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Abstract

In recent decades, Italy has become a desirable destination for immigrants. In 2014, five 
million people (8.2% of the population) were migrants (regular/irregular, documented/
undocumented). This study looks at psychiatric health, an important feature especially 
for first‐generation migrants and compares the new settlers with the native Italians. 
It should be noted that the organization of mental health services in Italy strongly relies 
on outpatient services, while the psychiatric wards, within the general hospitals, usu‐
ally accommodate patients in acute phases of their disorder. Nonetheless, migrants’ first 
contact often happens in a psychiatry ward when they are in a severe and acute psy‐
chopathological condition. Research methods: Quantitative and qualitative; longitudi‐
nal research using official statistical and clinical data obtained from records of a public 
hospital as well as information obtained through professional interview. Results: In rela‐
tion to mental health, we found that the migrant patients referred for psychiatric consul‐
tation to the emergency department (ED) setting were younger, less frequently treated 
by psychiatric outpatient services, more commonly going to the ED for self‐injury and 
presenting with symptoms of substance abuse and alcohol‐related disorders. The native 
Italian population was older, more frequently retired and/or invalid, more frequently 
already treated by psychiatric outpatient services for any kind of psychiatric symptoms. 
Conclusion: The comparison of the sociodemographic and clinical features of immigrants 
and Italians referred for psychiatric consultation in the ED highlighted some differences. 
Implications are discussed in the light of the existing literature.

© 2017 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited.
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1. Introduction

1.1. Migration and mental health

Migration is the process by which an individual moves from one cultural context to another, 
in order to settle for a long period of time or lifelong [1]. Migration can occur en masse or 

individually; people who emigrate for economic or academic reasons usually move alone and 
then are followed by their families, while those who emigrate for political reasons typically 

move in mass, with or without their own families [2].

The process of migration entails three phases: premigration, which includes the decision to 

migrate and the preparation for it; the actual migration, that is, the physical transfer of the 
person from one place to another; and post‐migration, defined as the process of migrants’ 
integration in the new social and cultural context of the host country, where new rules and 

roles have to be learned [2]. Obviously, this is a simplification, and the migration process and 
the experiences might significantly vary from person to person [1].

Each phase of the migration process may represent a stressor eventually leading to an increased 
risk of developing psychiatric symptoms or disorders, including depression, anxiety, post‐
traumatic stress disorder, addiction to alcohol and drugs, loneliness, hopelessness and suicidal 

behaviors [2]. Overall, migrants might have higher rates of psychopathology than the host 
populations, due to the exposure to the stress of the migrating process, which may include 

one or more of the following: the end of the links with their country of origin, the loss of 

social status and network, a sense of inadequacy because of language barriers, unemployment, 
financial problems, a sense of not belonging, feelings of exclusion and loss of interest in enter‐
ing into a relationship with others. Migrants might experience a condition similar to bereave‐
ment, caused by the loss of their previous social network, relationships and culture. Language 
(especially colloquial language and dialect), attitudes, values and social support networks are 
missed the most. While painful feelings for these losses are a natural consequence of migra‐
tion, when these feelings turn into a clinically significant, long‐lasting distress or impairment, 
professional support may be necessary [3].

1.2. Migration and suicidal behavior

Migrant status may represent a risk factor for suicidal behavior, which is an important 
challenge in migrants’ mental health care [4, 5]. Many authors observed that suicide rates 
increased among migrants and ethnic minorities [4, 5], probably in relation with some risk 

factor for suicidal behaviors, which are intrinsic to the migrant condition, such as poverty, 
war, traumatic experiences, political repression, torture, experiences of discrimination and 

marginalization in the host country. These stressors might act as triggers for a condition of 
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vulnerability [6, 7]. However, migrants are also likely to be exposed to protective factors, 
like strong family networks or protective cultural or religious traditions, beneficial to overall 
mental health [7].

Suicide rates vary from country to country, and there seems to exist no generalizable pattern 
of suicide in migrants [5]. Suicide rates among migrants tend to follow those of their country 

of origin, showing a significant and positive correlation between the two values; in other 
words, at least for the initial period they spend in the host country, migrants seem to “bring 

along” their suicide risk [8–12]. Most of the research was performed in the United States, 

but the same type of evidence has been obtained in other host countries, such as Austria, 
Australia, Canada, Sweden and the United Kingdom [12, 13]. The similarity of suicide rates 

with those of the country of origin was also found in second‐generation migrants [12–14] and 

for suicide attempt rates [3]. The continuity highlighted by the correlation with suicidality in 

the migrants’ countries of origin may be understood from either a cultural or a genetic per‐
spective. However, the results in this field are mixed, and while a recent review concluded 
that, overall, most migrant groups do not have an increased suicide risk relative to the local‐
born population, with some even experiencing substantially lower risks [15], another one 

reported higher rates of suicidal behaviors among migrants compared to host populations, 
which is likely due to difficulties in the acculturation and integration process [3].

An Austrian study found the lowest rates for suicidal behaviors among Turkish migrants and 
the highest among the Japanese, consistent with the rates of both countries of origin and with 

those observed in other host countries, for instance, the United States [12]. A similar trend was 
found in one of the studies mentioned above, which involved 10 European countries: Turkey, 
Switzerland, Belgium, Finland, Israel, the Netherlands, Italy, Sweden, Estonia and Germany. 
In this survey, the highest rates of suicide attempts among migrants generally corresponded to 
higher rates of suicide in the country of origin, and there was an overlap between the rates of 
suicide attempts of the same ethnic group in different host countries [3]. Similarly, a meta‐anal‐
ysis of 33 studies about the suicide rates in migrants from almost 50 nationalities, in 7 host coun‐
tries (Australia, Austria, Canada, England, the Netherlands, Sweden and the USA), supported 
the strong correlation between migrants’ suicide rates and those of their countries of origin [12].

In most studies conducted in Europe, America and Australia, the highest risk of suicide was 
found in migrants from Northern and Eastern Europe, and the lowest in those from Southern 

Europe and the Middle East. A further complicating issue is the possibility that suicide rates 
may vary in relation to the country of origin on the one hand, but also according to gender, on 
the other. For instance, in migrants from Asian countries, the risk of suicide seems generally 
low for men but appreciably higher for women [2, 3, 8, 13, 16–18].

The high suicide rates among migrants from Northern and Eastern Europe might be related to 

the high alcohol consumption typical of these countries. For example, Finnish migrants who 
died of undetermined causes in Sweden tended to have high alcohol levels in their blood [29]. 

A similar trend was found in Russia, where suicide rates related to alcohol abuse are very 
high, and among Russian migrants who died by suicide in Estonia [8].

The low rates of suicide among migrants from Southern Europe, the Middle East and Asia 
may be due to some protective factors, such as the strong influence of traditional values, 
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family and religious beliefs. These countries are more collectivist and have strong family ties 
and group identity outside their country of origin. Both in Catholic and in Muslim countries, 
religion may be a strong deterrent to suicide, which is considered as a sin in the Catholic reli‐
gion and as haram, or forbidden, by the Islamic law (sharia) [20]. The protective role of religion 
could also be enhanced by the ties with the religious community, which might represent a 

strong source of social support and sense of belonging [21, 22].

Migration exposes to mental health‐related risks not only the actual migrants but also their 
families who remained in the country of origin. For example, it has been observed that the 
next of kin of Mexican migrants in the United States were at greater risk of suicidal ideation 

and suicide attempts than Mexicans without a family history of emigration. Emigration could 
weaken family ties, lead to feelings of loneliness and insecurity, and thus increase the risk of 

suicide also among family members who remained at home [23].

1.3. Italy and migration

In recent decades, Italy has undergone major socio‐political changes that have deeply influ‐
enced the life of the country and its inhabitants. Like Ireland, Spain and Portugal, Italy in 
the last century was a country of emigrants. Anyway, Italy has currently become a desirable 
destination for migrants, who often come as refugees in poor health conditions, with the 

hope of finding “heaven” [24, 25]. Because of its position, Italy is now a disembarkation 
country for migrants sailing from North Africa across the Mediterranean Sea, as well as a 
destination for those coming from Eastern Europe. Please note that from now on, we will 
use the word “migrant” to mean both foreigners and naturalized people: the first are indi‐
viduals without Italian nationality, while the second are those born abroad, who acquired 
Italian citizenship [26].

At the end of year 2014, 5 million out of the 60.8 million inhabitants in Italy (8.2%) had a for‐
eign citizenship. Non‐ European Union (EU) foreigners holding a residence permit in Italy 
on 1 January 2015 were 3.929.916, with the following being the most represented countries 

of origin: Morocco, Albania, China, Ukraine and Philippines [27]. ISTAT (Istituto Nazionale 
di Statistica, National Institute of Statistics) data report an approximately 63% increase of the 

migrant population in Italy from 2008 to 2015 (from 3 to 4.9 million) [27]. This increase was 

from 284.191 migrants in 2008 to 425.523 in 2014 in Piedmont [23] and a similar trend was 

observed in the province of Novara (from 25.088 = 6.9% of the total population in 2008 to 
37.453 = 10.1% in 2014). The largest migrant communities included the Moroccan, Albanian, 
Romanian and Ukrainian people [28].

1.3.1. The Italian legislation about the healthcare needs of migrants

Current Italian legislation about the healthcare of foreign citizens [19] requires that migrants 
legally residing in Italy or having ongoing regular working activities register for the National 
Health Service. These migrants share the same treatment options, the same rights and duties as 
Italian citizens, but it should be emphasized that also irregular (undocumented) migrants (with‐
out a residence permit) are offered and granted urgent or essential healthcare in outpatient and 
inpatient facilities, as well as preventative health programs. When irregular  (undocumented) 
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migrants ask for medical assistance, no authority will be notified. An exception is made relating 
to clinicians’ obligations concerning crime notification. In 2010, the “Integration Agreement” 
and “Integration Plan” of the EU have been adopted to enhance migrants’ integration, includ‐
ing measures to promote access to social and health services through advertisement, cultural 
mediators, as well as training for health and social workers. [30].

1.3.2. Migrants and mental health services

Overall, migrants tend to access mental health services less than the native population [31, 

32]. Economic factors, a state of irregularity, poor understanding of local language, differ‐
ences in cultural background and in the expression of mental distress may hinder migrants’ 

access to mental health facilities [2, 33, 34].

The organization of mental health services varies in different countries. In Italy, psychiatric 
care strongly relies on outpatient services, while the psychiatric wards within the general 
hospitals accommodate patients during the acute phases of their disorder, usually for short 

periods of time. A recent study [35] found that migrants and natives sharing similar pathways 
to access a Community Mental Health Center (CMHC) in Northern Italy, although migrants 

showed a higher frequency of treatment dropout. Migrants are more likely to turn to the 
hospital in the first place to seek help; therefore, their first contact with mental health often 
happens in a psychiatry ward in the general hospital [36–38].

In a previous research [39], we found that, compared to native Italians, migrants referred 
for psychiatric consultation in the ED setting were younger, less frequently treated by psy‐
chiatric outpatient services, more commonly attending emergency services for self‐injury, 
and presenting with symptoms of substance abuse and alcohol‐related disorders. Regarding 
intervention received in the ED (including medications) and outcome of the psychiatric con‐
sultation, we found several differences between Italian natives and migrants [39, 40].

The aim of the current study is to expand our previous research, gathering a larger sample 
for the migrant and native population. Furthermore, we aimed to compare the sociodemo‐
graphic, clinical and treatment features during and after a psychiatric consultation in the ED, 

with a specific focus on suicidal behaviors.

2. Methods

2.1. Study setting

This research was performed between 2006 and 2015 in the emergency department (ED) of 

the Maggiore della Carità Hospital, Novara, Italy, which has a high specialization ED, treat‐
ing about 60,000 adult people per year. The Maggiore della Carità Hospital is the second 

largest general hospital in Piedmont and the main hospital for all North‐Eastern Piedmont; 
its catchment area is representative for the whole region. In the ED of our hospital, all acute 
patients are assessed by the emergency medicine physician according to a priority code 

applied by the nurse through a triage evaluation. The emergency physician can request 
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a consultation with other specialists, such as psychiatrists, after the patients’ preliminary 

assessment, according to the patients’ clinical features and according to the hospital guide‐
lines for the ED [40].

2.2. Sample

We collected data about consecutive patients assessed in the ED of the Maggiore della Carità 
Hospital, who were referred for psychiatric assessment after ED triage. The study period was 

from 1st January 2006 to 31st December 2015. From 1st January 2006 to 31st December 2007, 
only data for migrant patients (regular/irregular, documented/undocumented; N = 113) were 
available. From 1st January 2008 to 31st December 2015, data were available for all consecu‐
tive patients assessed in the ED (total N = 3780; immigrants N = 420). No exclusion criteria 
were applied except for age being <16 years, because in our country, these patients are treated 

by a separate pediatrics ED.

An experienced psychiatrist assessed patients by performing a clinical interview, including 
the assessment of suicidal intent, suicidal behaviors and attempts. The psychiatrist filled in 
a data sheet for each patient, reporting demographic data and clinical features. Moreover, 
variables relating to the ED access were recorded. This research project was approved by the 
Institutional Review Board of the Università del Piemonte Orientale as part of the research 
duties of the Psychiatry Institute.

2.3. Statistical analysis

Migrant patients recruited from 2006 to 2015 were analyzed using descriptive statistics. During 
this period of time, 3780 people receiving a psychiatric consultation in the ED setting from 2008 to 
2015 were subdivided into two groups: migrants and Italian natives. Descriptive statistics were 
performed using frequencies, percentages, frequency tables for qualitative variables, mean using 
standard deviation (SD) and min‐max values for quantitative variables. The Chi‐squared test was 
used to evaluate the differences in proportions between groups (Italian natives/migrants). The 
covariates included in the final model were selected through the Hosmer and Lemeshow proce‐
dure, by inserting variables with a univariate p value <0.25 as the main criterion [41]. Results are 

expressed as odds ratio (OR) with 95% confidence intervals (95% CI). Statistical significance level 
was set at p value <0.05. Statistical analyses were performed with STATA 11 [42].

3. Results

During the 10‐years period from 1st January 2006 and 31st December 2015, 533 migrants 
were assessed in the ED. In Table 1, we summarized details and statistically significant 
differences in the variables assessed between regular/documented and irregular/undocu‐
mented migrants recruited from 2006 to 2015. The distribution of the migrants’ area of 

origin was the following: Europe 39.2%, Africa 28.8 %, Asia 14.7 %, and Central‐South 
America 17.3%.
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From 1st January 2008 to 31st December 2015, 3781 patients underwent psychiatric assess‐
ment in the ED. Our sample thus constituted 1640 men (43.38%) and 2141 women (56.62%). 

A total of 3247 patients were Italian natives and 421 were migrants, matching the inclusion 
criteria described above.

The sociodemographic features of ED referrals undergoing psychiatric consultation, compar‐
ing results of Italian natives and migrants in the period between 2008 and 2015 are summa‐
rized in Table 2.

Residence permit p§

No % (N) Yes % (N)

Health insurance card 

(N = 502)

No 100.00 (26) 21.59 (103) <0.001

Yes 0.00 (0) 78.41 (374)

STP code (N = 129) No 8.33 (2) 100.00 (106) <0.001

Yes 91.67 (22) 0.00 (0)

Educational level Primary or middle 
school

4.17 (1) 30.00 (120) 0.006

High school or degree 95.83 (23) 70.00 (280)

Occupational status Employed 4.17 (1) 34.10 (148) 0.010

Unemployed 91.67 (22) 62.67 (272)

§Statistically significant difference.

Table 1. Comparison between migrants with and without residence permit (2006–2015): statistically significant results.

Natives % (N) Migrants % (N) p

Gender Male 43.46 (1411) 42.76 (180) 0.785

Female 56.54 (1836) 57.24 (241)

Age class (years) ≤18§ 3.51 (114) 7.14 (30) <0.001

19–44§ 45.22 (1468) 73.81 (310)

45–64§ 35.34 (1147) 16.43 (69)

≥65§ 15.93 (517) 2.62 (11)

Living accommodation Alone 27.06 (803) 22.77 (87) 0.073

With parents or own  

family

66.36 (1969) 68.32 (261)

Community or social 

services
6.57 (195) 8.90 (34)

Marital status Not married 61.18 (1800) 58.29 (218) 0.280

Married 38.82 (1142) 41.71 (156)
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Table 3 shows the clinical features of referrals undergoing psychiatric consultation in the ED, 

comparing Italian natives and migrants (2008–2015).

Natives % (N) Migrants % (N) p

History of psychiatric disorders 67.29 (2181) 43.20 (181) <0.001

Previous contacts with addiction services 12.12 (392) 12.92 (54) 0.641

Previous psychiatric admissions 42.16 (1361) 22.43 (94) <0.001

Psychiatric admissions in the last 6 months 19.05 (615) 11.22 (47) 0.001

Under the care of a psychiatrist 55.15 (1763) 28.61 (119) <0.001

Under the care of addiction services 8.98 (281) 9.43 (38) 0.769

Comorbidity with somatic disorders 28.27 (911) 15.20 (64) <0.001

Admission to other wards (last 6 months) 6.24 (201) 5.00 (21) 0.317

Relationship problems 36.24 (1175) 47.27 (199) <0.001

Treated with psychiatric medications 60.35 (1954) 33.97 (143) <0.001

Natives % (N) Migrants % (N) p

Educational level Primary or middle school 28.23 (810) 25.28 (89) 0.244

High school or degree 71.77 (2059) 74.72 (263)

Occupational status Employed 28.67 (900) 28.57 (112) <0.001

Unemployed§ 51.64 (1621) 67.09 (263)

Retired/invalid§ 19.69 (618) 4.34 (17)

Residence Novara 65.12 (2106) 67.78 (284) <0.001

Extra Novara§ 33.06 (1069) 25.54 (107)

Homeless§ 1.82 (59) 6.68 (28)

Residency permit (N = 503) No – 4.86 (19) –

Yes – 95.14 (372)

Health insurance card (N = 502) No – 22.51 (88) –

Yes – 77.49 (303)

STP code (N = 129) No – 11.76 (2) –

Yes – 88.24 (15)

§Statistically significant difference.

Table 2. Comparison of the sociodemographic between Italian natives and migrants (2008–2015).
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Table 4 shows patterns of access and main psychiatric symptoms of referrals undergoing 
psychiatric consultation in the ED setting, comparing results of Italian natives and migrants 
(2008–2015).

Natives % (N) Migrants % (N) p

Symptoms Anxiety§ 32.46 (1053) 23.99 (101) <0.001

Psychomotor agitation, 
excluding forms of 

intoxication, abstinence 

or dementia

9.74 (316) 9.74 (41)

Mood disorders and 

bipolar disorders

15.35 (498) 11.88 (50)

Schizophrenia and other 

psychotic disorders

9.09 (295) 7.84 (33)

Cognitive impairment 
(confusion, memory 

deficits, delirium)

6.50 (211) 1.66 (7)

Alcohol/substance 
intoxications or 

withdrawal symptoms§

10.17 (330) 19.00 (80)

Negative psychiatric 
examination§

14.24 (462) 24.70 (104)

Other (e.g. EPS, 
neurological  

symptoms)§

2.44 (79) 1.19 (5)

§Statistically significant difference.

Table 3. Clinical features in Italian natives and migrants (2008–2015).

Natives % (N) Migrants % (N) p

Reason for referral Any psychiatric symptom§ 52.54 (1706) 44.66 (188) <0.001

Patients’ request 8.96 (291) 7.36 (31)

Somatic symptoms in psychiatric 

patient§

3.05 (99) 1.19 (5)

Self‐injury§ 17.22 (559) 23.52 (99)

Alcohol/substance Intoxications or 
withdrawal symptoms§

5.20 (169) 10.21 (43)

Somatic symptoms 4.50 (146) 4.99 (21)

Other (e.g. neurological symptoms)* 2.86 (93) 2.61 (11)

Management difficulties 5.67 (184) 5.46 (23)
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Natives % (N) Migrants % (N) p

Accompanying person Nobody§ 42.18 (1249) 37.06 (146) <0.001

Relatives, friends, educators 48.70 (1442) 48.98 (193)

Police 5.78 (171) 11.17 (44)

Doctor 3.34 (99) 2.79 (11)

Referred by Patient himself/herself§ 50.53 (1623) 45.82 (192) <0.001

Relatives, friends, educators 23.60 (758) 26.97 (113)

Psychiatrist, addiction service 4.14 (133) 2.63 (11)

General practitioner, emergency 
medical service, other specialist§

15.94 (512) 11.46 (48)

Another specialist 0.72 (23) 0.48 (2)

Police§ 5.07 (163) 12.65 (53)

Access time Night 42.25 (1371) 43.47 (183) 0.634

Day 57.75 (1874) 56.53 (238)

Seasonality 0 (April–September) 49.89 (1620) 51.78 (218) 0.466

1 (October–March) 50.11 (1627) 48.22 (203)

Year 2008§ 17.03 (553) 20.67 (87) 0.022

2009§ 13.98 (454) 10.45 (44)

2010 13.27 (431) 15.44 (65)

2011§ 9.27 (301) 12.35 (52)

2012 17.80 (578) 16.15 (68)

2013 11.89 (386) 8.79 (37)

2014 7.45 (242) 5.94 (25)

2015 9.30 (302) 10.21 (43)

Congruity referral No 19.02 (558) 6.26 (46) <0.001

Yes 80.98 (2375) 93.74 (689)

Priority code White§ 15.27 (448) 2.72 (20) <0.001

Green§ 64.95 (1905) 45.99 (338)

Yellow§ 18.99 (557) 49.12 (361)

Red§ 0.78 (23) 2.18 (16)

Note: *Excluding substance‐related and organic causes; other includes cognitive impairment, delirium, memory deficits, 
extra‐pyramidal and neurological symptoms, etc.
§Statistically significant difference.

Table 4. Pattern of ER access and main presenting psychiatric symptoms of Emergency Room referrals undergoing 
psychiatric consultation: results of the comparison between Italian natives and migrants (2008–2015).

People's Movements in the 21st Century - Risks, Challenges and Benefits86



Table 5 describes Axis I and Axis II diagnoses according to DSM‐IV‐TR criteria [43] in migrants 

and Italian natives (2008–2015).

Table 6 describes the results of the comparison between Italian natives and migrants (2008–
2015) and the interventions and outcomes of the psychiatric consultations in the ED.

Natives % (N) Migrants % (N) p

Previous known diagnoses 51.09 (1658) 73.16 (308) <0.001

Axis I DSM IV‐TR 

diagnoses

Neurocognitive disorders 7.01 (91) 7.22 (7) 0.031

Substance use disorders§ 18.86 (245) 30.93 (30)

Schizophrenia and other 

psychotic disorders§

30.25 (393) 17.53 (17)

Mood disorders and 

bipolar disorders

17.94 (233) 21.65 (21)

Anxiety disorders 14.63 (190) 11.34 (11)

Somatoform disorders 5.77 (75) 6.19 (6)

Factitious disorders 0.38 (5) 0.00 (0)

Dissociative disorders 2.00 (26) 1.03 (1)

Eating disorders 2.23 (29) 1.03 (1)

Adjustment disorders§ 0.92 (12) 3.09 (3)

Axis II DSM IV‐TR 

diagnoses

No 73.42 (2099) 81.77 (296) 0.023

Yes 26.58 (760) 18.23 (66)

§Statistically significant difference.

Table 5. Axis I DSM IV‐TR diagnoses and Axis II DSM IV‐TR diagnoses in migrants and Italian natives groups 
(2008–2015).

Natives % (N) Migrants % (N) p

Type of medication Benzodiazepines 78.18 (2372) 78.44 (302) 0.909

Typical antipsychotics 21.19 (643) 21.30 (82)

Atypical antipsychotics 0.13 (4) 0.00 (0)

Benzodiazepines + antipsychotics 0.43 (4) 0.26 (1)

Other (e.g. anticholinergics) 0.07 (2) 0.00 (0)

Type of intervention PI + acute therapy 26.33 (855) 22.80 (96) 0.470

PI + adjustment of ongoing treatment + 
acute therapy

5.79 (188) 7.36 (31)

PI + adjustment of the ongoing 
treatment

48.91 (1588) 50.36 (212)

Only psychiatric interview 8.90 (289) 9.03 (38)

PI and treatment start‐up 10.07 (327) 10.45 (44)
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Table 7 summarizes self‐injury behaviors in migrants and Italian natives (2008–2015).

The results of the multivariate analysis performed to identify potential predictors of self‐
injury behaviors in the whole sample of patients admitted to the ED of the Maggiore della 
Carità Hospital in the period between 2008 and 2015 are presented in Table 8.

Natives % (N) Migrants % (N) p

Suicidal ideation Yes 21.80 (138) 21.57 (22) 0.958

Self‐injury behaviour Yes 19.49 (633) 24.23 (102) 0.022

Short‐circuit reaction Yes 79.62 (504) 78.43 (80) 0.783

Type of self‐inflicted injury Drugs ingestion 37.44 (237) 34.31 (35) 0.310

Cutting injuries 60.82 (385) 65.69 (67)

Other (e.g. CO, caustic agents) 1.74 (11) 0.00 (0)

Type of drugs ingestion Benzodiazepines or barbiturates 36.69(62) 30.77 (8) 0.659

Antidepressants or SSRI 6.51 (11) 11.54 (3)

Non psychiatric drugs 7.10 (12) 3.85 (1)

Polydrugs 48.52 (82) 50.00 (13)

APS 1.18 (2) 3.85 (1)

Table 7. Self‐injury behaviors in n migrants and Italian natives groups (2008–2015).

Natives % (N) Migrants % (N) p

Consultation's outcome Admission to psychiatric ward 3.30 (107) 4.99 (21) 0.449

Brief stay/observation 0.28 (9) 0.00 (0)

Discharge 95.38 (3097) 94.30 (397)

Admission to other wards/assessment 
by other specialist§

0.28 (9) 0.24 (1)

Outpatient care 0.40 (13) 0.24 (1)

Voluntary discharge 0.37 (12) 0.24 (1)

Acute treatment Yes 89.10 (2887) 88.57 (372) 0.742

Way of treatment Intravenous or intramuscular 5.86 (178) 3.10 (12) 0.026

Orally 94.14 (2862) 96.90 (375)

Note: BDZ: benzodiazepines; APS: antipsychotics; other includes for instance anticholinergics, flumazenil, etc.; PI: 
psychiatric interview; *either voluntary or not.
§Statistically significant difference.

Table 6. Intervention delivered in the ER and outcome of the consultation of emergency room referrals undergoing 
psychiatric consultation: results of the comparison between Italian natives and migrants (2008–2015).
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Adjusted OR 95% CI p

Gender: female Female 1.60 (1.09–2.35) 0.017

Age class ≤18 1 ‐ ‐

19–44 1.40 (0.44–4.51) 0.572

45–64 1.30 (0.39–4.33) 0.672

≥65 0.61 (0.15–2.57) 0.503

Year 2008 1 ‐ ‐

2009 1.35 (0.49–3.72) 0.561

2010 1.61 (0.61–4.24) 0.336

2011 2.43 (0.88–6.73) 0.086

2012 1.43 (0.53–3.90) 0.482

2013 5.51 (2.28–13.29) <0.001

2014 14.03 (5.66–34.75) <0.001

2015 3.27 (0.96–11.13) 0.057

Seasonality April–September 1 ‐ ‐

October–March 0.56 (0.39–0.80) 0.001

Nationality Italians 1 ‐ ‐

Migrants 0.95 (0.50–1.82) 0.879

Living Accommodation Alone 1 ‐ ‐

With parents or own family1.53 (1.00–2.35) 0.048

Community or social 

services
1.63 (0.83–3.19) 0.155

Marital status Not married 1 ‐ ‐

Married 0.72 (0.48–1.07) 0.106

Educational level Primary or middle school 1 – –

High school or degree 1.24 (0.84–1.84) 0.281

Occupational status Employed 1 – –

Unemployed 0.82 (0.53–1.28) 0.386

Retired/invalid 1.30 (0.67–2.56) 0.438

History of psychiatric 

disorders

Yes 0.61 (0.31–1.18) 0.141

Previous contact with 

Addiction Services

Yes 0.92 (0.45–1.87) 0.816

Previous psychiatric 

admissions

Yes 0.99 (0.60–1.65) 0.978

Psychiatric admissions in 

the last 6 months

Yes 1.04 (0.69–1.56) 0.844

Under the care of a 

psychiatrist

Yes 0.70 (0.41–1.19) 0.187
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Adjusted OR 95% CI p

Under the care of 

addiction Services

Yes 0.94 (0.42–2.08) 0.877

Co‐morbidity with 

somatic disorders

Yes 1.37 (0.92–2.05) 0.125

Treated with psychiatric 

medications

Yes 1.27 (0.80–2.04) 0.314

Symptoms Anxiety 1 – –

Psychomotor agitation, 
excluding forms of 

intoxication, abstinence or 

dementia

1.11 (0.59–2.10) 0.747

Mood disorders and 

bipolar disorders

1.48 (0.82–2.66) 0.188

Schizophrenia and other 

psychotic disorders

1.62 (0.80–3.32) 0.183

Cognitive impairment 
(confusion, memory 

deficits, delirium)

0.87 (0.35–2.14) 0.763

Alcohol/substance 
intoxications or withdrawal 

symptoms

1.01 (0.49–2.07) 0.980

Negative psychiatric 
examination

1.76 (0.95–3.24) 0.071

Other (e.g. EPS, 
neurological symptoms)

0.40 (0.07–2.15) 0.286

Psychiatric history Yes 1.41 (0.60–3.32) 0.433

Axis I DSM IV‐TR 

diagnoses

Neurocognitive disorders 1 – –

Substance use Disorders 0.68 (0.27–1.68) 0.400

Schizophrenia and other 

psychotic disorders

0.28 (0.11–0.70) 0.006

Mood disorders and 

bipolar disorders

0.99 (0.43–2.30) 0.985

Anxiety disorders 0.82 (0.35–1.93) 0.648

Somatoform disorders 0.89 (0.34–2.34) 0.814

Factitious disorders 0.57 (0.45–7.29) 0.667

Dissociative disorders 1.74 (0.51–6.07) 0.368

Eating disorders 0.27 (0.05–1.48) 0.130

Adjustment disorders 0.17 (0.19–1.61) 0.123

Axis II DSM IV‐TR 

diagnoses

Yes 1.82 (1.20–2.76) 0.005

Table 8. Potential predictors of self‐injury behaviors in patients admitted to the ER of the Maggiore della Carità Hospital 
(2008–2015).
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4. Discussion

4.1. Migrants’ features according to regularity state

As shown in Table 1, we observed that only 78.41% of regular/documented migrants had a 
health insurance card, while, as expected, no one of the irregular/undocumented migrants 

was in possession of it (p < 0.001). As expected according to current laws, 91.67% of irregular/
undocumented migrants had an STP code (Stranieri Temporaneamente Presenti). This is an 
anonymous and free Italian code that irregular/undocumented migrants can obtain in order 

to access health services. It is valid for 6 months and renewable and ensures equal access to all 
“urgent and essential” care for irregular/undocumented migrants [44].

Compared to irregular/undocumented migrants, regular/documented migrants were more fre‐
quently employed, but self‐report more relationship problems. The educational level was high 
in both groups. Employment and educational status are likely to have an impact on migrants’ 
health outcomes [45] in the long term [44]. Significant differences were found between regular/
documented and irregular/undocumented migrants as far as the following variables are con‐
cerned: Being under the care of a psychiatrist and treated with psychiatric medications, which 
were both more common in the former than in the latter. Irregular/undocumented migrants 
were more likely to self‐report a previous psychiatric diagnosis received in their country of ori‐
gin. Some estimations about the 2002–2008 period show that 1.9–3.8 million irregular/undocu‐
mented migrants lived in the EU, with possible difficulty to access basic healthcare and social 
services [45]. Furthermore, there are concerns about irregular/undocumented migrants’ vulner‐
ability to physical and mental health risks, which may be worsened by difficult socioeconomic 
conditions and limited access to health services [46].

4.2. Sociodemographic features

In our study, the most represented migrants’ area of origin was Europe, followed by Africa, 
consistently with the data reported by the ISTAT [26]. Consistent with our previous study [35], 

migrants assessed in the ED with a psychiatric consultation were younger than natives, with 
most of them belonging to the age classes <18 and 19–44 years, while most natives belonged to 
the age classes 45–64 years and >65 years. This finding is consistent with the demographic pro‐
file of the migrant population in Piedmont [47] and with another Italian study about emergency 

contacts of subjects who received a psychiatric diagnosis [48]. The educational status has been 

mentioned in the previous section and, as far as occupational status is concerned, migrants 
were more frequently unemployed than natives, and natives were more frequently retired and/
or invalid. This result could be partly expected considering the differences of patients’ ages. 
It also supports previous research performed in our country [49]. No significant differences 
were found between migrants and native Italians in relation to living accommodation, marital 
status and educational level.

4.3. Clinical features (case history)

We found several differences between migrants and native Italians. As expected, migrants 
were less frequently treated by a psychiatrist (including treatment with medication). Their 
history of psychiatric disorders and of previous admissions to a psychiatric ward during the 
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6 months prior to current consultation was also less frequent. Moreover, migrants were less 
likely than Italian natives to have a comorbid somatic disorder. This last finding probably 
depends on the differences we found in the patients’ ages, with migrants being significantly 
younger than natives. As far as the other data are concerned, they may relate to possible 
barriers of migrants accessing Community Mental Health Centers, which is consistent with 

reporting their greater use of ED healthcare services. Interestingly, we found no difference 
between migrants and Italian natives regarding contacts with addiction services. As already 
pointed out, barriers may include service user views, difficulties in help‐seeking, accessing 
services and using primary care, in trusting a clinician with a different cultural background, 
difficulties in acknowledging mental health problems and perceived causes of mental health 
problems [50]. The lack of differences in the use of addiction services may be the consequence 
either of migrants’ specific problems in this field or of a perception of greater acceptability of 
this kind of mental health service.

4.4. Features of ED referral

Migrants were less likely than native Italians to access the ED by themselves, upon self‐
referral or indication of a clinician (for instance, a general practitioner [GP]). No difference 
between the two groups was found as far as being accompanied to the ED by family members 

or friends. On the other hand, compared to natives, migrants were more likely to be brought 
in and referred to the ED by the police. These findings are consistent with studies showing 
significantly lower proportions of self‐referrals and a higher proportion of arrivals accompa‐
nied by the police in the Strong Migratory Pressure Countries (SMPC)‐born group [37, 48].

The reason for psychiatric consultation included psychiatric symptoms (of any kind), more 

frequently experienced in Italian natives than in migrants, while migrants were more likely to 
receive a consultation because of self‐injury and intoxication/withdrawal symptoms.

We can suggest some hypotheses for the reasons underlying the different pathways to psychi‐
atric consultation in the ED. First, these may depend on the fact that migrants may access psy‐
chiatric services when their mental distress is severe, requiring urgent and coercive measures 
[36, 48]. Second, migrants’ pattern of access to psychiatric consultation in the ED may also be 
explained by the fact that in Italy, urgent care in this setting is offered also to irregular/undocu‐
mented migrants, who are not allowed to attend the services of general practitioners (GPs) [49].

Symptoms assessment on behalf of the consultant psychiatrist yielded some significant differ‐
ences between the two groups. Natives were more likely to show anxiety symptoms, cogni‐
tive impairment, delirium, memory deficits and neurological symptoms as main presenting 
symptoms. This greater frequency of cognitive impairment, memory deficits and neurological 
symptoms may depend on native's older age. Migrants were more likely to present with alco‐
hol/substance related symptoms, or, interestingly, with a negative psychiatric examination 
(i.e. no psychiatric symptoms could be identified). The finding about negative psychiatric 
examination deserves a reflection and is discussed in the next paragraph.

As described in the previous section, no differences were found between migrants and natives 
in previous or current contact with addiction services, although we observed more frequently 
alcohol/substance‐related symptoms among migrants. Maybe people with symptoms of alcohol 
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and substance abuse using psychiatric consultations in ED instead of addiction services fosters 
the hypothesis of migrants’ greater problems in this field.

Last, compared to natives, migrants were more likely to self‐report relationship problems, 
which suggest the importance of possible difficulties in creating a relational net in the host 
country or in cohabitation.

4.5. DSM‐IV‐TR diagnoses

4.5.1. Axis I

In native Italians, we found higher proportions of schizophrenia and other psychotic disorders 
than in migrants. On the other hand, in migrants, we found higher proportions of substance 

abuse and adjustment disorders than in natives.

The literature reports a high incidence of schizophrenia and other delusional disorders in 

migrants than in host populations [51]. An explanation for the differences could be the pos‐
sible role of setting differences, for instance, ED psychiatric consultation vs. Community Mental 
Health Center. Our results are consistent with similar research performed in ED settings [48, 36].

As far as substance use disorders are concerned, this result seems to support what was hypoth‐
esized in the previous paragraphs. It is likely that alcohol and substance‐related disorders are 
important in the migrant population, deserving a more specific and targeted approach. It can 
be anticipated that the results would reduce pressure on the ED because treatment could be 

redirected.

The frequency of adjustment disorders was higher in migrants than in natives, but was lower 
than could be expected. Maybe, as already pointed out, the specific setting of this study plays 
a role in these results; we cannot exclude that migrant patients with adjustment disorder may 
lack the acute symptoms which usually lead to an ED consultation.

4.5.2. Axis II

Axis II diagnoses, including personality disorders and intellectual disabilities, were less fre‐
quent in migrants than in natives. Previous reports suggested that in the ED setting, where it 
is not possible to establish a post‐acute therapeutic relationship with the migrant patient, it is 
likely that personality disorders are underestimated [52].

4.6. Intervention delivered in the ED and outcome of the psychiatric consultation

Interestingly, and partially in contrast with a previous study we performed on a smaller sam‐
ple [35], we found only one difference in relation to drug administration, with the intravenous 
administration less frequent in migrants than in native Italians. This result is currently diffi‐
cult to explain. Overall, there was no statistically significant difference between migrants and 
natives in type of intervention received in the ED and outcome of the consultation. The finding 
of similar consultation outcomes in migrants and natives is interesting, considering that previ‐
ous studies found that migrants were more likely than natives to be admitted to a  psychiatric 
ward or to be monitored in the ED with a short stay and observation after psychiatric consul‐
tation in the ED [48, 53, 35]. The literature reports mixed results concerning this issue: Some 
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studies found a tendency to the underutilization of inpatient facilities among migrants, par‐
ticularly if they were coming from more distant countries to the host country [54].

As described in the previous paragraph, according to our data migrants and natives assessed 
by a psychiatrist in the ED show significant differences in symptoms and diagnoses. 
Therefore, the overlap of the intervention offered in the ED and of the psychiatric consultation 
raises some questions about cultural barriers, which may hinder an accurate understanding  
(and treatment) of the migrants’ symptoms. Barriers to self‐disclosure or of a defensive atti‐
tude towards the psychiatrist may prevent migrants from receiving the most appropriate 
treatment for their symptoms. The high proportion of negative psychiatric examination in 
migrants and of relational problems may suggest either the need of a more thorough under‐
standing of the migrant patients’ problems in order to properly classify and diagnose them or 

the need to target these problems (in case they are not the symptom of a disorder) in a differ‐
ent setting than the ED. While the first option points to the need for more trans‐cultural train‐
ing for psychiatrists, the second points to the need for better education of migrants as far as 
the use of the healthcare system is concerned. As already emphasized, migrants and natives 
show different patterns of attending psychiatric care, with the former being more likely to 
apply to acute mental health services (e.g. psychiatry wards in the general hospital) rather 
than to Community Mental Health Centers (CMHCs) [38].

4.7. Suicidal behaviors

The request for psychiatric consultation for self‐injury behaviors was more frequent in 
migrants than in natives, and actually, suicide attempts were more common in the first than 
in the latter group [40]. Despite this finding, no statistically significant difference emerged 
between the two groups as far as the intent to die and the type of suicide attempt (for instance, 
drug overdose, cutting, carbon monoxide intoxication, jumping from high places). Moreover, 
in our sample of patients admitted to ED and undergoing psychiatric consultation, the mul‐
tivariate analysis did not find that being a migrant is a potential predictor of suicide attempt. 
We believe that these findings should be understood in the light of cultural differences when 
expressing distress and suffering. Furthermore, as already pointed out, migrants may seek 
psychiatric help only when their distress has reached a severity that requires urgent inter‐
ventions [55, 48]. Lastly, as described in the first sections of this chapter, the literature on 
suicidal behaviors in migrants varies, but certain reviews have not found a higher suicide risk 
in migrants compared to the local‐born populations [5, 15].

4.8. Multivariate analysis

We will not describe here in detail the results of the multivariate analysis performed to identify 
the possible risk and protective factors for self‐injury behaviors, because it would be beyond the 
focus of this chapter. As expected, according to the epidemiology of suicide attempts, female 
gender was a risk factor (reference category: male gender) for self‐injury behaviors. Despite such 
behaviors being more common in migrants than in native Italians, the multivariate analysis did 
not find any significant result in relation to nationality. This result is consistent with the  existing 
literature, as described in previous sections, and suggests that other factors might mediate sui‐
cidal behaviors in the migrant populations. While the fact of being a migrant can be  considered 
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a vulnerability factor for psychiatric symptoms and disorders, distress, and even suicidal behav‐
iors, it is widely acknowledged that vulnerability should be considered in the context of a stress‐
vulnerability model, see for instance [56, 57]. Moreover, the mediating and protective role of 
coping skills, resilience, family and social support should not be overlooked [57].

During the 8‐year period (2008–2015) of our study, we found that some years showed greater 
prevalence of suicidal risk than others. We found that the years 2013 and 2014 were posi‐
tive predictors of suicidal behaviors, compared to 2008 (reference category), probably due to 
the global economic crisis and the concurrent political instability. The financial crisis, which 
began in 2007, 2008, had a negative impact on working conditions and people's health [58, 59]. 

Most studies in this field of interest supported an increased prevalence of mental health prob‐
lems coinciding with the outbreak of the crisis [60]. Sometimes suicidal behaviors have been 
linked to economic reasons [61]. However, the literature also reports mixed results about the 
increase of suicide rates during economic crises. Some authors demonstrated an increase in 

the number of suicides during these times, especially in nations with lower levels of unem‐
ployment before the crisis itself [62]. Others found that the prevalence of suicide attempts and 
ideation had not increased significantly in 2011–2012 compared to other periods [63].

5. Limitations

We should highlight some limitations of the current research. Several differences among stud‐
ies, starting with the definition of “migrants,” hinder the possibility to compare results in the lit‐
erature about migrants’ mental health accurately [6]. The term “migrant” has many meanings, 

as discussed in our chapter and, unless more clearly defined, this makes comparisons difficult.

While the catchment area of our ED is representative of northern Italy, it is clear that a single‐
center design is also a limitation of our study, and that multicenter studies would increase 

the possibility to generalize results. Regarding suicide attempts, we should emphasize that, 
according to our ED guidelines, every suicide attempt is referred to the psychiatrist, but those 
patients who require life‐saving treatments because they have committed a “violent” suicide 
attempt (as shooting or jumping from high places) are not visited by the psychiatrist in the ED 
setting. Moreover, we obviously did not include in our study those patients who did not seek 
help from the ED after a suicide attempt.

Last, since the information we gathered through the psychiatric interviews and the data 
sheets strongly relies on self‐report, there is the possibility of a bias due to the fact that natives 
may feel more comfortable about self‐disclosure than migrants.

6. Conclusions

In this chapter, we compared the sociodemographics, clinical and treatment features of Italian 

natives and migrants admitted to emergency department and receiving a psychiatric consultation 
in such setting. Our research started in 2006 and 2007 when we gathered data about regular/doc‐
umented and irregular/undocumented migrants who attended psychiatric consultations. From 
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2008 to 2015, we gathered data for both migrants and native Italians. We found that migrants 
were less frequently treated by a psychiatrist (including treatment with medication), reported 
less frequently a history of psychiatric disorders and previous admissions to a psychiatric ward. 
Migrants were more likely than native Italians to be brought in and referred to the ED by the 
police and were less likely to present by themselves, but upon self‐referral or indication of a clini‐
cian (for instance, a general practitioner) were accompanied by a member of the family and/or 

friend. Furthermore, migrants were more likely to receive a consultation because of self‐injury 
and intoxication/withdrawal symptoms. Migrants were more likely than Italian natives to present 
with alcohol/substance related symptoms, or, interestingly, with a negative psychiatric examina‐
tion (i.e. no psychiatric symptoms could be identified). As regards Axis I diagnoses, in migrants 
we found a lower proportion of schizophrenia and psychotic disorders, but higher incidence of 

substance abuse and adjustment disorders. Overall, there was no statistically significant differ‐
ence between migrants and natives in the type of intervention received in the ED and outcome 
of the psychiatric consultations. The request for psychiatric consultation for self‐injury behaviors 
was more frequent in migrants than in Italian natives, but no statistically significant difference 
emerged between the two groups as far as intent to commit suicide and the type of attempt. 
Moreover, the multivariate analysis did not find nationality as a risk factor for suicidal behaviors.

This research expanded our previous findings, which have been described elsewhere [35], and 

the larger sample size has allowed us to support some of the previous results, but opposes or 
refutes others. Overall, we believe that the current results add to the dearth of studies about 
migrants’ use of mental health service in Italy, focusing on ED utilization.

Overall, the results of this study point to the need for a more thorough and trans‐culturally 
informed approach to migrants’ mental health [64]. While the treatment received by migrants 
and native Italians substantially overlaps, it might not target the actual needs and symptoms 
of the migrant population. Education on mental health for migrants (regular/documented 

and irregular/undocumented) to decrease actual or perceived barriers is needed.

Author details

Carla Gramaglia1, Eleonora Gambaro1, Fabrizio Bert2, Claudia Delicato1, Giancarlo Avanzi3, 

Luigi Mario Castello3, Roberta Siliquini2 and Patrizia Zeppegno1, 4*

*Address all correspondence to: patrizia.zeppegno@med.uniupo.it

1 Institute of Psychiatry, Department of Translational Medicine, University of Eastern 
Piedmont, Novara, Italy

2 Department of Public Health and Paediatric Sciences, University of Turin, Torino, Italy

3 Emergency Medicine, Department of Translational Medicine, University of Eastern 
Piedmont, University Hospital Maggiore della Carità, Novara, Italy

4 Complex Structure of the Psychiatry, Major University Hospital Company of Charity, 
Institute of Psychiatry, Department of Translational Medicine, University of Eastern 
Piedmont, Novara, Italy

People's Movements in the 21st Century - Risks, Challenges and Benefits96



References

[1] Iliceto P., Candilera G., Borges G., Lamis D.A., Serafini G, Girardi P. Suicide risk 
and psychopathology in immigrants: A multi‐group confirmatory factor analysis. 
Social Psychiatry and Psychiatric Epidemiology. 2012;48:1105–1114. DOI: 10.1007/

s00127‐012‐0608‐4

[2] Bhugra D., Gupta S., Schouler‐Ocak M., Graeff‐Calliess I., Deakin NA., Qureshi A. et al. 
WPA guidance on mental health and mental health care in migrants. World Psychiatry. 
2011;10(1):2–10. DOI: 10.1002/j.2051‐5545.2011.tb00002.x

[3] Bursztein Lipsicas C., Mäkinen I. H., Wasserman D., Apter A., Kerkhof A., Michel 
K. et al. Gender distribution of suicide attempts among migrant groups in European 
countries: An international perspective. European Journal of Public Health. 2013;23 
(2):279–284. DOI: 10.1093/eurpub/cks029

[4] Ratkowska K. A., De Leo D. Suicide in migrants: An overview. Open Journal of Medical 
Psychology. 2013;2(3):124–133. DOI: http://dx.doi.org/10.4236/ojmp.2013.23019

[5] Spallek J., Zeeb H., Razum O. What do we have to know from migrants’ past expo‐
sures to understand their health status? A life course approach. Emerging Themes in 
Epidemiology. 2011; 8(1):6. DOI: 10.1186/1742‐7622‐8‐6

[6] Norredam M., Nielsen S. S., Krasnik A. Migrants’ utilization of somatic health‐
care services in Europe: A systematic review. European Journal of Public Health. 
2011;20(5):555–563. DOI: 10.1093/eurpub/ckp195

[7] Mirsky J., Kohn R., Dolberg P., Leva I. Suicidal behaviour among migrants. Social 
Psychiatry and Psychiatric Epidemiology. 2011;46:1133–1141. DOI: http://dx.doi.
org/10.1093/eurpub/cku121

[8] Burvill P. W. Migrant suicide rates in Australia and in country of birth. Psychological 
Medicine. 1998;28(1):201–208. DOI: 10.1017/S0033291797005850

[9] Ide N., Kolves K., Cassaniti M. Suicide of first‐generation immigrants in Australia, 
1974–2006. Social Psychiatry and Psychiatric Epidemiology. 2012;47(12):1917–1927. 

DOI: 10.1007/s00127‐012‐0499‐4

[10] Kliewer E., Ward R. H. Convergence of immigrant suicide rates to those in the desti‐
nation country. American Journal of Epidemiology. 1988;127(3):640–653. DOI: 10.2466/

pms.1994.79.2.994

[11] Shah A., Lindesay J., Dennis M. Comparison of elderly suicide rates among migrants 
in England and Wales with their country of origin. International Journal of Geriatric 
Psychiatry. 2009;24(3):292–299. DOI: 10.4236/ojmp.2013.23019

[12] Voracek M., Loibl L. M. Consistency of immigrant and country‐of‐birth suicide 
rates: A meta‐analysis. Acta Psychiatrica Scandinavica. 2008;118(4):259–271. DOI: 

10.1111/j.1600‐0447.2008.01238.x

Suicidal Behaviors in Patients Admitted to Emergency Department for Psychiatric Consultation: A Comparison...
http://dx.doi.org/10.5772/67006

97



[13] Pavlovic E., Marušic A. Suicide in Croatia and in Croatian immigrant groups in 
Australia and Slovenia. Croatian Medical Journal. 2001;42:669–672. DOI: 10.4236/

ojmp.2013.23019

[14] Bursztein Lipsicas C., Mäkinen I.H., Apter A., De Leo D., Kerkhof A., Lönnqvist J. et al. 
Attempted suicide among immigrants in European countries: an international perspec‐
tive. Social Psychiatry and Psychiatric Epidemiology. 2012;47(2):241–251. DOI: 10.1007/

s00127‐010‐0336‐6

[15] Spallek J., Reeske A., Norredam M., Nielsen S.S., Lehnhardt J., Razum O. Suicide among 
immigrants in Europe – a systematic literature review. European Journal of Public 
Health. 2014;25(1):63–71. DOI: 10.1093/eurpub/cku121

[16] Ferrada‐Noli M. A cross‐cultural breakdown of Swedish suicide. Acta Psychiatrica 
Scandinavica. 1997;96(2):108–116. DOI: 10.1111/j.1600‐0447.1997.tb09914.x

[17] Johansson L.M., Sundquist J., Johansson S.E., Bergman B., Qvist J., Träskman‐Bendz L. 
Suicide among foreign‐born minorities and native Swedes: An epidemiological fol‐
low‐up study of a defined population. Social Science & Medicine. 1997;44(2):181–187. 

DOI: 10.1007/s00127‐002‐0564‐5

[18] Ferrada‐Noli M., Ormstad K., Ahberg M. Patho‐anatomic findings and blood alcohol 
analysis at autopsy, BAC; in forensic diagnoses of undetermined suicide. A cross‐cul‐
tural study. Forensic Science International. 1996;78(2):157–163. DOI: 10.1016/0379‐0738
(95)01890‐5

[19] Kolves K., Sisask M., Anion L., Samm A., Värnik A. Factors predicting suicide among 
Russians in Estonia in comparison with Estonians: Case‐control study. Croatian Medical 
Journal. 2006;47(6):869–877.

[20] El‐Sayed A.M., Tracy M., Scarborough P., Galea S. Suicide among Arab‐Americans. 
PLoS One. 2001;6(2):e14704. DOI: 10.1371/journal.pone.0014704

[21] Hovey J. D. Acculturative stress, depression, and suicidal ideation in Mexican immi‐
grants. Cultural Diversity & Ethnic Minority Psychology. 2000;6(2):134–151. DOI: 

10.1037/1099‐9809.6.2.134

[22] Hovey J. D., King C. A. Acculturating Mexican Americans: Current knowledge and 
directions for research. Suicide and Life‐Threatening Behavior. 1997;27(1):92–103. 

DOI: 10.1080/13811110903044567.

[23] Borges G., Breslau J., Su M. Immigration and suicidal behavior among Mexicans and 
Mexican Americans. American Journal of Public Health. 2009;99(4):728–733. DOI:.

doi:10.2105/AJPH.2008.135160

[24] Carta, M. G., Bernal, M., Hardoy, M. C., Haro‐Abad, J. M., The Report on the Mental 
Health in Europe Working Group. Migration and mental health in Europe, the state 
of the mental health in Europe working group: Appendix 1. Clinical Practice and 
Epidemiology in Mental Health. 2005;1:13. DOI: 10.1186/1745‐0179‐1‐13

People's Movements in the 21st Century - Risks, Challenges and Benefits98



[25] Kolves K., Vecchiato T., Pivetti M., Barbero G., Cimitan A., Tosato F., De Leo D. Non‐fatal 
suicidal behaviour in Padua, Italy, in two different periods: 1992‐1996 and 2002‐2006. 
Social Psychiatry and Psychiatric Epidemiology. 2011;46(9):805–811. DOI: 10.1007/

s00127‐010‐0251‐x

[26] National Institute of Statistics. Index‐boards‐Health‐foreign‐2011‐2012 [Internet]. 2014. 
Available from: http://www.istat.it/it/files/2014/01/Indice‐tavole‐Salute‐ stranieri‐2011‐ 
2012.pdf (30 January 2014)

[27] National Institute of Statistics. Immigrants and New Citizens [Internet]. 2015. Available 
from: http://www.istat.it/it/immigrati (02 May 2016)

[28] Tuttitalia.it.2015. Available from: http://www.tuttitalia.it/Piemonte/provincia‐di‐novara/
statistiche/cittadini‐stranieri‐2015 (01 January 2016)

[29] The Italian State Printing Works, Stationery Office, and Mint, editors. Legislative decree 
25 july 1998, n. 286 ‐ Consolidated text of provisions governing immigration and the 
status of aliens. The Italian State Printing Works, Stationery Office, and Mint ed. Roma: 
the Official Journal n. 191 18 August 1998; 1998.

[30] Caneva E. The integration of migrants in Italy: An overview of policy instruments and 
actors. In: Robert Schuman Centre for Advanced Studies, editor. INTERACT Research 
Report 2014/05; 2014; San Domenico di Fiesole (FI). European University Institute; 2014.

[31] Lindert J., Schouler‐Ocak M., Heinz A., Priebe S. Mental health, health care utili‐
zation of migrants in Europe. European Psychiatry. 2008;1:14–20. DOI: 10.1016/

S0924‐9338(08)70057‐9

[32] Kirmayer L. J., Groleau D., Guzder J., Blake C., Jarvis E. Cultural consultation: A model 
of mental health service for multicultural societies. Canadian Journal of Psychiatry. 
2003;48(3):145–153. DOI: 10.1177/1363461509344306

[33] Davies A. A., Basten A., Frattini C. Migration: A social determinant of migrants’ health. 
Eurohealth. 2010;16:10–12.

[34] Braca M., Berardi D., Mencacci E., Belvederi M., Mimmi S., Allegri F., et al. Understanding 
psychopathology in migrants: A mixed categorical dimensional approach. International 
Journal of Social Psychiatry. 2013;60(3):243–253. DOI: 10.1177/0020764013484237

[35] Gramaglia C., Gambaro E., Rossi A., Toso A., Feggi A., Cattaneo C. I. et al. Migrants’ path‐
ways to outpatient mental health: Are there differences with the Italian population?. Journal 
of Migrant and Minority Health. 2016;18(4):878–885. DOI: 10.1007/s10903‐015‐0336‐4

[36] Kirmayer L. J., Weinfeld M., Burgos G., du Fort G. G., Lasry J. C., Young, A. Use of health 
care services for psychological distress by migrants in an urban multicultural milieu. 
Canadian Journal of Psychiatry. 2007;52(5):295–304. DOI: 10.1177/070674370705200504

[37] Perez‐Rodriguez M. M., Baca‐Garcia E., Quintero‐Gutierrez F. J., Gonzalez, G.  
Saiz‐Gonzalez D., Botillo C. et al. Demand for psychiatric emergency services and 
immigration: Findings in a Spanish hospital during the year 2003. European Journal 
of Public Health. 2006;16(4):383–387. DOI: http://dx.doi.org/10.1093/eurpub/ckl021

Suicidal Behaviors in Patients Admitted to Emergency Department for Psychiatric Consultation: A Comparison...
http://dx.doi.org/10.5772/67006

99



[38] Spinogatti F., Civenti G., Conti V., Lora A. Ethnic differences in the utilization of mental 
health services in Lombardy, Italy: An epidemiological analysis. Social Psychiatry and 
Psychiatric Epidemiology. 2014;50(1):59–65. DOI: 10.1007/s00127‐014‐0922‐0

[39] Gramaglia C., Gambaro E., Delicato C., Di Marco S., Di Tullio E., Vecchi C. Pathways to 
and results of Emergency Room referrals undergoing psychiatric consultation. Are there 
differences between migrant and native patients?. Transcultural Psychiatry. Forthcoming.

[40] Zeppegno P., Gramaglia C., Castello L. M., Bert F., Gualano M. R., Ressico F. et al. Suicide 
attempts and emergency room psychiatric consultation. BioMed Central. 2015;15:13. 

DOI: 10.1186/s12888‐015‐0392‐2

[41] Hosmer D., Lemeshow S., editors. Applied Logistic Regression. New York, NY: A Wiley‐
Interscience Publication, John Wiley & Sons Inc.; 1989. 307 pp.

[42] StataCorporation. Stata Statistical Software: Release 12. College Station, TX: StataCorp 

LP; 2011.

[43] American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders 
(4th ed., text rev.). Washington, DC; 2000. DOI: 10.1176/appi.books.9780890423349

[44] González Block M.A., Vargas Bustamante A., de la Sierra L.A., Martínez Cardoso A. 
Redressing the limitations of the Affordable Care Act for Mexican immigrants through 
bi‐national health insurance: A willingness to pay study in Los Angeles. The Journal 
of Immigrant and Minority Health. 2014;16(2):179–88. DOI: 10.1007/s10903‐012‐9712‐5.

[45] North East London NHS Foundation Trust. MIPEX. Migrant Integration Policy Index, 
accessed groups in Redbridge accessing mental health services? [Internet]. 4–5. August 
2008. Available from: http://www.mipex.eu [Accessed: 29 July 2015]

[46] Vogel D., Kovacheva V., Prescott H. The size of the irregular migrant population in the 
European Union: Counting the uncountable? International Migration. 2011;49(5):78–96.

[47] Rechel B., Mladovsky P., Devillé W., Rijks B., Petrova‐Benedict R. Migration and health 
in the European Union. In McKee M, editors ed. Maidenhead, UK: Open University 
Press for the European Observatory on Health Systems and Policies; 2011.

[48] Gaddini A., Franco F., Buscaglia L., Di Lallo D. An urban Italian study on emergency 
room utilisation by migrants suffering from mental disorders in Rome, 2000–2004. 
European Psychiatry. 2008;23(2):118–124. DOI: 10.1016/j.eurpsy.2007.11.007

[49] Tarricone I., Stivanello E., Ferrari S., Colombini N., Bolla E., Braca M. et al. Migrant 
pathways to community mental health centres in Italy. International Journal of Social 

Psychiatry. 2011;58(5):505–511. DOI: 10.1177/0020764011409523

[50] Keynejad R. Barriers to help seeking: What stops ethnic minority groups in Redbridge 
accessing mental health services? [Internet]. 2009. Available from: http://www.rcmh.org.
uk/documents/reports/barrierstoseekinghelp.pdf [Accessed: 16 Oct 2015]

[51] Tarricone I., Braca M., Allegri F., Barrasso G., Bellomo A., Berlincioni V. et al. First‐episode 
psychosis and migration in Italy. PEP‐Ita migration: A study in the Italian mental health 
services. BMC Psychiatry. 2014;14:186. DOI: 10.1186/1471‐244X‐14‐186

People's Movements in the 21st Century - Risks, Challenges and Benefits100



[52] Priebe S., Sandhu S., Dias S., Gaddini A., Greacen T., Ioannidis E. et al. Good practice in health 
care for migrants: Views and experiences of care professionals in 16 European countries. 
BioMed Central Public Health. 2011;11:187. DOI: http://doi.org/10.1186/1471‐2458‐11‐187,25 
Mar 2011

[53] Dauvrin M., Lorant V., Sandhu S., Devillé W., Dia H., Dias S. et al. Health care for irregular 
migrants: Pragmatism across Europe. A qualitative study. BMC Research Notes. 2012;5:99. 

DOI: 10.1186/1756‐0500‐5‐99

[54] Lay B., Lauber C., Nordt C. Patterns of inpatient care for immigrants in Switzerland. Social 
Psychiatry and Psychiatric Epidemiology. 2006;41(3):199–207. DOI: Epub 2006 Jan 19

[55] Kirmayer L. J., Narasiah L., Munoz M., Rashid M., Ryder A. G., Guzder J. et al. 
Common mental health problems in immigrants and refugees: General approach 
in primary care. Canadian Medical Association Journal. 2011;183(12):956–967. DOI: 

10.1503/cmaj.090292

[56] Rozanov V., Carli V. Suicide among was veterans. The International Journal of Environ‐
mental Research and Public Health. 2012;9(7):2504–2519. DOI: 10.3390/ijerph9072504

[57] Roy A., Carli V., Sarchiapone M. Resilience mitigates the suicide risk associated with 
childhood trauma. The Journal of Affective Disorders. 2011;133(3):592–594. DOI: 10.1016/j.
jad.2011.05.006

[58] Mucci N., Giorgi G., Roncaioli M., Fiz Perez J., Arcangeli G. The correlation between stress 
and economic crisis: A systematic review. Neuropsychiatric Disease and Treatment. 
2016;12:983–993. DOI: 10.2147/NDT.S9852

[59] Lee S., Guo W.J., Tsang A., Mak A.D., Wu J., Ng K.L., et al. Evidence for the 2008 
economic crisis exacerbating depression in Hong Kong. The Journal of Affective 
Disorders. 2010;126:125–133. DOI: 10.1016/j.jad.2010.03.007 [PubMed

[60] Rachiotis G., Kourousis C., Kamilaraki M., Symvoulakis E.K., Dounias G., 
Hadjichristodoulou C. Medical supplies shortages and burnout among Greek health 
care workers during economic crisis: A pilot study. International Journal of Medical 
Sciences. 2014;11:442–447. DOI: 10.7150/ijms.7933

[61] Mattei G., Ferrari S., Pingani L., Rigatelli M. Short‐term effects of the 2008 Great 
Recession on the health of the Italian population: An ecological study. Social Psychiatry 
and Psychiatric Epidemiology. 2014;49:851–858. DOI: 10.1007/s00127‐014‐0818‐z

[62] Chan C.H., Caine E.D., You S., Fu K.W., Chang S.S., Yip P.S.F. Suicide rates among work‐
ing‐age adults in South Korea before and after the 2008 economic crisis. The Journal of 
Epidemiology and Community. 2014;68:246–252. DOI: 10.1136/jech‐2013‐202759

[63] Miret M1, Caballero F.F., Huerta‐Ramírez R., Moneta M.V., Olaya B., Chatterji S., 
Haro J.M., Ayuso‐Mateos J.L. Factors associated with suicidal ideation and attempts in 
Spain for different age groups. Prevalence before and after the onset of the economic 
crisis. The Journal of Affective Disorders. 2014;163:1–9. DOI: 10.1016/j.jad.2014.03.045

[64] Kleinman A. Culture and Depression. 2004;351(20):951–953. DOI: 10.1056/NEJMp048078

Suicidal Behaviors in Patients Admitted to Emergency Department for Psychiatric Consultation: A Comparison...
http://dx.doi.org/10.5772/67006

101




