the family name be-
ing tarnished if it were associated with mental illness and this 
could lead to disownment in some cases. This isolates the per-
son suffering with psychosis and often can make them feel like 
there is no way out, lead to suicide and may be a contributing 
factor to the disproportional amount of suicide among people 

Biological Factors Environmental factors
Genetics Religion
Age Cultural upbringing 

Gender First or second-generation mi-
grants 

Ethnicity Fluency in English 
Physical trauma Educational level 
Substance abuse Diet 
Pre-existing medical 
conditions Living conditions

 Marital status

Table 1: Biological and environmental factors that affect pre-
sentation and prognosis in psychotic illnesses (modified after 
[1]).

https://dx.doi.org/10.46998/IJCMCR.2021.11.000251


 ijclinmedcasereports.com                                                                                                                                           Volume 11- Issue 1

3

with ethnic background within the UK [4, 16]. 
Another contributing factor that adds to the societal stigma of 
mental illness, including psychosis, is the yearning to appear 
strong, proud and resilient constantly within ethnic communi-
ties [16]. Furthermore, serious mental illness is often seen as a 
sign of cognitive and/or psychological weakness, bad parent-
ing, or bad morals. The concept of appearing weak, especially 
in front of white people, is very frowned upon within some 
of these communities [16, 17]. This may stem from the fact 
many ethnic communities have had to fight for their existence 
for many years, throughout wars and slavery, and there is still 
the worry that people from ethnic minority background should 
never show signs of weakness [18]. It could be argued this is 
exacerbated because of problems with perception of mental 
illness within their communities. A report exploring percep-
tions of mental illness within India, highlighted a real lack of 
understanding of what mental health is [19]. Although this re-
port was conducted within India the findings arguable could be 
applicable wider. The report found 62% of participants used 
derogatory terms to describe people with mental illness, such 
as ‘retard’ and ‘crazy/mad/stupid’, with 40% of the participants 
disclosing it was frightening and dangerous to have mentally 
ill people living within their neighbourhood. Additionally, a 
shocking 68% of participants felt that if a person is mental-
ly ill, they should not be given any responsibility, and 60% 
of participants felt mentally ill people should have their own 
groups as healthy people should not be contaminated by them 
[19]. These findings illustrate just how deeply misconceptions 
of mental illness can be felt. Regarding late-onset psychosis, 
these misconceptions often influence whether a person seeks 
out professional, medical help, because these misconceptions 

are deeply rooted within them, and also may be easily contrib-
uted to old age, thus highlighting further the poor understand-
ing of mental health issues. 
The Impact of Religion on Help-Seeking Behaviour in Peo-
ple with Serious Mental Health Illness  
The environmental factors that affect the presentation and 
treatment of psychosis are especially important for the ethnic 
minority population, as often many of their environmental fac-
tors differ greatly to the white indigenous population. These 
patients are significantly more likely to not engage with treat-
ment offered by mental health services and discontinue their 
treatment before recommended [20]. This ultimately leads to 
deterioration of their mental illness especially regarding psy-
chosis and can often lead to hospital admissions. This may also 
explain the disproportionate number of patients from ethnic 
background in comparison to white patients detained under the 
Mental Health Act within the UK [10]. 
There are many additional factors that influence the ethnic 
communities’ lack of engagement with mental health services; 
however, a prominent factor appears to be their religious be-
liefs. The overlap between religion and psychosis/schizophre-
nia, both from an observational and empirical perspective has 
been well documented [21]. Furthermore, religion can influ-
ence both the extent of psychopathology [22] and comorbid-
ity with substance abuse and deliberate self-harm (leading to 
completed suicide; [23]) in people with schizophrenia. In ad-
dition, the religious orientation (i.e., internal or external) not 
only influences schizotypy traits [24], but is also gender spe-
cific [25]. This finding may also provide an explanation about 
the psychosis gender differences in respect to prevalence rates 
and clinical symptomatology. Similar additional work involv-
ing people from diverse ethnic backgrounds needs to follow.

Case example1
IR, 75 years old Asian lady presented with a number of longstanding psychotic delusions. Words triggered bad events, omens 
and other words can counteract this, i.e., if the word ‘sorry’ is mentioned, it must be followed by the word ‘congratulations’. 
Words such as ‘wedding’ and ‘congratulations’ made her feel better, other such as ‘sorry’ were associated with morbid 
thoughts that she would die. IR believed that she needs to be very careful with her word selection and how she spoke to others 
– probably influenced by her traditional and cultural upbringing. She had some sentences that made her feel well and would 
ask family members to repeat them so that it made her feel well. 
Her problems worsened after she married, as she has been misunderstood and blamed to practising witchcraft and bringing 
curse to family members. She stopped cooking as she believed that if she cooked, she must cook for everyone. She disliked 
black clothes and she would not wear them. Religion influenced activities – she would take a bath on some weekdays but not 
others, citing religion. 
IR refused to engage with health services and presented to mental health services only when detained under the Mental Health 
Act (MHA) for compulsory mental health assessment and treatment. Eventually she was discharged to a care home, due to 
persistent delusions that interfered with her functioning. This was perceived as stigmatisation both by her and her family, who 
were left ridden with feelings of guilt.  
Case example2

DN, a 76-year-old Asian man who presented with several psychotic beliefs. Phone calls from cold callers regarding accident 
claims led to belief that he would be prosecuted for a historical minor motoring offence despite causing no damage. He started 
dreading that something awful was going to happen. He had somatic preoccupations – his jaw and dentures would not prop-
erly fit, his body was transforming and was not human anymore, government and people were after him. 
His previous poor experience of migration and settling into the UK during the aftermath of his family forcible expulsion from 
Uganda following the political unrest contributed to fear and mistrust of authorities. He believed that world, his family and 
friends would die and believed that he must stop eating and atone to his sins, a significant religious and cultural preoccupa-
tion. He believed that this would lead him to have infinite life. 
This cultural belief prevented him accepting food, drink and help from family and carers. He did not accept mental illness 
as an explanation and eventually disengaged with mental health services until he was admitted to hospital under the Mental 
Health Act for compulsory treatment. 

Table 2: Factors influencing self-seeking behaviour.
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Although religion and spirituality are, at least theoretically, 
distinct, their distinction is often blurred since much of the 
completed research to date has used measures of religious 
practice as a proxy for spirituality [26]. It is, thus, not surpris-
ing that spirituality is linked to schizotypy [27] and can also 
lead to so called spiritual emergencies, a biomedical discourse 
which constructs such experiences as psychiatric symptoms 
[28]. In addition, spirituality is also linked to schizophrenia, for 
instance, the rise of spirituality can influence the personality 
traits and expression of psychotic features; in many patients’ 
life stories, religion plays a central role in the processes of re-
constructing a sense of self and recovery. However, religion 
may become part of the problem as well as part of the recovery. 
Some patients are helped by their faith community, uplifted 
by spiritual activities, comforted, and strengthened by their 
beliefs. Other patients are rejected by their faith community, 
burdened by spiritual activities, disappointed and demoralized 
by their beliefs. 
Patients with ethnic backrgound undergoing treatment for 
schizophrenia, of whom held religious beliefs, were signifi-
cantly less likely to adhere to treatments than non-religious 
patients [29, 30]. The reason for this may lie in both people’s 
strong beliefs that mental illness is a ‘weakness in faith’, with 
the illness being helped or cured through ‘willpower’ alone, as 
well as clergy’s perception of mental illness (‘lack of trust in 
God’) and their concern of mentally ill being discriminated on 
the base of their ethnicity and religious beliefs [31].  Despite 
this tendency among Asian and Black patients to seek mental 
health help from faith-based organisations, this does not appear 
to lead to a delay in contact with mental health services [32].
According to the 2011 census, 91% (69% Christian, 15% Is-
lam, 7 % other faiths) of the Black population and 92.38% 
(44% Hinduism, 22.15% Sikhism, 13.95% Islam, 12.28 oth-
er faiths) of the Indian population living within the UK are 
religious [33]. These religious beliefs play a large role in the 
recognition, treatment, and prognosis of a mental illness. For 
example, identifying the cause of a mental illness, using the 
biopsychosocial model, an intricate blend of biological (genet-
ics, brain changes including brain chemistry and damage), so-
cial (life traumas and stresses, early life experiences and family 
relationships, environment) and psychological (beliefs, emo-
tions, resilience and coping skills,  and behaviour) determi-
nants to mental health [34], helps clinicians evaluate patients 
and then they are able to recommend the right treatment path. 
However, patients with ethnic background were significantly 
more likely to attribute their illness to supernatural (believing 
in sorcery and other magico-religious phenomena, i.e., ‘some-
one did magic to me when I was a little boy’, ‘evil forces’) 
and social causes (stress, life events, social status rather than a 
biological or psychological problem [15]. 
Patients from ethnic background with strong religious beliefs 
are more likely to attribute their own or their family members 
mental illness to a spiritual battle, such as demonic forces, pos-
session, a bad relationship with their God/Gods or sin [15]. 
These beliefs often lead people to seek help from leaders with-
in their faith such as a priest, to help deliver them from their 
illness [35]. This can be especially troublesome, as in some 
religions, it can lead to exorcisms that are extremely traumatic 
and will more likely worsen the person’s mental state [13]. 
Moreover, some pastors within the Christian church take on 
a ‘Health and Wealth’ standpoint to their faith, which preach-
es if you are a true Christian, you will be always healthy and 
wealthy [36]. This can produce feelings of inadequacy and 

shame which also stop people from seeking professional help 
for fear of being judged [37]. 
Although faith can extremely be comforting and can help 
people in a multitude of ways, the belief that mental illness 
is caused by a spiritual unbalance or presence stops people 
seeking help from medical professionals [38].  This results in 
a delay in treatment, especially in psychosis [37], which can 
be extremely detrimental to the overall prognosis of the men-
tal illness. For patients with late-onset psychosis, these beliefs 
are often more archaic and include less rationality than those 
seen in younger generations. These beliefs are also further en-
grained into their lives and minds, and this makes treatment 
very difficult and complicated as they will often seek spiritual 
support rather than medical help [39]. Similar conclusions 
were confirmed by Codjoe et al [40], who reported that black 
patients emphasised the need for professionals to take their re-
ligious and cultural beliefs into account during the diagnosis 
and treatment of their mental health illnesses. 
Stigma, racism and religion are just a few, of the many factors 
that influence a person’s decision to avoid seeking treatment 
for mental illness. When a person delays seeking medical help 
for psychosis, this is referred to as the duration of untreated 
psychosis which has been found to be a statistically significant 
factor in the severity of psychosis symptoms and the short- and 
long-term prognosis [41]. A study conducted by Addington 
et al [41] supported previous findings that the duration of un-
treated psychosis among people with ethnic background has a 
significant effect on the number of positive symptoms a patient 
experiences and found that the longer the psychosis is left un-
treated, the worse quality of life is for the patient. Similarly, 
Rapp et al [42] found that the duration of untreated psychosis 
was significantly associated with stronger negative symptoms 
and greater cognitive deficits. 

Conclusion
People with psychosis from ethnic communities and indig-
enous white populations have distinct care pathways to care. 
Whereas the white population access the mental health services 
voluntarily via primary care setting, people with serious mental 
illness with ethnic extraction tend to access mental health ser-
vices via secondary and secure levels of care due to emergency, 
coercion, compulsory admission, education and social system 
(if children) or legal justice system, irrespectively whether they 
are children [43] or adults [44]. In addition, those living in ar-
eas with residential instability are more likely to encounter a 
negative pathway [45]. The latest updated meta-analyses con-
firmed persisting, but not significantly worsening, patterns of 
ethnic inequalities in pathways to psychiatric care, particularly 
affecting Black groups [6]. 
These longstanding patterns of mental health access have sad-
ly contributed to delayed diagnosis and management of many 
people from ethnic minorities with acute and enduring mental 
health diseases, and thus hindering their long-term outcomes, 
in terms of adequate treatment and long-term access and sup-
port to community mental health services. Although wider na-
tional campaigns both in the UK and abroad have repeatedly 
echoed the above findings, they sadly do not appear to connect 
with the ethnic communities, raising additional questions of 
challenging the attitudes and acceptance of mental health ill-
ness by these communities. Discrimination and a lack of ac-
cess to culturally appropriate services that are cognizant of the 
ethnical disparities faced by these individuals [16], alongside 
the hampering effects of self-stigma and the perceived stigma-
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tization by others on help (treatment)-seeking may further be 
augmented by their own relationships within their own ethnic 
groups, members of other ethnic groups and the wider society 
[46]. In addition, social expectations about gender, combined 
with racialisation and other social factors, could contribute to 
a negative cycle of disempowerment and stalled recovery [47].  
Portraying ethnic minority people either as victims or perpe-
trators similarly leads to greater self-stigmatization and also 
triggers public stigma, in terms of generating chains of stereo-
types, prejudice, and discrimination. 
The research to date has a number of methodological limita-
tions, including broader categorization and heterogeneity 
of ethnic groups, small sample size and then predominantly 
involving men, as well as a limited adjustment for potential 
confounding factors, as discussed above, religious beliefs, eco-
nomic status, cultural background, family influence etc. Fur-
thermore, the issue of ethnic variations in pathways to psychi-
atric care has been studied almost exclusively within a medical 
epidemiological framework, and the potential insights offered 
by sociological and anthropological research in the fields of 
illness behaviour and health service use have been ignored. 
This has important implications as the failure of research to 
move beyond enumerating differences in sources of referral to 
psychiatric services and rates of compulsory admission means 
no recommendations for policy or service reform have been 
developed from the research [48].
Addressing the mental health needs of ethnic minorities re-
mains one of the biggest challenges. Understanding societal 
and environmental backgrounds remains an unmet need that 
can have broader implication in both providing and accepting 
mental health care provision which needs to be culturally ac-
ceptable and be societally embedded to the ethnic population. 
Although health inequalities are documented [49], very little is 
known about their real health needs and especially about their 
mental health when ageing. The approach ‘one hat fits all’ may 
not necessarily be extended to older people from ethnic minor-
ity background, as supported by the review of the literature. We 
need more research about their mental health to inform about 
any putative differences in respect to clinical phenotype(s), 
management, and long-term outcomes, taking into account the 
societal changes within this population.
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