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Abstract

Background: Much recent debate on excess rates of compulsory detention and coercive routes to care has focused 
on young black men; evidence is less clear regarding ethnic variations among women and factors that may mediate these. 
Aim: To explore ethnic variations in compulsory detentions of women, and to explore the potential role of immediate 
pathways to admission and clinician-rated reasons for admission as mediators of these differences.
Method: All women admitted to an acute psychiatric inpatient ward or a women’s crisis house in four London boroughs 
during a 12-week period were included. Data were collected regarding their pathways to care, clinician-rated reasons for 
admission, hospital stays, and social and clinical characteristics. 
Results: Two hundred and eighty seven (287) women from white British, white other, black Caribbean, black African and 
black other groups were included. Adjusting for social and clinical characteristics, all groups of black patients and white 
other patients were significantly more likely to have been compulsorily admitted than white British patients; white British 
patients were more likely than other groups to be admitted to a crisis house and more likely than all the black groups to 
be admitted because of perceived suicide risk. Immediate pathways to care differed: white other, black African and black 
other groups were less likely to have referred themselves in a crisis and more likely to have been in contact with the 
police. When adjustment was made for differences in pathways to care, the ethnic differences in compulsory admission 
were considerably reduced. 
Discussion: There are marked ethnic inequities not only between white British and black women, but also between 
white British and white other women in experiences of acute admission. Differences between groups in help-seeking 
behaviours in a crisis may contribute to explaining differences in rates of compulsory admission. 
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Article

Introduction 

Many studies have explored ethnic variations in pathways to 
care, and it has been well documented that black Caribbean 
and black African patients are more likely than white patients 
to have pathways to care involving coercion and compulsory 
admissions (Bhui et al., 2003; Morgan et al., 2005a, 2005b). 
Similar findings have also been reported in other European 
countries (Lay et al., 2006; Norredam et al., 2010. The reasons 
for such differences remain poorly understood (Singh et al., 
2007) and methodological limitations, such as very broad 
categorizations of ethnic group, small sample sizes and lim-
ited adjustment for potential confounding factors, have char-
acterized much research in this area. Most previous work has 
not attempted to investigate differences in perceived reasons 
for admission and whether these might contribute to 

understanding differences in acute admission routes and 
pathways to care. 

Debate still rages as to the extent of the part played by 
racism, institutional or individual, and stereotyping of 
black youth, especially male, in their high rates of psy-
chotic diagnoses and vulnerability to coercion in the 
mental health system (McKenzie and Bhui, 2007; Singh, 

International Journal of 
Social Psychiatry
58(1) 3–15
© The Author(s) 2010
Reprints and permissions:  
sagepub.co.uk/journalsPermissions.nav
DOI: 10.1177/0020764010382369
http://isp.sagepub.com

E CAMDEN SCHIZOPH

http://crossmark.crossref.org/dialog/?doi=10.1177%2F0020764010382369&domain=pdf&date_stamp=2010-11-08


4  International Journal of Social Psychiatry 58(1)

2007). A review of the literature on the causes for the 
elevated rate of psychosis diagnoses among black Caribbeans 
living in the UK concludes that multiple risk factors are 
involved, with isolation and social exclusion (to which 
racism may contribute) playing a particularly important 
role (Pinto et al., 2008). Explanations in terms of clinician 
bias are limited by studies showing that the difference in 
incidence rates persists when diagnoses are made by ethni-
cally matched or blinded raters (Fearon et al., 2006). It can 
still be argued, however, that the western term ‘psychosis’ 
is defined in a way that renders certain groups more likely 
to receive the diagnosis (Fernando, 1998). 

Attention and debate has often focused especially on 
young black men and their adverse experiences of the men-
tal health system, particularly following a number of high-
profile public enquiries that have criticized their care. 
Evidence about black women’s experiences is less clear 
and consistent, and relatively few studies report findings 
disaggregated by gender for large samples of women, espe-
cially regarding pathways to care. However, there are some 
indications that gender may modify the association between 
ethnicity and compulsory admission (e.g. Bebbington et al., 
1994; Morgan et al., 2005a), with black Caribbean men the 
most likely to be compulsorily admitted and large varia-
tions in the extent to which black women have been found 
to have excess rates of detention (Bebbington et al., 1994). 
Gender as well as ethnicity influences consultation rates in 
and referral rates from primary care and casualty depart-
ments (Lloyd and St Louis, 1996; Morgan et al., 2005a), so 
that clear evidence is needed as to the extent to which black 
women as well as men experience complex and coercive 
routes to care. Other minority ethnic groups have also been 
found to experience higher rates of compulsory detention 
(Ali et al., 2007; Morgan et al., 2005a) and again the evi-
dence is limited as to how far this also applies to a range of 
female groups. 

This study thus focuses solely on ethnic differences 
among women, examining rates of compulsory detention 
for a substantial sample in four London boroughs with very 
ethnically mixed populations. All four areas had women’s 
crisis houses as well as acute hospital wards. The crisis 
houses accepted only voluntary admissions. They were 
included in the samples in order to obtain a full overview of 
ethnic differences in response to the identified need for 
acute admission in the study catchment areas. To allow 
exploration of possible mediating factors that may contrib-
ute to explaining any differences found in rates of compul-
sory detention, clinician-rated reasons for admission and 
pathways to care were also investigated, including whether 
or not patients initiated help-seeking in the crisis. This 
exploration of potential mediators is a novel aspect of the 
investigation in a UK context. One similar investigation 
from the Netherlands is reported by Vinkers et al. (2010). 
They found that psychiatrists’ cited reasons for compulsory 
admission showed ethnic differences, with people from 

minority ethnic backgrounds more often reportedly admit-
ted because of violence towards others. The authors argue 
that it was unclear how far this was a difference in presenta-
tions and how far a difference in psychiatrists’ 
perceptions. 

Aims
1.  To investigate ethnic variations in compulsory and vol-

untary admissions among women. 
2.  To investigate, as potential mediating factors explaining 

any differences found in whether admissions are com-
pulsory, (a) pathways to care and (b) clinician-rated rea-
sons for admission. 

Main hypotheses
1.  Women from black groups (black Caribbean, black 

African and black other) are more likely to be admit-
ted under the Mental Health Act than white British 
women. 

2.  All groups of black women are more likely to have 
adverse pathways to care involving the criminal justice 
system than white British women.

This paper describes tests of these primary hypotheses, with 
adjustment for potentially confounding demographic and 
clinical variables. Further exploratory analyses aimed at 
identifying potential mediating factors (help-seeking and 
care pathway, clinician-rated reasons for admission) that may 
contribute to explaining any ethnic differences in the rates of 
compulsory detention will also be described. 

A secondary aim throughout the analyses is to com-
pare white other (including all white groups other than 
British) women with white British women, as so far little 
is known about their service use patterns, justifying 
exploratory analysis. 

Method

Setting

The study took place in three inner London boroughs 
(Camden, Islington and Lambeth) and one borough of a 
more suburban character (Croydon). It formed one of the ele-
ments in the MRC-funded CHOICES study (Howard et al., 
in press), whose main aims have been the delineation of 
pathways to care to women’s crisis houses and to standard 
inpatient care, and the development of a method for com-
paring these forms of care. 

Sample 
All women admitted both to standard acute wards and 
to crisis houses during a 12-week period in 2006 were 
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included in this phase of the CHOICES study. For the 
analyses reported in this paper, only women from white 
British, white other, black Caribbean, black African and 
black other groups were included, as other groups were 
too small for analysis. Ethical approval was obtained from 
the University College London Hospital Research Ethics 
Committee.

Instruments and data collection
Data were collected on sociodemographic characteristics 
and diagnosis, using the 2001 UK census categories to 
record ethnicity. Clinicians in the inpatient services and 
crisis houses were asked to record pathways to care, opera-
tionalized using questions from the WHO Pathways to 
Care Schedule (Gater et al., 1991). A modified version of 
the Reasons for Admission Questionnaire (Flannigan et 
al., 1994) was also included, with some additional reasons 
included following consultation with the study steering 
group and piloting. Additional information was sought 
from other clinicians involved with patients where full 
information was not available from acute wards, and the 
crisis and home treatment teams responsible for gate-keep-
ing for acute admissions were contacted to corroborate and 
complete information on pathways to care for all patients. 
Finally, clinicians also rated the Threshold Assessment 
Grid (TAG, Slade et al., 2000). This is a standardized brief 
assessment of the severity of an individual’s mental health 
problems and associated risks; when rated by mental health 
professionals it has an intra-class correlation for total TAG 
scores of 0.58 (Slade et al., 2000). 

Medical staff involved in patients’ care recorded 
their diagnoses, categorizing them as ‘schizophrenia or 
related disorder’ (schizophrenia, schizoaffective disor-
der, schizotypal disorder, other non-affective psychotic 
disorders), ‘affective disorder’ (depressive disorder, 
bipolar affective disorder) and ‘other diagnosis/no fixed 
diagnosis’ (mental and behavioural disorder due to drug/
psychoactive substance use, personality disorder, con-
duct disorder, anxiety disorders, adjustment disorders 
and eating disorders).

Analysis
Descriptive statistics and univariate tests were used to 
describe and explore baseline differences in social and clin-
ical characteristics between ethnic groups. c2 tests were 
then used to explore whether ethnic group was associated 
first with compulsory admission and pathway to care 
involving the criminal justice system (the primary hypoth-
eses), and second with admission to a crisis house and with 
other main features of the pathway to care (whether the 
patient sought help from mental health services herself in 
the crisis, whether family members sought help on her 
behalf, whether primary care staff were involved in seeking 

help and whether a community mental health team was 
involved). Where a significant association was found, logistic 
regression analysis was used to examine the odds for each 
ethnic group individually, adjusting for baseline social and 
clinical characteristics.

A similar procedure was used for an exploratory anal-
ysis of whether reasons for admission and TAG score 
appeared to be associated with ethnic group. Each poten-
tial reason for admission was rated as not a reason for 
admission, a minor reason or a major reason for each 
patient. Relatively few ratings of major reason for admis-
sion were made, and for the purposes of this analysis 
minor and major were grouped together yielding a dic-
hotomous variable. The four TAG scores assessing risk 
could not be treated as interval level data as they deviated 
considerably from a normal distribution; they were there-
fore also transformed into dichotomous variables, with 
moderate, severe and very severe risk grouped together 
and compared with no or mild risk. Total TAG score was 
used as an indicator of severity and was approximately 
normally distributed. 

A logistic regression analysis with data entered in blocks 
was then used to explore whether ethnic differences in rates 
of compulsory admission persisted when adjustment was 
made for reasons for admission and for pathways to care. 
First to be examined were the effects on the odds ratio 
between ethnic groups and compulsory admission of add-
ing the reasons for admission variables; this showed reason 
for admission as a further explanatory variable in a model 
that already contained ethnic group and the main social and 
clinical characteristics. Second, pathways to care were 
added as a third block of variables in this model in order to 
explore whether differences in help-seeking could account 
for any of the differences found between ethnic groups in 
whether admission was compulsory. Last to be explored 
was whether the relationship between ethnic groups and 
risk of compulsory admission changed when TAG scores 
rather than reasons for admission were used as indicators of 
the nature and severity of clinical and social problems at 
admission. 

Each of the baseline and pathways to care variables had 
some missing data, though none for more than 27 out of the 
287 women. To avoid losing large numbers of cases in the 
regression analyses below, for most of the baseline vari-
ables the assumption was made that a missing value meant 
that the attribute concerned was not present (e.g. people 
with missing data on employment were assumed not to be 
working for the purposes of the multiple regressions; those 
with missing data for whether they had children at home 
were assumed not to have). To test whether making this 
assumption might have introduced some form of bias, as a 
sensitivity analysis the analyses were concluded by repeat-
ing the main regressions with the opposite assumption 
regarding missing data (e.g. those with missing data for 
employment were assumed to be working). This resulted in 
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no substantial change in the main findings and is therefore 
not reported further. 

Results

Sample characteristics

During the three-month period of the study, 339 women 
were admitted to a psychiatric inpatient ward or crisis house 
(77% to hospital; 23% to a crisis house). Admission proce-
dures involved recording self-ascribed ethnic group and 
some importance was attached to the completeness of this 
information (it was used as a performance indicator within 
the services), but data on ethnic group were unavailable for 
six. A further 46 women belonged to ethnic groups repre-
sented only in very small numbers in this sample and were 
therefore excluded as comparisons involving them would 
have lacked power. 

This yielded a total sample of 287 for the analyses 
reported in this paper, classified as white British, white other 

(including here the white Irish census category), black 
Caribbean, black African, and black other. The black other 
group were predominantly women who described them-
selves as black British. The mean age of the sample was 40.1 
years (SD 12.1, range 18–69). There were no significant 
demographic differences between ethnic groups (Table 1). 

Psychiatric diagnosis 
Rates of schizophrenia-related diagnoses were lowest 
among the white groups of patients and highest among black 
African women (Table 1). Black African and black Caribbean 
women had the lowest rates of other (not affective and not 
schizophrenia-related) disorders; the main sub-group in this 
category were people with personality disorders. 

Where admitted
Ethnic group was significantly associated overall with 
whether patients were admitted to hospital or to a crisis house 

Table 1. Sociodemographic and clinical characteristics of white UK, white other, black Caribbean, black African and black other 
women admitted to acute mental health services

Variable
(n =)1

Ethnic background p2

White British
(n = 146)

White other
(n = 45)

Black Caribbean 
(n = 26)

Black African
(n = 41)

Black other
(n = 29)

Age: mean
(SD)

40.34
(12.8)

44.11 
(11.0)

41.46
(12.4)

37.4
(11.5)

36.3
(9.9)

0.15

Employed
Yes
No

16 (11.7)
121 (88.3)

2 (5)
38 (95)

3 (11.5)
23 (88.5)

7 (17.9)
32 (82.1)

4 (16)
21 (84)

0.47

Children under 16 
Yes
No

34 (25.6)
99 (74.4)

8 (20)
32 (80)

5 (20)
20 (80)

17 (42.5)
23 (57.5)

14 (51.9)
13 (48.1)

0.11

Living alone before the admission
Yes
No

71 (50)
71 (50)

16 (42.1)
22 (57.9)

16 (64)
9 (36)

19 (48.7)
20 (51.3)

6 (25)
18 (75)

0.78

Supported accommodation
Yes
No 

10 (7.3)
127 (92.7)

6 (15)
34 (85)

3 (11.5)
23 (88.5)

5 (12.8)
34 (87.2)

2 (7.1)
26 (92.9)

0.57

Previous psychiatric admissions
Yes
No

115 (81.5)
26 (18.5)

31 (73.9)
11 (26.1)

18 (75)
6 (25)

32 (82.1)
7 (17.9)

22 (78.9)
6 (21.1)

0.80

Previous contact with mental health services
Yes
No

116 (83.5) 
23 (16.5)

32 (71.4) 
12 (28.6)

24 (92.3)
2 (7.7)

34 (85)
6 (15)

23 (79.3)
6 (20.7) 

0.28

Primary diagnosis at time of admission 
Affective disorder 56 (43.1) 17 (43.6) 6 (25) 12 (30) 7 (25.9) < 0.005
Schizophrenia or 
related disorder

37 (28.5) 12 (30.8) 17 (70.8) 24 (60) 14 (51.9)

Other disorder /
no fixed diagnosis

37 (28.5) 10 (25.6) 1 (4.2) 4 (10) 6 (22.2)

1 Variables had a different number of missing cases, ranging from two (age) to 27 (clinical diagnosis)
2 The p values are derived from significance tests for the association between each of the variables and ethnic group, using analysis of variance for age 
and c2 for the rest
3 Numbers and percentages in each group are shown for all the categorical variables
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(Table 2). White British women were more likely than any 
other group to be admitted to a crisis house, although the dif-
ference did not quite reach statistical significance for the 
white other group. The black groups were combined for this 
analysis only as the fact that no black other women were 
admitted to the crisis house prevented computation of indi-
vidual odds ratios for each group. Overall the odds of admis-
sion to the crisis house were almost four times greater for 
white British women as for women in one of the black groups. 

Rates of compulsory detention

In total, 27.1% (n = 79) of patients were compulsorily 
admitted under the UK Mental Health Act (MHA). These 
represented 34.6% of all hospital admissions, but no crisis 
house admissions as these are all voluntary. Ethnic back-
ground was significantly associated with being detained as 
hypothesized (p < 0.005), with significantly higher odds of 
being compulsorily admitted not only for each of the black 

Table 2. Type of admission and pathway to care 

Variable
(n =)1

Ethnic background p

White British
(n = 146)

White other
(n = 45)

Black Caribbean  
(n = 26)

Black African
(n = 41)

Black other
(n = 29)

Nature of admission
Where admitted
Ward 100 (68.5) 37 (82.2) 22 (84.6) 36 (87.8) 29 (100)   0.01
Crisis house 46 (31.5) 8 (17.8) 4 (15.4) 5 (12.2) 0 (0)
Adjusted OR2 for crisis 
house 

1.0 0.44 All black groups pooled: 0.26

(0.12–0.60)
0.001

(95% CI) (0.18–1.04)
P 0.06
Mental Health Act 
status at admission 
Voluntary 125 (86.8) 29 (64.4) 15 (57.7) 21 (51.2) 16 (55.2) < 0.0005
Detained 19 (13.2) 16 (35.6) 11 (42.3) 20 (48.8) 13 (44.8)
Adjusted OR for 
compulsory admission

1.0 3.53 3.88 5.80 5.22

(95% CI) (1.57–7.94) (1.47–10.2) (2.52–13.4) (2.06–13.2)
P 0.002 0.006 < 0.0005 0.001
Pathway to care
Police or criminal 
justice system in 
pathway

25 (17.1) 15 (33.3) 8 (30.1) 17 (41.5) 14 (48.3) < 0.0005

Adjusted 1.0 2.81 2.18 3.33 4.27
OR (95% CI) (1.27–6.21) (0.80–5.93) (1.47–7.53) (1.74–10.5)
P 0.01 0.13 0.004 0.002
A&E attendance in 
pathway

80 (54.8) 20 (44.4) 14 (53.9) 15 (36.6) 17 (58.6)   0.27

Primary care 
involvement in 
pathway 

23 (15.8) 6 (13.3) 1 (4.0) 4 (9.8) 1 (3.4)   0.22

CMHT involvement 
in pathway

90 (61.6) 31 (68.9) 14 (53.8) 29 (70.7) 15 (51.7)   0.37

Self-referral to 
mental health 
services for help with 
crisis

73 (52.9) 10 (27.8) 6 (24.0) 8 ( 20.5) 5 (17.9) < 0.0005

Adjusted OR 1.0 0.33 0.36 0.28 0.23
(95% CI) (0.14–0.76) (0.13–1.01) (0.12–0.69) (0.08–0.66)
P 0.009 0.052 0.005 0.007
Family involved in 
pathway to admission

24 (16.4) 7 (15.6) 2 (7.7) 14 (34.1) 9 (31.0) 0.02

Adjusted OR 1.0 0.83 0.42 2.56 1.55
(95% CI) (0.32–2.19) (0.87–2.08) (1.04–6.04) (0.59–4.06)
P 0.71 0.29 0.04 0.37

1 Different numbers of cases are missing for each variable (up to a maximum of 21 for Self-referral to mental health services for help with crisis)
2 Adjusted odds ratios appear for those variables where an initial logistic regression by ethnic category indicated a significant difference between groups. 
The potentially confounding background variables for which adjustment has been made are age, whether currently employed, whether in supported 
accommodation, whether living alone, whether already in contact with mental health services before crisis, whether any history of past admissions, 
whether has any children and diagnosis (grouped as schizophrenia and other non-affective psychosis, affective disorders and other or no diagnosis)
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groups but also for the white other group. Overall, 13.2% of 
white British women were admitted compulsorily, com-
pared to 35.6% of white other, 42.3% of black Caribbean, 
48.8% of black African and 44.8% of black other women 
(Table 2). These differences remained statistically signifi-
cant after adjusting for social and clinical characteristics, 
including diagnostic group, which was not significantly 
associated with compulsory admission in this model. 
The same pattern was found when hospital admissions 
were considered alone, and all differences remained highly 
significant (Table 3). 

Pathways to care 
There were some notable differences between ethnic groups 
in their pathways to inpatient admission (Table 2). Overall, 
there was a highly significant association between ethnic 
group and an adverse pathway to care, defined here as police 
or criminal justice system involvement at some point in the 
pathway to admission. Looking individually at the ethnic 
groups in the study, women from white other, black African 
and black other groups were more likely to reach services by 
such a route; the difference for the black Caribbean group 
did not quite reach statistical significance. Conversely, white 

British women were significantly more likely than all other 
groups except black Caribbeans to have initiated help- 
seeking themselves. Family involvement in help-seeking 
was also significantly associated with ethnic group, but the 
only individual group found to be significantly different 
from the white British groups were black Africans, with 
family involved in seeking help for 34% compared to 16% 
of white British patients. No significant association was 
found between ethnic group and attendance in the accident 
and emergency department (the UK equivalent of the emer-
gency room) in the course of the pathway to care, or in com-
munity mental health team involvement and primary care 
involvement; the latter was at a low level across all groups. 

Very similar patterns were observed when hospital 
admissions only were analyzed (Table 3). 

Reasons for admission
There were also a number of ethnic differences in clini-
cians’ ratings of reasons for admission (Table 4). White 
British women were more likely than black women from 
any background to be reported to have been admitted 
because of risk of suicide, and less likely than any other 
group to have been admitted because of an assault on 

Table 3. Hospital group only: Variables associated with ethnic group 

Variable
(n =)1

Ethnic background p

White British
(n = 100)

White other
(n = 37)

Black Caribbean  
(n = 20)

Black African
(n = 22)

Black other
(n = 29)

Nature of admission
Mental Health Act 
status at admission 
Voluntary 79 (80.6) 21 (56.8) 11 (50.0) 16 (44.4) 16 (55.2) < 0.0005
Detained 19 (19.4) 16 (43.2) 11 (50) 20 (55.6) 13 (44.8)
Adjusted OR for 
compulsory admission

 1.0  3.26  4.03 5.78  3.76

(95% CI) (1.38–7.70) (1.43–11.37) (2.34–14.3) (1.44 –9.81)
P  0.007  0.009 < 0.0005  0.007
Pathway to care 
Police or criminal 
justice system in 
pathway

21 (21.0) 14 (37.8)  8 (36.4) 17 (47.2) 14 (48.3)   0.010

Adjusted OR  1.0  2.56  2.23 3.43  3.49
(95% CI) (1.08–6.08) (0.77–6.45) (1.41–8.37) (1.36–8.92)
P  0.01  0.14 0.007  0.009
Self-referral to mental 
health services for 
help with crisis

50 (53.2)  6 (21.4)  5 (23.8) 7 ( 20.0)  5 (17.9) < 0.0005

Adjusted OR  1.0  0.23  0.38 0.27  0.22
(95% CI) (0.08–0.65) (0.12–1.22) (0.10–0.72) (0.07–0.68)
P  0.005  0.10 0.009  0.008
Family involved in 
pathway to admission

15 (15.0)  5 (13.5)  2 (9.1) 14 (38.9)  9 (31.0)   0.006

Adjusted OR  1.0  0.73  0.51 3.34  1.52
(95% CI) (0.23–2.34) (0.09–2.72) (1.21–9.34) (0.54–4.34)
P  0.60  0.43 0.02  1.52
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Table 4. Reasons for admission by ethnic group: Factors identified by clinicians as major or minor contributors 

Variable Ethnic background p 

White British
(n = 146)

White other
(n = 45)

Black Caribbean  
(n = 26)

Black African
(n = 41)

Black other
(n = 29)

Supervision required 116 (85.3) 34 (56.7) 20 (76.9) 34 (89.5) 28 (100) 0.14
Intensive 
observation/
assessment

101 (73.7) 31 (79.5) 20 (74.1) 32 (82.1) 26 (92.9) 0.24

Risk of suicide  84 (60.9) 21 (52.5) 8 (30.1) 12 (31.6)  8 (28.6) < 0.0005***
Adjusted OR   1.0  0.73 0.36  0.36  0.26
(95% CI) (0.35–1.53) (0.14–0.93) (0.16–0.80) (0.10–0.67)
P  0.40 0.035  0.012  0.005
Risk of self-neglect  79 (57.7) 79 (57.7) 26 (63.4) 19 (73.1) 16 (55.2) 0.426
Assault on patient by 
other(s)

 16 (11.7)  5 (12.5) 4 (15.4)  1 (2.6)  2 (7.4) 0.393

Physical health 
deterioration 

 47 (34.1) 16 (40) 11 (42.3) 11 (28.2)  6 (20.7) 0.384

Sexually 
inappropriate 
behaviour

 14 (10.1)  7 (16.7) 2 (7.7)  9 (23.7)  1 (3.4) 0.071

Assault on related 
children

  4 (2.9)  1 (2.5) 3 (11.5)  3 (7.9)  1 (3.4) 0.252

Assault on relative(s)   8 (5.8)  2 (5) 2 (7.6)  3 (7.9)  4 (13.8) 0.614
Assault on other(s) – 
not family

  6 (4.3)  9 (22) 9 (38.5)  7 (17.9)  4 (13.8) < 0.0005***

Adjusted OR   1.0  6.55 9.15  3.9  5.52
(95% CI) (2.03–21.1) (2.69–31.1) (1.13–13.2) (1.54–19.8)
P  0.002 <0.0005  0.03  0.009
Destruction of 
property

  8 (5.8)  7 (17.5) 5 (19.2)  8 (21.1)  6 (20.7) 0.019*

Adjusted OR   1.0  3.90 3.43  4.06  4.07
(95% CI) (1.28–11.9) (1.33–12.4) (1.33–12.4) (1.23–13.5)
P 0.017 0.014  0.014  0.022
Relapse / not taking 
medication

 44 (32.4) 20 (48.8) 16 (61.5) 22 (56.4) 14 (48.3) 0.008*

Adjusted OR   1.0  2.55 2.27  2.24  2.26
(95% CI) (1.14–5.70) (0.87–5.92) (0.98–5.13) (0.90–5.67)
P  0.022 0.092  0.056  0.083
Misuse of medication 
or drugs

 48 (35.3) 16 (39) 8 (30.8)  5 (13.2)  8 (27.6) 0.091

Treatment of physical 
problem 
needed

 17 (12.2) 12 (30.8) 5 (19.2)  2 (5.3)  3 (7.7) 0.022*

Adjusted OR   1.0  2.66 1.89  0.37  0.98
(95% CI) (1.07–6.64) (0.56–6.37) (0.08–1.82) (0.25–3.85)
P  0.036 0.30  0.22  0.97
Care of personal 
hygiene

 27 (19.6) 11 (27.5) 9 (34.6) 11 (28.9)  2 (6.9) 0.076

Admission at client’s 
request

 55 (40.4) 10 (25) 4 (15.4)  8 (21.1) 7 (33.3) 0.022*

Adjusted OR   1.0  0.53 0.32  0.40  0.48
(95% CI) (0.23–1.21) (0.10–1.02) (0.16–1.002) (0.18–1.13)
P  0.13 0.055  0.051  0.14
Removal from harm/
stressful situation

 63 (46) 24 (58.5) 9 (34.6) 11 (28.9)  7 (31.9) 0.072

Relief of carers/
relatives

 26 (7.2)  9 (23) 5 (25) 11 (28.9)  7 (31.9) 0.74

Admission at family’s 
request

 31 (22.5)  6 (15) 2 (8) 12 (31.6)  7 (31.9) 0.19

* p < 0.05, ** p < 0.005, *** p < 0.0005
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someone outside the family or destruction of property. 
Relapse due to not taking medication or need for treatment 
of a physical problem were more likely to be rated as con-
tributing to admission for white other women than for 
white British women, although these findings were only of 
marginal significance and it should be noted that adjust-
ment has not been made for multiple testing in these 
exploratory analyses. 

Ethnic variations in severity of risks and problems 
The possibility that there are differences in the perceived 
problems triggering admission was also explored using 
TAG ratings of risks and total score (Table 5). No differ-
ences were found between ethnic groups in overall severity, 
risk of unintentional self-harm or risk from others, but 
white British women were again perceived as at higher risk 
of self harm than the black groups, and risk to others also 
showed an association with ethnicity, though only the black 
other group had a clearly elevated perceived risk to others 
compared with the white British group. 

The effects on ethnic differences of adjusting for 
reasons for admission and pathways to care
The final stage of the analysis involved the exploration of 
whether adjusting for reasons for admission and then for 
pathways to care influenced the ethnic differences found in 
compulsory admission (Table 6). As previously described, 
when ethnic group and the main social and clinical charac-
teristics variables were entered into a regression, all other 
groups were significantly more likely to be detained than 

the white British group. Past history of admission was asso-
ciated with a greater likelihood of admission being volun-
tary; no other variable entered at this stage was significantly 
associated with risk of compulsory detention. 

The reasons for admission variables found to be associ-
ated with ethnic group were then added to the model. Sui-
cide risk (which increased the likelihood of voluntary 
admission) and assault on non-family members (which 
increased the likelihood of compulsory admission) were 
significant in this model. Adding these variables reduced 
all the odds ratios for ethnic groups with compulsory 
admission and reduced their significance levels, and the 
black Caribbean group no longer had significantly greater 
odds of compulsory admission with this adjustment. 

Pathways to care variables were then also added. 
Police or criminal justice system involvement was asso-
ciated with a four-fold increase in the odds of compulsory 
admission, while those who had sought help from mental 
health services themselves had substantially lower odds 
of compulsory admission. When these variables were 
included in the model, the odds ratios for ethnic groups 
with compulsory admission were further reduced and 
only black African ethnicity was still associated with 
greater risk of compulsory admission at a statistically 
significant level. 

The same procedure was followed substituting TAG 
variables for the reasons for admission variables. This 
resulted in a closely similar model but with the TAG ‘deil-
berate self-harm’ variable rather than self-harm as a reason 
for admission included in the model alongside being black 
African, self-referral to mental health services, and police or 
criminal justice system involvement in the pathway to care.

Table 5. Threshold Assessment Grid scores by ethnic group 

TAG variable  
(coded as binary)1

Ethnic background p

White British
(n = 146)

White other
(n = 45)

Black Caribbean  
(n = 26)

Black African
(n = 41)

Black other
(n = 29)

Risk of intentional 
self-harm

73 (54.5)
 1.0

15 (38.5)
 0.55
(0.25–1.19)
 0.13

3 (13.0)
0.17
(0.05–0.65)
0.009

 6 (15.8)
 0.20
(0.07–0.53)
 0.001

 7 (24.1)
 0.26
(0.10–0.68)
 0.006

< 0.0005

Risk of unintentional 
self-harm

61 (45.5) 18 (46.2) 8 (33.3) 16 (42.1) 15 (53.6) 0.68

Risk from others 32 (23.9) 15 (36.6) 5 (20.8)  6 (15.8)  7 (24.1) 0.29
Risk to others 25 (18.7)

 1.0
13 (32.5)
 2.29
1.0–5.29
 0.052

9 (37.5)
1.63
0.60–4.41
0.34

13 (34.2)
 1.67
(0.67–3.98)
 0.25

15 (51.7)
 4.51
1.81–11.2
 0.001

0.003

Mean total TAG 
score for each group

 8.9  9.1 7.8  7.5  8.8 0.16

1 As their distribution was very deviant from normal, TAG variables related to risk were recoded into binary variables: no or mild risk in one category; 
moderate, severe or severe risk in the other 
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Discussion

The principal findings of this study were, as hypothesized, 
that black women were more likely than white British 
women to be compulsorily rather than voluntarily admitted 
to hospital, and black African and black other (though not 
black Caribbean) women were also more likely to have 
police or criminal justice system involvement in their route 
to care. Similar patterns were found for white patients not 
from British backgrounds. White British women were more 
likely than all other groups to be admitted to a crisis house 
rather than to hospital. 

Differences also emerged in reasons for admission and 
pathways to care. White British women were more likely 
than others actively to seek help, and suicidal risk was more 

likely to be the clinician-perceived reason for admission. 
According to clinicians, white other and black women were 
more likely to be admitted because of an assault on an unre-
lated person or destruction of property. Adjusting for dif-
ferences in reasons for admission and pathways to care 
reduced the ethnic differences in compulsory admission, 
raising the possibility that ethnic differences in the triggers 
to admission or routes to care are potential explanatory or 
mediating factors in the large differences found in rates of 
compulsory admission. 

Rates of compulsory admission for women
The findings for black women correspond to most of the 
previous studies investigating compulsory admissions in 

Table 6. Models of factors associated with compulsory admission among women

Ethnic group variables and 
other variables significant 
at p = 0.05 level in the 
model

OR
(95% CI)

p

Version 1. Social and clinical characteristics, including ethnicity entered at Step 1
White UK 1.0
White other 3.53 (1.57–7.94) 0.002**
Black Caribbean 3.88 (1.47–10.2) 0.006*
Black African 5.80 (2.52–13.4) < 0.0005***
Black other 5.22 (2.06–13.2) 0.001**
Past history of admission 0.41 (0.19–1.85) 0.017*
Percentage correctly classified by model: 76%
c2 = 42.3, df = 13, p < 0.0005
Version 2. Step 1 variables as for Version 1, reasons for admission that showed significant adjusted ethnic differences 
(see Table 4) entered on Step 2
White UK 1.0
White other 2.95 (1.24–7.03) 0.015*
Black Caribbean 2.37 (0.81–6.89) 0.11
Black African 4.02 (0.65–9.82) 0.002**
Black other 3.22 (1.17–8.86) 0.024*
Past history of admission 0.40 (0.18–0.86) 0.02*
Suicide risk 0.27 (0.14–0.54) < 0.0005***
Assault on others (not family) 2.53 (1.05–6.07) 0.038*
Percentage correctly classified by model: 81%
c2 = 69.7, df = 18, p < 0.0005
Version 3. Steps 1 and 2 as for Version 2, pathways to care variables that showed significant adjusted ethnic 
differences (see Table 2) entered on Step 3
White UK 1.0
White other 1.98 (0.76–5.13) 0.16
Black Caribbean 2.0 (0.64–6.27) 0.24
Black African 3.11 (1.18–8.18) 0.021*
Black other 2.21 (0.76–6.43) 0.14
Past history of admission 0.39 (0.17–0.91) 0.029*
Suicide risk 0.43 (0.20–0.91) 0.027*
Self referral to mental health 
services for help with crisis

0.32 (0.13–0.78) 0.012*

Police or criminal justice system 
involved in pathway

4.12 (2.07–8.19) < 0.0005***

Percentage correctly classified by model: 82%
c2 = 96.4, df = 21, p < 0.0005

* p < 0.05, ** p < 0.005, *** p < 0.0005
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black patients in general: the odds ratios obtained are close 
to the pooled odds ratio of 4.48 reported for the odds of 
being detained under a civil section for black compared to 
white patients from a meta-analysis by Singh and col-
leagues (2007). Comparing the present findings with this 
meta-analysis suggests that differences in rates of compul-
sory admission are as great for black women as for men, 
weakening arguments that specific discrimination against 
and negative stereotypes of young black men might be a 
cause of excess compulsory admissions. 

A previously unreported finding is the excess of com-
pulsory detention among the white other group. This sug-
gests that it is inappropriate to group together white British 
and other white groups when epidemiological comparisons 
are made. It also suggests a need to investigate this group’s 
experiences of mental health services, especially as many 
recent migrants to the UK and other affluent countries, for 
example economic migrants from Eastern Europe and refu-
gees and asylum seekers from former Yugoslavia, the Mid-
dle East and North Africa, fall within this group. The 
service use patterns shown by white others in this study are 
considerably closer to those of the black groups than to the 
white British population on most of the variables exam-
ined, suggesting that the explanation for differences should 
be sought in the general experience of being a migrant or 
descendant of migrants rather than in membership of a spe-
cific racial or cultural group. 

Reasons for admission and ethnic differences in 
compulsory admission
The reasons for high rates of compulsory admission have 
been extensively debated (Singh et al., 2007). Possibilities 
include lower satisfaction with mental health services 
(Parkman et al., 1997) (although a recent large-scale analy-
sis (Raleigh et al., 2007) did not find such differences), 
expectations among black communities of racist mistreat-
ment by mental health services (McLean et al., 2003), insti-
tutional racism in psychiatric services (McKenzie and 
Bhui, 2007), diagnostic differences or presentations of 
mental illness characterized by more severe disturbance 
(Bebbington et al., 1994), stereotyping of black people as 
violent (Webber and Huxley, 2004) and an under-utilization 
of GPs for mental health reasons (Burnett et al., 1999; Cole 
et al., 1995). Aversive relationships with services have been 
hypothesized to develop over time. For example, Burnett et al. 
(1999) found that it was the readmissions rather than the 
initial admissions of black Caribbean patients that were 
more likely to have been compulsory. 

Relatively little empirical evidence is available to allow 
direct evaluation of the above possibilities (Singh et al., 2007). 
Against this background, the present findings regarding the 
effects of adjusting for social and clinical variables, clini-
cian-rated reasons for admission and severity of risks and 

disturbance, and pathways to care may provide useful 
starting points for further investigations. No evidence was 
found to support explanations in terms of diagnosis or 
severity of disturbance. Ratings regarding self-harm and 
violence were related to risk of compulsory admission, and 
adjusting for these somewhat reduced the strength of asso-
ciation between ethnic group and compulsory admission, 
though it was still present for most of the groups. As all the 
information came from clinicians, it is not possible to 
discern whether these apparent differences regarding risks 
of self-harm and assault are a result of stereotyping by 
clinicians or whether they reflect real differences between 
ethnic groups in how they present when ill.

International research suggests that suicide rates are 
higher among white than black populations (Garlow et al. 
2005; McKenzie et al., 2003), with one US study finding 
that white females were three times more likely to commit 
suicide than black females (Runyan et al., 2003). Crawford 
et al. (2005) found that lifetime suicidal ideation was lower 
among ethnic minorities (with the exception of white Irish 
men) than among white British people. A more complex 
picture emerges using a narrower ethnic classification, and 
with the inclusion of other social and demographic vari-
ables. High suicide rates have been observed in Indian and 
East-African born women (Bhui and McKenzie, 2008; Bhui 
et al., 2007) and the lower rates previously documented in 
Caribbean men may be specific to older generations (McK-
enzie et al., 2003). Thus, differences in risk ratings found in 
the present study may reflect some real ethnic differences in 
suicidality. Understanding this further is again a question 
for future research, but the present results suggest that an 
actual or perceived difference in behaviour when unwell 
might contribute to explaining ethnic differences. 

Pathways to admission
High rates of adverse pathways to care among black 
patients are well documented (Bhui et al., 2003). In the 
present sample, the rates of police and criminal justice 
system contact in the pathway to care for the black Caribbean 
group were raised, but not significantly so, confirming a 
need to disaggregate black groups. However, being black 
African or black other was strongly associated with such 
a route to services. The replication of this pattern in a 
female-only sample suggests that it cannot solely be a result 
of a troubled relationship between young black men and the 
police, especially as it was also found for the white other 
group. 

Previous research has found that black patients are less 
likely to make voluntary contact with services (e.g. McGovern 
and Cope, 1991) and they are less likely to see a GP before 
an admission (e.g. Morgan et al., 2005b). The present results 
are partly consistent with these findings: all other groups 
were markedly less likely than white British patients to have 
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self-referred for help from mental health services in their 
current crisis. However, no significant ethnic differences 
were found in this study in primary care involvement, which 
was low across all ethnic groups. The latter finding should be 
interpreted with caution as there was limited information 
available about whether primary care was involved. 

When adjustment is made for these differences in path-
ways to care, the ethnic differences in whether admission 
is compulsory are considerably reduced, suggesting they 
are relevant to understanding the excess of compulsory 
admission. Lower rates of self-referral in the crisis and 
higher rates of police involvement may well signal impor-
tant differences in attitudes to and expectations of mental 
healthcare. They may also indicate that there are ethnic 
differences in the response patients get when they try to 
seek help. The finding that black Africans have both high 
rates of police involvement in admission and higher rates 
of family involvement in pathway to admission may 
reflect Morgan et al.’s (2005b) observation that family 
and friends appear to initiate help-seeking via the police 
more often for black service users than for others. 

Understanding differences in rates of compulsory 
admission
Returning to the potential explanations for excess rates of 
compulsory detentions (Singh et al., 2007), the present find-
ings do not support explanations in terms of more severe dis-
turbance differences in primary care involvement or diagnostic 
differences. Given the wide range of groups involved, they 
also suggest that if a cultural explanation is invoked, it needs 
to be one that is applicable to rather a broad range of groups. 

Differences in pathway to care seemed to have the most 
explanatory value in the study’s models when accounting 
for the differences in compulsory admission. This suggests 
that further attempts to understand excess rates should 
involve careful examination of the help-seeking patterns of 
immigrant groups compared to the indigenous population, 
of the experiences and views of mental health services and 
attitudes to mental illness that may underlie these, and of 
whether there are differences by ethnic group in the 
responses people get when they seek help for themselves or 
for their relatives. Further research is then needed about 
how to improve service access for black and other minority 
ethnic people. Two recent systematic reviews of the pub-
lished and grey literature conclude that while some innova-
tions show promise, good-quality evaluative research in 
this area is lacking (Moffat et al., 2009; Sass et al., 2009). 
Studies seeking the views of ethnic minority service users 
themselves will be useful here, and are relatively scarce. 
Bowl (2007) carried out interviews and focus groups with 
South Asian service users, who identified socioeconomic, 
cultural and institutional exclusion as impacting on their 
experience of mental health services. 

Crisis house admissions

Ethnic differences were also found in whether admission 
was to a crisis house or hospital. These ethnic inequalities 
in crisis house use may reflect white British women being 
more willing help-seekers or apparently less likely to be 
admitted because of an assault. However, it is also possible 
that the facilities are not perceived as being as accessible 
and appropriate by other ethnic groups, even though they 
are undoubtedly committed to serving a diverse local com-
munity and employ staff from a range of backgrounds. 
Being able to self-refer, though desirable in some ways, 
may also create unintended inequalities in use of crisis 
houses. 

Limitations
The results of this study should be considered in relation to 
its limitations. First, the categorization used in the study, 
although an improvement over a simple classification as 
white or black, still involves very heterogeneous group-
ings. The black African group, for example, includes peo-
ple originating from countries many thousands of miles 
apart with vast differences in history and culture, while the 
white other group also encompasses great diversity, includ-
ing people from Western and Eastern Europe, the Middle 
East, North Africa and both the Americas. Ethnic group 
was based on clinician recordings, which was inevitable 
given the method and had the benefit of resulting in com-
plete data for this sample, but was contrary to the recom-
mendation that ethnic group be self-ascribed. Local health 
service policy required staff to record patients’ self-
ascribed ethnic group, but it was not possible to monitor 
how far this happened in practice. All data were collected 
from clinicians rather than the women themselves; this is 
likely to result in some inaccuracies and may also intro-
duce bias, for example, due to racial stereotypes influenc-
ing ratings in areas such as violence. Although larger than 
a substantial number of previously investigated samples 
(Singh et al., 2007), numbers in each of the main ethnic 
groups were relatively small. Much of the analysis was 
exploratory rather than hypothesis-driven and no adjust-
ment has been made for multiple testing, indicating a need 
for caution especially in relation to findings that are close 
to the conventional level for statistical significance.

The cross-sectional study design and retrospective nature 
of the ratings made by staff are further limitations to be con-
sidered in interpreting these models, which were limited to 
simple regression analyses without investigation of interac-
tions or other more complex forms of relationship between 
variables. Finally, the four London boroughs from which 
information was collected are not typical of the UK popula-
tion as a whole, though they do have the advantage for the 
current investigation of very high levels of ethnic diversity.
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