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Abstract
Black people and People of Color are disproportionately affected by racism and show increased rates of psychosis. To 
examine whether racialized migrant groups are particularly exposed to racism and therefore have higher risks for psychosis, 
this paper (1) systematically assesses rates of psychosis among racialized migrant groups concerning the country of origin, 
and (2) analyzes interviews regarding the association of racism experiences with psychosis-related symptoms in racialized 
Black people and People of Color populations in Germany. We present an umbrella review of meta-analyses that report the 
incidence of positive symptoms (e.g., hallucinations and delusions) and negative symptoms (e.g., apathy and incoherent 
speech) of diagnosed schizophrenia, other non-affective psychotic disorders (e.g., schizoaffective disorder) or first-episode 
psychosis among migrants by country of origin. We also report 20 interviews with first- and second-generation migrants 
racialized as Black and of Color in Germany to capture and classify their experiences of racism as well as racism-associated 
mental health challenges. In the umbrella review, psychosis risk was greatest when migration occurred from developing 
countries. Effect size estimates were even larger among Caribbean and African migrants. In the qualitative study, the appli-
cation of the constant comparative method yielded four subordinate themes that form a subclinical psychosis symptomatol-
ogy profile related to experiences of racism: (1) a sense of differentness, (2) negative self-awareness, (3) paranoid ideation 
regarding general persecution, and (4) self-questioning and self-esteem instability. We here provide converging evidence 
from a quantitative and qualitative analysis that the risk of poor mental health and psychotic experiences is related to racism 
associated with minority status and migration.
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Introduction

Psychosis is more prevalent among migrants than among 
non-migrants [1, 2]. A systematic review and meta-anal-
ysis of the influence of gender, urbanicity, immigration 
and socio-economics on psychosis, found an incidence 
rate of 3.09 (95% CI, 2.74—3.49) in migrants compared 
to non-migrants [3]. Certain forms of migration, such as 
forced migration, carry a greater risk of psychosis due to 
the confluence of stress and potential traumatization [1]. 
Stressful life events directly preceding onset, mediated by 
genetic vulnerability, are implicated in the etiology of psy-
chosis in adolescents and adult populations [4]. Migrants 
are more exposed than non-migrants to area risk factors 
like population density, social fragmentation and depriva-
tion, and social risk factors [5]. Evidence suggests that 
racism is an important social risk factor for the severity 
of psychotic symptoms among first and second-generation 
migrants (r = 0.264, p = 0.005) [6]. Furthermore, migrants 
with darker skin complexion are more likely to develop 
psychosis than migrants with lighter skin complexion 
(RR = 4.19, CI 3.42—5.14) [2]. This finding is generally 
consistent with the literature on involuntary admissions. 
A Canadian study, for example, reported an elevated risk 
among African migrants (RR = 1.24, 95% CI 1.04–1.48) 
and Caribbean migrants (RR = 1.29, 95% CI 1.07–1.56) 
compared to European migrants [7].

The fact that such effects are mediated by social risk 
factors, such as racism, is suggested by findings pertaining 
to area risk factors such as “ethnic density”, with higher 
psychosis rates among Black people and People of Color 
when they live in less diverse neighborhoods and experi-
ence higher rates of social discrimination [8, 9]. Psychoso-
cial stress symptoms are associated with neural correlates 
of emotionality, such as the pain of social loss and rejec-
tion [10] and share neural substrates with physiological 
stress symptoms [11]. The stress vulnerability model [12] 
connects two conceptual frameworks: (1) the weathering 
concept [13, 14] refers to the disproportionate and cumu-
lative health consequences of racism and discrimination, 
such as prenatal complications and mortality; and (2) the 
concept of allostatic load [15] refers to the imprint of rac-
ism on mind and brain via chronic physiological activa-
tion patterns, such as blood pressure and cortisol levels. 
Both postulate that the effects of stress on the brain at the 
cellular level are the mechanisms through which interper-
sonal racism (individualized attacks), institutional racism 
(policies and procedures), and structural racism (historical 
practices and societal reality) can lead to various adverse 
mental health outcomes, including psychosis [9, 16, 17].

An area of research known as the ‘ultra-high-risk 
state for psychosis paradigm’ [18] predicts the risk of 

conversion from basic and attenuated symptomatology 
(which are common subclinical psychosis-like signs), to 
clinical psychosis [19, 20]. Exposure to racism is posi-
tively associated with the distribution of subclinical psy-
chosis symptomatology in non-clinical populations [21]. 
This paradigm is important in terms of early intervention, 
but it is not without controversy (see [22] for a review of 
the pragmatic dangers). A meta-analysis by Paradies et al. 
[23] concludes that racism is a social determinant of health 
and a review by Fusar-Poli et al. [24] concludes that gov-
ernmental support of innovations aimed at strengthening 
the social determinants of health is required. With this is 
in mind, mental health leaders and their institutions must 
prioritize professional competence that considers culture, 
racism and migration-related stress factors in the context 
of seeking to understand and remedy mental health burden 
[25]. Evidence suggests that in terms of paranoid think-
ing, the cognitive evaluation of motives, meaning, and 
relevance around racism affects the general population 
and persons with attenuated symptomatology to the same 
degree [26]. In current biopsychosocial models of indi-
cated risk and prevention, the higher baseline of attenuated 
symptomatology is the most important risk factor—a risk 
factor which is magnified by a family history of psycho-
sis [27]. The clinical high-risk paradigm should operate 
within an indicated risk and prevention framework [28]. 
A universal risk and prevention framework aims to detect 
psychosis in certain at-risk groups in the general popula-
tion such as Caribbean migrants in general or Black men 
in general. As such, a universalized approach to psycho-
sis undermines the experiences of the individual patient 
and leads to overdiagnosis in entire groups of people who 
become essentialized and treated as categorically different, 
objective “facts”. In contrast, an indicated risk and preven-
tion framework focuses on reducing the current attenuated 
psychosis symptoms and reducing the functional decline in 
at-risk individuals who are engaged in help-seeking behav-
iors for mental health problems [29].

In this paper, we review meta-analytical findings on the 
variance of psychosis incidence among migrants by coun-
try of origin to provide important clues regarding our cen-
tral thesis, to explain excess psychosis rates in racialized 
migrant groups. In parallel, we conduct a qualitative study 
to describe Black people and People of Color's experiences 
of racism and mental distress. Rather than focusing solely 
on clinical populations, investigating racism as a risk fac-
tor for the onset of subclinical psychosis symptomatol-
ogy in non-clinical populations may be an effective way 
to supplement our understanding of the social etiology 
of psychosis. The qualitative study focuses primarily on 
the phenomenological form and content in which racism-
induced disturbances manifest.
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Methods

Umbrella review of meta‑analyses on psychosis risk 
related to countries of origin of migrants

Search strategy and selection criteria

Individual meta-analyses assessing migration and psycho-
sis were systematically searched for and evaluated. The 
final search strategy used the keywords (“migration” OR 
“trauma” OR “discrimination” OR “racism”) and (“psy-
chosis” OR “non-affective psychosis” OR “schizophrenia” 
OR “first-episode psychosis”) and (“meta-analysis”) with 
a restriction for publication between January 2018 and 
December 2020. 139 titles and abstracts were screened. 
All studies that reported summary risk rates for the inci-
dence of psychotic symptoms or disorders according to the 
region of origin or arrival or development in the region of 
origin were included. This screening yielded 18 full-text 
articles assessed for eligibility. Included peer-reviewed 
meta-analyses reported (1) pooled relative risk (RR), 
incident rate ratio (IRR), hazard ratios (HR) or odds ratio 
(OR) with a 95% confidence interval (CI) or an effect size 
that was presented in a way that could be converted to the 
common effect size of Cohen’s d (e.g., Pearson’s correla-
tion coefficient r), (2) the incidence of positive symptoms 
(e.g., hallucinations and delusions) or negative symptoms 
(e.g., apathy and incoherence) or diagnosed schizophre-
nia (SCZ), or other non-affective psychotic disorders (e.g., 
schizoaffective disorder) or first-episode psychosis. Sys-
tematic reviews without meta-analyses were excluded. 
Articles on drug-induced psychosis were also excluded. 
The Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines [30] and additional 
guidance from Fusar-Poli and Radua [31] were followed.

Data extraction

Three reviewers performed data extraction, and disagree-
ments were resolved in consensus meetings. The different 
meta-analyses were grouped according to the similarity of 
the reported factors classifying migrant status. The follow-
ing countries or regions and their characteristics could be 
identified as potential candidates for systematic evaluation: 
(1) categorization of the country according to the World 
Economic Situation and Prospects 2020 [32]: “devel-
oped”, “developing”; (2) countries/regions of arrival: the 
United Kingdom (UK), Scandinavia, the Netherlands, 
Israel, Southern Europe, Canada; (3) countries/regions of 
origin: the Caribbean, North Africa, Sub-Saharan Africa, 
the Middle East, New Zealand and Australia, Oceania, 

Western Europe, Southern and Eastern Europe, the United 
States (US). Effect size measures (risk ratio: RR, incidence 
rate ratio: IRR, hazard ratio: HR or Odds-ratio: OR) and 
corresponding CI of each meta-analysis were extracted. 
Those measures include population-based incidence 
studies comparing incidence between migrants and non-
migrants. If available, additional heterogeneity measures, 
such as Cochran's Q and the  I2 statistic, were extracted. 
In addition, evidence of publication bias was noted. The 
extracted data of each meta-analysis are provided in Sup-
plement 1 and included first (FGM) and second-generation 
migrants (SGM). If separate estimates for those sub-groups 
were reported, we marked this in the study labels. The 
methodological quality of included studies was assessed 
using an adapted version of the validated assessment of 
multiple systematic reviews (AMSTAR) tool: 1–4 points 
equal low quality, 5–7 points equal medium quality, and 
8–11 points equal high quality [32] (See Supplement 2).

Statistical analysis

Meta-analysis was performed according to the approach 
outlined by Harrer et al. [33]. Forest plots were created, 
allowing a visual comparison of the different countries 
and their characteristics. All analyses were performed 
with the {tidyverse} [34], {meta} [35], {metafor} [36], and 
{dmetar} [36] packages in the statistical software RStudio 
(see Supplement 3). Extracted effect size estimates were 
converted to Cohen’s d [37] and used to compare the dif-
ferent studies [33]. A common interpretation categorizes 
effect sizes in the range of |d|< 0.2 as small, |d|< 0.5 as 
moderate, and in the range of |d|< 0.8 as large [37]. First, 
we compared effect sizes concerning the country's develop-
ment status, and then analysis was grouped for countries 
of origin and arrival.

Qualitative interviews regarding experiences 
of racism and their association with symptoms 
of psychosis

Sample and recruitment

Twenty African migrants (seven men and thirteen women) 
were interviewed online, in alignment with social distancing 
guidelines during the COVID-19 pandemic. This study was 
conducted in accordance with the World Medical Associa-
tion’s Declaration of Helsinki [38]. The ethics board of a major 
university in Berlin approved it. Participants were recruited 
through strategically placed posts in two private Facebook 
groups: one for Black women in Berlin and the other for Black 
people of all genders in Berlin. For ethical reasons, the posts 
included the theme of the study (racism, sexism and mental 
health: a narrative analysis of people of African descent in 
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Germany), as well as the aim of the study plus the possible 
benefits and risks of participation were outlined. We included 
information on the themes of the study  in the Facebook 
posts since it was possible that some participants could have 
found confronting their individual and collective experiences 
on this topic in an interview somewhat distressing (see Sup-
plement 4). Therefore, they needed to be aware of the potential 
benefits and risks of participation. This said, it is possible that 
we recruited mainly people who were already sensitized to 
the topic of racism—which could be seen as a limitation, but 
could also be seen as a beneficial contribution to the depth of 
the research data. Participants who self-identified as of Afri-
can descent and lived in Berlin were included. One person 
declined to participate because they felt they had no personal 
racism experiences in Germany to reflect upon. After stepping 
out of this person, we recruited another eligible interviewee.

Data collection

The interview data was collected using a predefined semi-
structured topic guide (see Supplement 5). The Black Femi-
nism movement proposed intersectionality as a theory of 
social identities in the context of converging oppressions 
and discrimination, as well as the associated disparities and 
inequities [39]. One central argument of intersectionality is 
that everyday racism and gendered forms of racism operate 
simultaneously. It is suggested that research should reflect 
this interdependence, rather than treating them as independ-
ent entities [40]. Therefore, the topic guide was anchored 
in an interdisciplinary review of the literature and included 
key areas of inquiry, such as theoretical and experiential 
perspectives on the connectedness of both racism and sex-
ism to mental health. A total of thirty interview questions 
were asked. Interviews lasted between 45 and 180 min, 
four were paused and resumed another day, and all were 
digitally recorded. The first interview with a woman based 
in the South of Germany was used as a pilot test and not 
included in the data analysis process or the final results due 
to ineligibility because of location. Data saturation was 
attained after nineteen interviews, therefore twenty inter-
views in total took place.

Data analysis

The constant comparative method was used in the analysis 
[41, 42] in MAXQDA 20.3 (VERBI GmbH). In the deep 
immersion process, the interviews were listened to and 
transcribed verbatim by the first author. FBL and SJS then 
read each transcript repeatedly. At the first coding step, each 
transcript was fragmented and open-coded, reflecting the 
meaning of fragments applied in reference to the study aims. 
Interpretations were discussed, and a consensus was reached. 
With the formulated hypotheses about patterns and types in 

mind, FBL and SJS re-immersed themselves in the interpre-
tative coding process to investigate the relationship between 
themes emerging comparatively across the transcripts. In 
further consensus meetings, an inventory of superordinate 
themes was established by building a conceptual profile of 
the various relationships between codes (see Supplement 6).

Results

Umbrella review of meta‑analyses on psychosis risk 
related to countries of origin of migrants

Characteristics of the studies

Overall, 519 titles and abstracts were screened. With the 
resulting search strategy, 139 articles were found and after 
applying the eligibility criteria 18 meta-analyses were exam-
ined in full text. Of these, 5 meta-analyses could be included 
in the systematic literature review (see Supplement 7). The 
key characteristics of each included meta-analysis are pro-
vided in Table 1.

Summary of meta‑analytic associations

In this analysis, “k” refers to the number of studies included 
in calculating the summary effect size.

Development status of country of origin. As there were 
more than k = 2 studies per subgroup, we conducted subse-
quent subgroup analysis. We found a significant between-
group effect for development status (Q = 4.14, p = 0.042, see 
Fig. 1). The random effects model revealed increased risk 
in developed (d = 0.35[0.18; 0.52], z = 3.97, p < 0.001) and 
developing countries in mean estimates of psychosis risk 
(d = 0.58[0.44; 0.72], z = 8.08, p < 0.001).

Country of origin. There were also more than k = 2 stud-
ies per subgroup, so we calculated subsequent subgroup 
analysis. We found a significant between-group effect 
for country of origin (Q = 66.28, p < 0.001, see Fig. 2).
The random effects model revealed increased risk in sub-
jects migrating from the Caribbean (d = 0.82[0.7; 0.93], 
z = 13.95, p < 0.001), no difference in subjects migrat-
ing from North America (d = 0.29[− 0.27; 0.85], z = 1.01, 
p = 0.311), increased risk for migrants from Sub-Saharan 
Africa (d = 0.57[0.13; 1.01], z = 2.54, p = 0.011), increased 
risk for migrants from the Middle East (d = 0.47[0.27; 0.68], 
z = 4.55, p < 0.001), no significant difference for migrants 
from Asia (d = 0.13[− 0.01; 0.27], z = 1.84, p = 0.066), 
and no significant difference for Northwest Europe 
(d = 0.08[− 0.3; 0.46], z = 0.42, p = 0.675) and South or 
Eastern Europe (d = 0.23[− 0.01; 0.46], z = 1.92, p = 0.055).

Country of arrival. There were also more than k = 2 stud-
ies per subgroup for the majority of sub-groups, depending 
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Table 1  Selected characteristics of included meta-analytic studies

Authors Country Year No. of 
included 
studies

Location of included 
studies

Diagnoses Inclusion period

Bourque, F., van der 
Ven, E., and Malla, A

Canada 2011 21 United Kingdom (n = 9)
Netherlands (n = 3)
Australia (n = 1)
Sweden (n = 3)
Denmark (n = 2)
Israel (n = 2)
Canada (n = 1)

Schizophrenia
first episode psychosis
psychosis disorders

January 1977—December 
2008

Cantor-Graae, E., and 
Selten, J. P

Sweden 2005 18 United Kingdom 
(n = 12)

Australia (n = 1)
Netherlands (n = 3)
Sweden (n = 1)
Denmark (n = 1)

Schizophrenia January 1977—April 
2003

Kirkbride, J. B., Erra-
zuriz, A., Croudace, 
T. J., Morgan, C., 
Jackson, D., Boydell, 
J., Murray, R. M., and 
Jones, P. B

England 2012 83 England Non-affective psychoses
schizophrenia
affective psychoses

1950—2009

Nielssen, O., Sara, G., 
Lim, Y., and Large, M

Australia 2013 n/a n/a Psychotic disorders 2001—2010

Selten, J. P., van der 
Ven, E., and Termor-
shuizen, F

The Netherlands 2020 48 Europe (n = 43)
Israel (n = 3)
Canada (n = 2)
Australia (n = 1)

Non-affective psychoses
affective psychoses

January 1977—October 
2017

Study

factor = developed country 

factor = developing country

Random effects model

Random effects model

Heterogeneity: I2 = 75%, τ2 = 0.0122, χ1
2 = 4.05 (p = 0.04)

Heterogeneity: I2 = 84%, τ2 = 0.0088, χ1
2 = 6.39 (p = 0.01)

Selten et al., 2020
Cantor−Graae et al., 2014

Selten et al., 2020
Cantor−Graae et al., 2014

−0.6 −0.2 0 0.2 0.4 0.6
Cohen's d

d

0.35

0.58

0.28
0.46

0.51
0.66

95% CI

[0.18; 0.52]

[0.44; 0.72]

[0.22; 0.34]
[0.29; 0.62]

[0.45; 0.58]
[0.57; 0.75]

Fig. 1  Forest plot of meta-analysis comparing the developmen-
tal status of the country of origin. We here show the significant 
between-group effect depending on the factor developed vs. devel-
oping country (Q = 4.14, p = 0.042). Every meta-analysis estimate 
corresponds to a gray box. The summary effects are represented by 
gray diamond shapes. The between-group effect was due to higher 

estimates (d = 0.58, diamond shape) in developing countries as com-
pared to developed countries (d = 0.35, diamond shape). We addition-
ally report heterogeneity measures that show significant test statistics 
(χ2) for heterogeneity estimates (I2) and estimates of the between-
study variance (τ2). Abbreviations: d = Effect size measure Cohen’s d, 
CI  confidence interval)
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on country of arrival so we calculated subsequent analysis. 
We found a significant between-group effect for the country 
of arrival (Q = 85.19, p < 0.001, see Fig. 3). The random 

effects model revealed increased risk in subjects migrating 
to Great Britain (d = 0.56[0.48; 0.64], z = 13.69, p < 0.001) 
to Scandinavia (d = 0.36[0.31; 0.41], z = 13.23, p < 0.001) 

Fig. 2  Forest of meta-analysis 
comparing country of origin 
We here show the significant 
between-groups effect depend-
ing on the factor from which 
country migrants were migrat-
ing (Q = 66.28, p < 0.001). 
Every meta-analysis estimate 
corresponds to a gray box. The 
summary effects are represented 
by gray diamond shapes. We 
additionally report het-
erogeneity measures that show 
significant test statistics (χ2) for 
heterogeneity estimates (I2) and 
estimates of the between-study 
variance (τ2). Abbreviations: 
d = Effect size measure Cohen’s 
d, CI confidence interval)

Study

factor = from the Carribean          

factor = from Northern Africa        

factor = from Sub−Saharan Africa     

factor = from the Middle East        

factor = from Asia                   

factor = from Northwest Europe       

factor = from South or Eastern Europe

Random effects model

Random effects model

Random effects model

Random effects model

Random effects model

Random effects model

Random effects model

Heterogeneity: I2 = 31%, τ2 = 0.0037, χ2
2 = 2.89 (p = 0.24)

Heterogeneity: I2 = 93%, τ2 = 0.1526, χ1
2 = 14.62 (p < 0.01)

Heterogeneity: I2 = 97%, τ2 = 0.1921, χ3
2 = 91.57 (p < 0.01)

Heterogeneity: I2 = 0%, τ2 = 0, χ1
2 = 0 (p = 1.00)

Heterogeneity: I2 = 81%, τ2 = 0.0316, χ7
2 = 37.3 (p < 0.01)

Heterogeneity: I2 = 95%, τ2 = 0.0696, χ1
2 = 18.93 (p < 0.01)

Heterogeneity: I2 = 80%, τ2 = 0.0231, χ1
2 = 4.91 (p = 0.03)

Kirkbride et al., 2012
Bourque et al. FGM, 2011
Bourque et al. SGM, 2011

Selten et al., 2020
Nielssen et al., 2013

Kirkbride et al., 2012
Bourque et al., 2011
Nielssen et al., 2013
Selten et al., 2020

Bourque et al. FGM, 2011
Bourque et al.SGM, 2011

Kirkbride et al., 2012
Bourque et al. FGM, 2011
Bourque et al. SGM, 2011
Nielssen et al., 2013
Nielssen et al., 2013
Nielssen et al., 2013
Selten et al., 2020
Selten et al., 2020

Nielssen et al., 2013
Selten et al., 2020

Selten et al., 2020
Nielssen et al., 2013

−1 −0.5 0 0.5 1
Cohen's d

d

0.82

0.29

0.57

0.47

0.13

0.08

0.23

0.95
0.76
0.90

0.58
0.01

0.86
0.81
0.02
0.60

0.47
0.47

0.49
0.30
0.14

−0.14
−0.11
−0.04

0.27
0.23

−0.12
0.27

0.36
0.12

95% CI

[ 0.70; 0.93]

[−0.27; 0.85]

[ 0.13; 1.01]

[ 0.27; 0.68]

[−0.01; 0.27]

[−0.30; 0.46]

[−0.01; 0.46]

[ 0.67; 1.22]
[ 0.67; 0.84]
[ 0.69; 1.10]

[ 0.34; 0.83]
[−0.15; 0.17]

[ 0.66; 1.06]
[ 0.57; 1.06]

[−0.08; 0.12]
[ 0.46; 0.75]

[ 0.19; 0.76]
[ 0.19; 0.76]

[ 0.14; 0.83]
[ 0.14; 0.46]

[−0.12; 0.41]
[−0.33; 0.05]
[−0.25; 0.04]
[−0.22; 0.14]
[ 0.15; 0.40]
[ 0.11; 0.35]

[−0.27; 0.04]
[ 0.19; 0.34]

[ 0.18; 0.55]
[ 0.02; 0.23]
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and to the Netherlands (d = 0.57[0.49; 0.65], z = 14.24, 
p < 0.001), increased risk after migrating to Southern Europe 
(d = 0.57[0.37; 0.77], z = 5.54, p < 0.001), and no difference 
was found for subjects migrating to Israel (d = 0.11[0.01; 
0.2], z = 2.24, p = 0.025) or to Canada (d = 0.11[− 0.09; 
0.31], z = 1.07, p = 0.284).

Heterogeneity. The summary results for Caribbean 
migrants showed moderate heterogeneity, whereas those 
for sub-Saharan African migrants showed substantial 

heterogeneity. This is mainly due to Nielssen et al. [43], 
whose low effect sizes compared to the other studies sug-
gest a possible outlier effect. This effect could also account 
for the heterogeneity of risk for migrants from the different 
regions, as Nielssen et al. [43] also consistently reported the 
smallest effect sizes here.

Moderate effect sizes with low heterogeneity were found 
for migrants from the Middle East and, apart from in Niels-
sen et al. [43], for North Africa, Northwest Europe, and 

Fig. 3  Forest plot of meta-
analysis comparing country 
of arrival. We here show the 
significant between-group 
effect depending on the factor 
to which country migrants 
were migrating (Q = 66.28, 
p < 0.001). Every meta-analysis 
estimate corresponds to a gray 
box. The summary effects are 
represented by gray diamond 
shapes. We additionally report 
heterogeneity measures that 
show significant test statistics 
(χ2) for heterogeneity esti-
mates (I2) and estimates of the 
between-study variance (τ2). 
Abbreviations: d = Effect size 
measure Cohen’s d, CI confi-
dence interval)

Study

factor = to GB

factor = to Scandinavia    

factor = to the Netherlands

factor = to Israel

factor = to Southern Europe
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Southern and Eastern Europe. In contrast, even without the 
effect sizes of Nielssen et al. [43], only small effect sizes 
were found for migrants from Asia, with Kirkbride et al. 
[44] as a potential outlier reporting effect sizes in the upper-
moderate range and having the largest impact on the hetero-
geneity of this group. If Nielssen et al. [43] are included in 
the Asian group, there are indications for a possible protec-
tive effect of migration from this region, with partly nega-
tive effect sizes or confidence intervals whose lower limit is 
smaller than zero, meaning that there is a lower risk as com-
pared to other migrant groups. The same applies to migrants 
from Northwest Europe.

In both studies that focused on the developmental status 
of the country of origin [45, 46], migrants from develop-
ing countries, as well as from developed countries, were 
found to have higher relative risks of developing psychosis 
compared to the general population. The more recent study 
by Selten et al. [45] found smaller effect sizes compared to 
that of Cantor-Graae and Selten [46] where the significant Q 
value for between-group heterogeneity indicates that these 
differences cannot be explained by variability but are signifi-
cant. Despite this heterogeneity, both reporting significantly 
larger effect sizes, for migrants from developing countries, 
with the relative risk increasing by at least 2.5 times the gen-
eral population. The number of studies for subgroup analy-
sis included in the calculation was sufficient in the reported 
cases and consistently above k = 2.

Regarding the countries of arrival, the highest values 
were found for the Netherlands, Great Britain (each with 
low heterogeneity between the meta-analyses) and Southern 
Europe, each with effect sizes in the high range. In contrast, 
effect sizes of medium strength were found for migration 
to Scandinavia with high heterogeneity. Small effect sizes 
were found for migration to Israel and Canada at moderate 
heterogeneity.

Qualitative interviews regarding experiences 
of racism and their association with symptoms 
of psychosis

Interviewees described various subclinical psychosis symp-
toms that are risk factors for conversion to clinical psychosis. 
These symptoms can be grouped into four subordinate themes: 
(1) a sense of differentness, (2) negative self-awareness, (3) 
paranoid ideation regarding general persecution, and (4) self-
questioning and self-esteem instability (see Supplement 6).

A sense of differentness

Racism causes Black migrants to perceive their bodies as 
a deviation from the white norm, which has negative affec-
tive consequences. Interviewees felt that racism constructed 
boundaries pertaining to ‘normal’ personhood in contrast 

to ‘different’ personhood. One interviewee said: “When I'm 
home in Namibia, I'm normal and normal-looking. And I 
feel normal” (Interviewee 3). Interviewees spoke of a rigid 
and stereotypical ‘European civilized/African uncivilized’ 
binary in terms of thought patterns, behavior, speech, as 
well as physical appearance, which rendered them hyper-
visible in public spatial interactions with white people. One 
interviewee said: “I'm always constantly reminded that I'm 
not a full hundred percent part of the society or not seen 
as a full part of the society because I'm Black and I have 
features that don't fall into the racist or stereotypical con-
cept of a German. I'm not white” (Interviewee 7). They felt 
emotionally alienated at the lack of acceptance and the lack 
of safety in spatial dynamics. Interviewees felt pressure to 
reconcile the incongruence between their actual self and the 
forced-ideal self. One interviewee said: “I felt that being an 
African in Europe, I felt that I had to adjust to come here. 
I felt the anxiety and the fear that I was feeling was just 
the process of becoming a much more civilized, African 
woman.” (Interviewee 9). Many felt a pressure to assimilate 
to the unpleasant and incorrect expectations of the external 
white gaze that abnormalizes them.

Negative self‑awareness

Racism causes feelings of inadequacy and uncertainty. These 
are feelings of exclusion, or feeling of  inclusion occur-
ring simultaneously with paradoxical exclusion, within the 
negative social connotations of Blackness. Interviewees 
reported stressful and anxious emotions present alongside 
working through an awareness that one’s self is viewed nega-
tively in societal schemata in actuality and theoretically. In 
general, the ambivalent situatedness of suspected racism 
becomes crystallized in the hostility of unwanted attention 
in public spaces. One interviewee said: “…Germans have a 
habit of staring at people who look different, and they don’t 
feel ashamed about it.” (Interviewee 9). Commonly, they 
felt a pressure to engage habitually in intense public and pri-
vate self-consciousness in spatial interactions. One partici-
pant said: “When I'm out in public, just whether it's on the 
U-Bahn, or in a cafe, anything, I feel like I'm hyper-aware 
of my ‘race’ more than anything else in Germany” (public 
self-consciousness), and “I feel like I have to, not that I do 
consciously all the time… I feel like I have to be a lot more 
palatable, and not come across as too threatening…” (private 
self-consciousness) (Interviewee 10). Interviewees described 
the intensity of emotions evoked (Interviewee 19). One said: 
“I feel like I am no one, I feel like I could just blend away 
in nothingness and life would continue for everyone around 
me” (Interviewee 3). Another said: “the most destructive 
feelings of depression happened to me because of racism…I 
was highly suicidal” (Interviewee 14).
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Paranoid ideation regarding general persecution

Racism causes a tendency to interpret the physical and 
socio-cultural environment as hostile, plus a propensity to 
assume that the likelihood that a racist agent will inflict harm 
is high. The interviewees revealed that the fear incited by 
hostility and the threat of racist attacks in spatial dynam-
ics evoked a state of stress-based hypervigilance. They 
reported that to navigate public spaces in Germany, Berlin, 
and in their neighborhoods, they had to be on high alert for 
danger. One interviewee said: “you don't feel safe, you don't 
feel comfortable, you don't feel you can trust your environ-
ment, you have to sort of second-guess and analyze things 
that are said to you. You have to question; you have to ques-
tion everything” (Interviewee 16). Interviewees spoke about 
a distinct sense of physical, psychological and emotional 
unsafety (Interviewee 18). This sense of unsafety impedes 
their willingness to travel around Germany and impacts the 
spaces they feel they can navigate on a more local, every-
day level. Interviewees reported paranoid thought patterns 
that were, unlike traditional conceptualizations of paranoia, 
grounded in real-life experiences. One participant said: “I 
constantly felt like I was being watched. Also, because I was 
being watched” (Interviewee 9). As a result, chronic antici-
pation of emotional and physical harm and hurt manifests. 
They described going into a super alert state in public spaces 
to protect themselves and to avoid the surrealness and shock 
that accompanies racism (Interviewee 18).

Self‑questioning and self‑esteem instability

Racism causes a reduction of self-concept clarity in the 
politics of exclusion resulting in fluctuations in positive 
and negative self-esteem, and in high and low self-esteem. 
Interviewees reported that racism caused insecurity in many 
different layers of selfhood. One interviewee said: “It sowed 
tons of insecurity in me about my job, my ability to do it, 
my value, my self-worth, am I smart, am I not smart, am I 
disciplined, is there anything I could have done differently” 
(Interviewee 3). As a result of the unpredictability and spon-
taneity of racist attacks, interviewees reported that their self-
esteem is persistently vulnerable to challenge, which leads 
to fragile performances to attain validation. One interviewee 
said: “I was constantly trying to fit in, and pretend, and hide 
my African ways” (Interviewee 9). The realness of fatigue, 
despite the fact that, as one interviewee said, “[it is not] a 
scar that’s somewhere on your body that you can point out 
to people” (Interviewee 10), combined with society’s “nope, 
that is not real you’re delusional” (Interviewee 3), as another 
interviewee put it, forced a complicated oscillation between 
psychological hypervisibility and invisibility (Interviewee 
7). One interviewee explained how this instability is more 
profound than a fluctuation, that the two states (positive or 

high self-esteem and negative or low self-esteem) coexist 
(Interviewee 6). As a result, this paradoxical mind state was 
experienced as confusion that distorted reality and self-per-
ception, resulting in an incessant questioning of who they 
believe themselves to be and what they believe they are 
capable of achieving (Interviewee 14). Many stated strug-
gling with self-doubt because the opportunities to be their 
authentic and natural selves were limited (Interviewees 3 
and 8).

Discussion

In this multi-method research  approach, including the 
umbrella review and the qualitative interview study, we 
assessed meta-analytic data from 5 studies. The meta-anal-
ysis by Cantor-Graaee and Selten [46] reported the asso-
ciation between the developmental status of the country of 
origin and the incidence of schizophrenia. The meta-analysis 
by Bourque et al. [47] examined the incidence rate ratio for 
migrants concerning their areas of arrival. Kirkbride et al. 
[44] examined the incidence of schizophrenia, as well as 
other psychoses in England between 1959 and 2009, among 
other things, also regarding differences by region of origin. 
Nielssen et al. [43] examined the influence of the country 
of birth concerning inpatient hospitalization for treatment 
of psychosis compared to the native population from New 
South Wales, Australia. The data from this study was based 
on a comparison between census data from 2006 and patient 
registries from 2001 to 2010. Selten et al. [45] evaluated 
incidence studies related to migration and psychosis. More 
precisely, summary relative risk values were obtained for 
non-affective and affective psychotic disorders among 
migrants and their children (first- and second-generation). 
It was found, firstly, that migration from “developing” coun-
tries compared to migration from “developed” countries is 
more strongly associated with psychosis. Secondly, migra-
tion from the Caribbean and Sub-Saharan Africa is more 
strongly associated with psychosis than migration from 
the Middle East. Thirdly, there was no significant risk of 
psychosis associated with migration from North America, 
Asia, Northwest, Southern or Eastern Europe. Furthermore, 
while there was a significant risk of psychosis associated 
with migration to Great Britain, Scandinavia and the Nether-
lands, there was no significant risk associated with migration 
to Israel or Canada.

The umbrella review has several limitations. The 
robustness and comparability of the underlying data deter-
mine the robustness and comparability of the underlying 
meta-analyses and original investigations. This double 
layer of interpretation induces noise, limiting the detection 
of signals. Our umbrella analysis reveals high heterogene-
ity that limits the accuracy of the estimates. Reasons for 
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this heterogeneity might be the different conceptualization 
of outcomes and risk factors in original articles and differ-
ences in eligibility criteria.

For an example, the included meta-analyses were 
screened for schizophrenia, first-episode psychosis or 
psychotic disorders in general. The majority did use the 
International Classification of Diseases (ICD-11) [48] or 
the Diagnostics and Statistical Manuel (DSM-5) [49] cri-
teria for diagnosing affective or non-affective psychotic 
disorders. However, this could include F23.1 brief psy-
chotic disorder (e.g., registry studies like the original arti-
cle Leao et al. [50] that was included in the meta-analysis 
by Bourque et al. [47]), which could be an equivalent to a 
stress reaction in some cultural contexts inducing further 
possible confounds. Furthermore, the dichotomy between 
“developed” and “developing” is problematic and lacks the 
granularity of actual differences in a highly dimensional 
and dynamic system. However, classification could not be 
avoided in favor of good comprehensibility. We have taken 
care to mitigate these limitations with a comprehensive lit-
erature review, careful eligibility assessment, and a trans-
parent quantitative assessment. Another limitation is that 
it would have been interesting to include refugee status as 
a moderating factor in the review; however, refugee status 
was not available in the literature and therefore could not 
be included in the analysis.

This umbrella review found that migration of Sub-Saharan 
African and Caribbean migrants is associated with the strong-
est risk of psychosis, which connects to theory and empiri-
cal data on the mental health consequences of being labeled 
as “inferior Others” and internalizing such racist ascrip-
tions [51, 52]. Four racism-related vulnerability factors that 
impinge upon affect and cognition and potentially contribute 
to stress-associated mental burden/disorders emerged from 
the interviews: (1) a sense of differentness, (2) negative self-
awareness, (3) paranoid ideation regarding general persecu-
tion, and (4) self-questioning and instability of self-esteem. 
Racism and the associated feelings of exclusion is posited as 
a social determinant of health that has a significant adverse 
impact on the mental health of migrants and further racialized 
groups [53]. Racism, according to previous stress and coping 
models, can become overpowering and impair abilities like 
meta-cognition and meta-affect [54]. When migrants are over-
whelmed by racism, they can experience increased adverse 
mental health effects, such as depression, anxiety, and psycho-
sis, making it difficult for them to participate productively in 
society, resulting in greater social costs to themselves [54]. 
Thus, the emotional distress caused by racism may contribute 
to stress-associated psychotic symptoms [55]. To better under-
stand why Black migrants are at higher risk of psychosis, 
our qualitative interviews examined the relationship between 
racism and the manifestation of subthreshold psychosocial 
impairment. We found that experiences of racism and social 

exclusion contributed to specific feelings of imminent danger, 
fear and general anxiety, which may generalize into paranoid 
ideas of ubiquitous persecution.

These risk-associated and potentially dysfunctional cog-
nitions may give rise to broad domains of atypical mental 
functioning, including intrusions and paranoid delusions, 
corresponding to an “affective route to psychosis” conceptu-
alization [56]. In this context, a trans-diagnostic perspective 
alludes to the existence of vulnerability factors that facilitate 
a transition from pre-clinical psychotic symptomatology in 
the general population to clinical psychosis [57]. Our find-
ings point to the confirmation of Frantz Fanon’s [58–60] 
argument for a “situational diagnosis”, a vocabulary that 
contextualizes the specific obstacles posed by racist dis-
crimination, which shapes and organizes people’s “sense 
of security or insecurity” and “the dangers that threaten 
[them]” [61]. At the core of our conceptualization is that rac-
ism makes individuals and entire communities of people feel 
unsafe. Once developed, a network of perpetuating factors 
maintains these beliefs. Still, one crucial paradoxical oscil-
lation precipitates: continued, repeated exposure to racism 
provides confirmatory evidence that they are unsafe, while 
avoidance of racism behaviors prevents disconfirmative 
evidence that they are safe. Treatment therefore should be 
high-level communication that reduces anxiety and engages 
honestly in the process of boundary setting and transcend-
ence of racialized self- and community consciousness in 
racist and discriminatory societal contexts [62, 63]. This 
would be an iterative process centered on dealing with, and 
in turn transcending, racism-related unpleasant emotional 
experiences like external shame [64]. Future studies should 
examine the complex and bidirectional interaction between 
external shame (the feeling of being judged poorly by oth-
ers), stigma, and racism in psychosis.

Racism is widely posited in the literature as potentially 
causing traumatic stress [65–68], which in turn strongly 
increases the likelihood of developing post-traumatic stress 
disorder (PTSD) and psychosis [69]. For Black people and 
People of Colour, racism can be traced to multiple dimen-
sions of interpersonal and impersonal (vicarious) trauma—
from murder to grievous bodily harm to police brutality, and 
genocide [70]—many of which are structural, with broad 
implications for health [71]. Our qualitative study reports 
broad levels of racist exclusion and traumatization, which 
adds to the growing body of evidence that the emotional 
abuse of racism in all of its manifestations is a significant 
source of affective distress for Black people and People 
of Color. Rather than emphasizing psychiatric diagno-
ses, our qualitative study was designed to contextual-
ize a mental health disparity by attempting to understand 
anomalies of experience as emanating from and anchored 
in social contexts of interactions [72]. This social cogni-
tive approach among Black people living in Berlin aims to 
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better understand how they make sense of their experiences 
of racism and how subclinical psychosis symptomatol-
ogy may manifest in response to racism in everyday life. 
Altogether, our findings can help to understand how psycho-
sis may emerge over time in the context of an accumulation 
of racist encounters [5, 73]. There is substantial evidence 
that fear and anxiety may induce paranoid thinking in people 
with PTSD, similar outcomes have also been found in people 
with psychosis. The meta-analysis by Tully et al. [74] on 
how persons with psychosis manage their paranoid ideation 
regarding general persecution, focuses on methods such as 
avoidance, escape and resistance, which they label as safety-
seeking behaviors.

Regarding potential interventions, a paradigm shift from 
cross-cultural competency—defined as a set of psychosocial 
skills such as empathy and flexibility that facilitate everyday 
clinical encounters with diverse groups [75]—to structural 
competency entails recognizing the structural factors that 
cause and perpetuate mental illness. As well as the struc-
tural factors that influence both the patient and clinician in 
the texture of clinical interactions, and the structural factors 
that influence the cultural formulations in terms of diagnosis 
and treatment [76]. Furthermore, it requires adequate reflec-
tion on the ethnocentric racism embedded in Western mental 
health science and what this means in service provision for 
non-white racialized/minority patients [77, 78]. Fernando 
[29] highlights overdiagnosis (the mislabeling of real racist 
discrimination) explicitly and distinguishes it from a genuine 
increased risk (the stress due to racist experiences). In future 
research, a complex examination is needed to investigate the 
extent of conceptual overlap between patterns of racism-
induced thoughts (grounded in reality) and racism-induced 
paranoid ideation (not grounded in reality) in racialized 
populations.

A large section of the research on the mental health con-
sequences of racism has focused on stress [79, 80]. The 
induction of attenuated psychotic symptomatology as a 
stress-induced mental state has received little attention in 
the context of measuring the association between racism 
exposure and adverse mental health. Given the relevance of 
the topic and to avoid it being neglected, further evidence 
is needed to ascertain whether greater levels of racism are 
associated with greater severity of attenuated symptoms 
[55]. Further to this, we recommend additional research to 
ascertain the association between attenuated symptoma-
tology and different classes of racism (avoidant, hostile, 
aversive-hostile), in addition to different forms of racism 
(structural, institutional, interpersonal and vicarious) [81]. 
To build a more complete etiological picture of psychosis 
from a social perspective situated within institutional rac-
ism theory, country-specific racism item parameters are 
needed [29]. Specifically, integrating the complexities of 
various forms and domains of racism—while taking into 

account local and regional psychosocial stressors—into 
models of psychosis operationalized as the presence of sub-
clinical positive symptoms as evaluated with the Prodromal 
Questionnaire [82], for example, may help to build a more 
sophisticated etiological picture of psychosis in vulnerable 
populations.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00406- 022- 01468-8.

Funding Open Access funding enabled and organized by Projekt 
DEAL. We acknowledge financial support from the Open Access Pub-
lication Fund of Charité University of Medicine Berlin and the German 
Research Foundation (DFG).

Declarations 

Conflict of interest We have no conflicts of interest to declare.

Ethical approval This study was performed in line with the principles 
of the Declaration of Helsinki. Approval was granted by the Ethics 
Committee of Charité University Medicine Berlin (01.10.2012/No. 
EA1/245/19).

Consent to participate Informed consent was obtained from all indi-
vidual participants included in the study.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Brandt L, Henssler J, Müller M, Wall S, Gabel D, Heinz A (2019) 
Risk of psychosis among refugees: a systematic review and meta-
analysis. JAMA Psychiat 76(11):1133–1140. https:// doi. org/ 10. 
1001/ jamap sychi atry. 2019. 1937

 2. Selten JP, van der Vne E, Termorshuizen F (2020) Migration and 
psychosis: a meta-analysis of incidence studies. Psychol Med 
50(2):303–313. https:// doi. org/ 10. 1017/ S0033 29171 90000 35

 3. Castillejos MC, Martín-Pérez C, Moreno-Küstner B (2018) A sys-
tematic review and meta-analysis of the incidence of psychotic 
disorders: the distribution of rates and the influence of gender, 
urbanicity, immigration and socio-economic level. Psychol Med 
48(13):2101–2115. https:// doi. org/ 10. 1017/ S0033 29171 80002 35

 4. Shakoor S, Zavos HM, Haworth CM, McGuire P, Cardno AG, 
Freeman D, Ronald A (2016) Association between stressful life 
events and psychotic experiences in adolescence: evidence for 
gene-environment correlations. British journal of psychiatry : 
the journal of mental science 208(6):532–538. https:// doi. org/ 10. 
1192/ bjp. bp. 114. 159079

https://doi.org/10.1007/s00406-022-01468-8
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1001/jamapsychiatry.2019.1937
https://doi.org/10.1001/jamapsychiatry.2019.1937
https://doi.org/10.1017/S0033291719000035
https://doi.org/10.1017/S0033291718000235
https://doi.org/10.1192/bjp.bp.114.159079
https://doi.org/10.1192/bjp.bp.114.159079


1020 European Archives of Psychiatry and Clinical Neuroscience (2023) 273:1009–1022

1 3

 5. Heinz A, Deserno L, Reininghaus U (2013) Urbanicity, social 
adversity and psychosis. World Psychiatry 12(3):187–197. https:// 
doi. org/ 10. 1002/ wps. 20056

 6. Berg AO, Melle I, Rossberg JI, Romm KL, Larsson S, Lagerberg 
TV, Andreassen OA, Hauff E (2011) Perceived discrimination is 
associated with severity of positive and depression/anxiety symp-
toms in immigrants with psychosis: a cross-sectional study. BMC 
Psychiatry 11(1):77–77. https:// doi. org/ 10. 1186/ 1471- 244X- 11- 77

 7. Rodrigues R, MacDougall AG, Zou G, Lebenbaum M, Kurdyak 
P, Li L, Shariff SZ, Anderson KK (2019) Risk of involuntary 
admission among first-generation ethnic minority groups with 
early psychosis: a retrospective cohort study using health admin-
istrative data. Epidemiol Psychiatric Sci 29:e59–e59. https:// doi. 
org/ 10. 1017/ S2045 79601 90005 56

 8. Veling W (2013) Ethnic minority position and risk for psychotic 
disorders. Curr Opin Psychiatry 26(2):166–171. https:// doi. org/ 
10. 1097/ YCO. 0b013 e3283 5d9e43

 9. Henssler J, Brandt L, Müller M, Liu S, Montag C, Sterzer P, 
Heinz A (2020) Migration and schizophrenia: meta-analysis 
and explanatory framework. Eur Arch Psychiatry Clin Neurosci 
270(3):325–335. https:// doi. org/ 10. 1007/ s00406- 019- 01028-7

 10. Bayer JB, O’Donnell MB, Cascio CN et al (2018) Brain sensi-
tivity to exclusion is associated with core network closure. Sci 
Rep 8:16037. https:// doi. org/ 10. 1038/ s41598- 018- 33624-3

 11. Kogler L, Müller VI, Chang A, Eickhoff SB, Fox PT, Gur RC, 
Derntl B (2015) Psychosocial versus physiological stress - 
meta-analyses on deactivations and activations of the neural 
correlates of stress reactions. Neuroimage 119:235–251. https:// 
doi. org/ 10. 1016/j. neuro image. 2015. 06. 059

 12. Zubin J, Spring B (1977) Vulnerability–a new view of schizo-
phrenia. J Abnorm Psychol 86(2):103–126. https:// doi. org/ 10. 
1037// 0021- 843x. 86.2. 103

 13. Geronimus AT (1992) The weathering hypothesis and the health 
of African-American women and infants: evidence and specula-
tions. Ethn Dis 2(3):207–221

 14. Geronimus B, J., Waidmann, T. A., Hillemeier, M. M., & Burns, 
P. B. (1996) Excess mortality among blacks and whites in the 
United States. N Engl J Med 335(21):1552–1558. https:// doi. 
org/ 10. 1056/ NEJM1 99611 21335 2102

 15. McEwen, & Seeman, T. (1999) Protective and damaging effects 
of mediators of stress: elaborating and testing the concepts of 
allostasis and allostatic load. Ann N Y Acad Sci 896(1):30–47. 
https:// doi. org/ 10. 1111/j. 1749- 6632. 1999. tb081 03.x

 16. Lee DB, Peckins MK, Heinze JE, Miller AL, Assari S, Zim-
merman MA (2018) Psychological pathways from racial 
discrimination to cortisol in African American males and 
females. J Behav Med 41(2):208–220. https:// doi. org/ 10. 1007/ 
s10865- 017- 9887-2

 17. Anglin DM, Ereshefsky S, Klaunig MJ, Bridgwater MA, Nien-
dam TA, Ellman LM, DeVylder J, Thayer G, Bolden K, Musket 
CW, Grattan RE, Lincoln SH, Schiffman J, Lipner E, Bachman 
P, Corcoran CM, Mota NB, van der Ven E (2021) From Womb 
to Neighborhood: A Racial Analysis of Social Determinants of 
Psychosis in the United States. Am J Psychiatry 178(7):599–610. 
https:// doi. org/ 10. 1176/ appi. ajp. 2020. 20071 091

 18. Fusar-Poli P, Raballo A, Parnas J (2017) What Is an Attenuated 
Psychotic Symptom? On the Importance of the Context. Schizo-
phr Bull 43(4):687–692. https:// doi. org/ 10. 1093/ schbul/ sbw182

 19. Salazar de Pablo G, Besana F, Arienti V, Catalan A, Vaquerizo-
Serrano J, Cabras A, Pereira J, Soardo L, Coronelli F, Kaur S, da 
Silva J, Oliver D, Petros N, Moreno C, Gonzalez-Pinto A, Díaz-
Caneja CM, Shin JI, Politi P, Solmi M, Borgatti R, Mensi M, 
Arango C, Correll C, Maguire P, Fusar-Poli P (2021) Longitu-
dinal outcome of attenuated positive symptoms, negative symp-
toms, functioning and remission in people at clinical high risk for 

psychosis: a meta-analysis. EClinicalMedicine. https:// doi. org/ 10. 
1016/j. eclinm. 2021. 100909

 20. Salazar de Pablo G, Guinart D, Cornblatt BA, Auther AM, Car-
rión RE, Carbon M, Jiménez-Fernández S, Vernal DL, Walitza 
S, Gerstenberg M, Saba R, Lo Cascio N, Brandizzi M, Arango C, 
Moreno C, Van Meter A, Fusar-Poli P, Correll CU (2020) DSM-5 
attenuated psychosis syndrome in adolescents hospitalized with 
non-psychotic psychiatric disorders. Front Psych 11:568982. 
https:// doi. org/ 10. 3389/ fpsyt. 2020. 568982

 21. Lopez D, Altamirano O, Weisman de Mamani A (2020) The asso-
ciation between perceived racial discrimination and subclinical 
symptoms of psychosis. J Mental Health (Abingdon, England). 
https:// doi. org/ 10. 1080/ 09638 237. 2020. 17931 20

 22. Nelson B (2014) Attenuated Psychosis syndrome: don’t jump the 
gun. Psychopathology 47:292–296. https:// doi. org/ 10. 1159/ 00036 
5291

 23. Paradies Y, Ben J, Denson N, Elias A, Priest N, Pieterse A, Gupta 
A, Kelaher M, Gee G (2015) Racism as a determinant of health: a 
systematic review and meta-analysis. PLoS ONE 10(9):e0138511. 
https:// doi. org/ 10. 1371/ journ al. pone. 01385 11

 24. Fusar-Poli E, A., Stanghellini, G., Venables, J., Onwumere, J., 
Messas, G., Gilardi, L., Nelson, B., Patel, V., Bonoldi, I., Aragona, 
M., Cabrera, A., Rico, J., Hoque, A., Otaiku, J., Hunter, N., 
Tamelini, M. G., Maschião, L. F., Puchivailo, M. C., Piedada, V. 
L., Keri, P., Kpodo, L., Sunkel, C., Bao, J., Shiers, D., Kuipers, 
E., Arango, C & Maj, M. (2022) The lived experience of psycho-
sis: a bottom-up review co-written by experts by experience and 
academics. World Psychiatry 21(2):168–188. https:// doi. org/ 10. 
1002/ wps. 20959

 25. Lazaridou F, Fernando S (2022) Deconstructing institutional 
racism and the social construction of whiteness: a strategy for 
professional competence training in culture and migration men-
tal health. Transcult Psychiatry 59(2):175–187. https:// doi. org/ 10. 
1177/ 13634 61522 10871 01

 26. Saalfeld V, Ramadan Z, Bell V, Raihani NJ (2018) Experimentally 
induced social threat increases paranoid thinking. R Soc Op Sci 
5:180569. https:// doi. org/ 10. 1098/ rsos. 180569

 27. McHugh MJ, McGorry PD, Yuen HP, Hickie IB, Thompson A, de 
Haan L, Mossaheb N, Smesny S, Lin A, Markulev C, Schloegel-
hofer M, Wood SJ, Nieman D, Hartmann JA, Nordentoft M, 
Schäfer M, Amminger GP, Yung A, Nelson B (2018) The ultra-
high-risk for psychosis groups: evidence to maintain the status 
quo. Schizophr Res 195:543–548. https:// doi. org/ 10. 1016/j. schres. 
2017. 09. 003

 28. Woods SW, Choi J, Mamah D (2021) Full speed ahead on indi-
cated prevention of psychosis. World Psychiatry 20(2):223–224. 
https:// doi. org/ 10. 1002/ wps. 20851

 29. Fernando S (2017) Institutional Racism in Psychiatry and Clinical 
Psychology. Palgrave Macmillan, London

 30. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC, Ioan-
nidis JP et al (2009) The PRISMA statement for reporting system-
atic reviews and meta-analyses of studies that evaluate health care 
interventions: explanation and elaboration. BMJ 339:b2700m. 
https:// doi. org/ 10. 1136/ bmj. b2700

 31. Fusar-Poli P, Radua J (2018) Ten simple rules for conducting 
umbrella reviews. Evid Based Ment Health 21:95–100. https:// 
doi. org/ 10. 1136/ ebmen tal- 2018- 300014

 32. United Nations (2020). World Economic Situation and Prospects. 
United Nations. https:// unctad. org/ system/ files/ offic ial- docum ent/ 
wesp2 020_ en. pdf

 33. Harrer M, Cuijpers P, Furukawa TA, Ebert DD (2021) Doing 
Meta-Analysis with R: A Hands-On Guide. Chapman & Hall/
CRC Press, Boca Raton, FL and London

 34. Wickham H, Averick M, Bryan J, Chang W, McGowan LD, Fran-
çois R, Grolemund G, Hayes A, Henry L, Hester J, Kuhn M, Ped-
ersen TL, Miller E, Bache SM, Müller K, Ooms J, Robinson D, 

https://doi.org/10.1002/wps.20056
https://doi.org/10.1002/wps.20056
https://doi.org/10.1186/1471-244X-11-77
https://doi.org/10.1017/S2045796019000556
https://doi.org/10.1017/S2045796019000556
https://doi.org/10.1097/YCO.0b013e32835d9e43
https://doi.org/10.1097/YCO.0b013e32835d9e43
https://doi.org/10.1007/s00406-019-01028-7
https://doi.org/10.1038/s41598-018-33624-3
https://doi.org/10.1016/j.neuroimage.2015.06.059
https://doi.org/10.1016/j.neuroimage.2015.06.059
https://doi.org/10.1037//0021-843x.86.2.103
https://doi.org/10.1037//0021-843x.86.2.103
https://doi.org/10.1056/NEJM199611213352102
https://doi.org/10.1056/NEJM199611213352102
https://doi.org/10.1111/j.1749-6632.1999.tb08103.x
https://doi.org/10.1007/s10865-017-9887-2
https://doi.org/10.1007/s10865-017-9887-2
https://doi.org/10.1176/appi.ajp.2020.20071091
https://doi.org/10.1093/schbul/sbw182
https://doi.org/10.1016/j.eclinm.2021.100909
https://doi.org/10.1016/j.eclinm.2021.100909
https://doi.org/10.3389/fpsyt.2020.568982
https://doi.org/10.1080/09638237.2020.1793120
https://doi.org/10.1159/000365291
https://doi.org/10.1159/000365291
https://doi.org/10.1371/journal.pone.0138511
https://doi.org/10.1002/wps.20959
https://doi.org/10.1002/wps.20959
https://doi.org/10.1177/13634615221087101
https://doi.org/10.1177/13634615221087101
https://doi.org/10.1098/rsos.180569
https://doi.org/10.1016/j.schres.2017.09.003
https://doi.org/10.1016/j.schres.2017.09.003
https://doi.org/10.1002/wps.20851
https://doi.org/10.1136/bmj.b2700
https://doi.org/10.1136/ebmental-2018-300014
https://doi.org/10.1136/ebmental-2018-300014
https://unctad.org/system/files/official-document/wesp2020_en.pdf
https://unctad.org/system/files/official-document/wesp2020_en.pdf


1021European Archives of Psychiatry and Clinical Neuroscience (2023) 273:1009–1022 

1 3

Seidel DP, Spinu V, Takahashi K, Vaughan D, Wilke C, Woo K, 
Yutani H (2019) Welcome to the tidyverse. J Op Source Softw 
4(43):1686. https:// doi. org/ 10. 21105/ joss. 01686

 35. Balduzzi S, Rücker G, Schwarzer G (2019) How to perform a 
meta-analysis with r: a practical tutorial. Evid Based Ment Health 
22(4):153–160. https:// doi. org/ 10. 1136/ ebmen tal- 2019- 300117

 36. Viechtbauer W (2010) Conducting meta-analyses in r with the 
metafor package. J Stat Softw 36(3):1–48. https:// doi. org/ 10. 
18637/ jss. v036. i03

 37. Cohen J (1988) Statistical Power Analysis for the Behavioral Sci-
ences. Erlbaum Press, Mahwah

 38. World Medical Association (2013). Declaration of Helinski. Bra-
zil: World Medical Association General Assembly. https:// www. 
wma. net/ polic ies- post/ wma- decla ration- of- helsi nki- ethic al- princ 
iples- for- medic al- resea rch- invol ving- human- subje cts/

 39. Crenshaw K (1991) Mapping the margins: Intersectionality, iden-
tity politics, and violence against women of color. Stanf Law Rev 
43:1241–1299. https:// doi. org/ 10. 2307/ 12290 39

 40. Krieger N (2003) Genders, sexes, and health: what are the con-
nections–and why does it matter? Int J Epidemiol 32(4):652–657. 
https:// doi. org/ 10. 1093/ ije/ dyg156

 41. Boeije. (2002) A purposeful approach to the constant compara-
tive method in the analysis of qualitative interviews. Qual Quant 
36(4):391–409. https:// doi. org/ 10. 1023/A: 10209 09529 486

 42. Birks M, Mills J (2011) Grounded theory : a practical guide. 
SAGE, London

 43. Nielssen O, Sara G, Lim Y, Large M (2013) Country of birth 
and hospital treatment for psychosis in New South Wales. Soc 
Psychiatry Psychiatr Epidemiol 48(4):613–620. https:// doi. org/ 
10. 1007/ s00127- 012- 0577-7

 44. Kirkbride JB, Errazuriz A, Croudace TJ, Morgan C, Jackson D, 
Boydell J, Murray RM, Jones PB (2012) Incidence of schizo-
phrenia and other psychoses in England, 1950–2009: a systematic 
review and meta-analyses. PLoS ONE 7(3):e31660. https:// doi. 
org/ 10. 1371/ journ al. pone. 00316 60

 45. Selten JP, van der Ven E, Termorshuizen F (2020) Migration and 
psychosis: a meta-analysis of incidence studies. Psychol Med 
50(2):303–313. https:// doi. org/ 10. 1017/ S0033 29171 900003

 46. Cantor-Graae E, Selten JP (2005) Schizophrenia and migration: a 
meta-analysis and review. Am J Psychiatry 162(1):12–24. https:// 
doi. org/ 10. 1176/ appi. ajp. 162.1. 12

 47. Bourque F, van der Ven E, Malla A (2011) A meta-analysis of the 
risk for psychotic disorders among first- and second-generation 
immigrants. Psychol Med 41(5):897–910. https:// doi. org/ 10. 1017/ 
S0033 29171 00014 06

 48. World Health Organization. (2019). ICD-11: International clas-
sification of diseases (11th revision). Retrieved from https:// icd. 
who. int/

 49. American Psychiatric Association (2013) Diagnostic and statisti-
cal manual of mental disorders, 5th edn. American Psychiatric 
Association, Washington, DC

 50. Leão TS, Sundquist J, Frank G, Johansson LM, Johansson SE, 
Sundquist K (2006) Incidence of schizophrenia or other psycho-
ses in first- and second-generation immigrants: a national cohort 
study. J Nerv Ment Dis 194(1):27–33. https:// doi. org/ 10. 1097/ 01. 
nmd. 00001 95312. 81334. 81

 51. Nazroo B, K. S., & Rhodes, J. (2020) Where next for under-
standing race/ethnic inequalities in severe mental illness? Struc-
tural, interpersonal and institutional racism. Sociol Health Illn 
42(2):262–276. https:// doi. org/ 10. 1111/ 1467- 9566. 13001

 52. Gale MM, Pieterse AL, Lee DL, Huynh K, Powell S, Kirkinis K 
(2020) A meta-analysis of the relationship between internalized 
racial oppression and health-related outcomes. Couns Psychol 
48(4):498–525. https:// doi. org/ 10. 1177/ 00110 00020 904454

 53. Oh H, Cogburn CD, Anglin D, Lukens E, DeVylder J (2016) 
Major discriminatory events and risk for psychotic experiences 

among black americans. Am J Orthopsychiatry 86(3):277–285. 
https:// doi. org/ 10. 1037/ ort00 00158

 54. Clark R, Anderson NB, Clark VR, Williams DR (1999) Racism as 
a Stressor for African Americans: a biopsychosocial model. Am 
Psychol 54(10):805–816. https:// doi. org/ 10. 1037// 0003- 066x. 54. 
10. 805

 55. Pearce R, S., Simpson, J., & Varese, F. (2019) Perceived discrimi-
nation and psychosis: a systematic review of the literature. Soc 
Psychiatry Psychiatr Epidemiol 54(9):1023–1044. https:// doi. org/ 
10. 1007/ s00127- 019- 01729-3

 56. Myin-Germeys I, van Os J (2007) Stress-reactivity in psychosis: 
evidence for an affective pathway to psychosis. Clin Psychol Rev 
27(4):409–424. https:// doi. org/ 10. 1016/j. cpr. 2006. 09. 005

 57. van Os, & Reininghaus, U. (2016) Psychosis as a transdiagnostic 
and extended phenotype in the general population. World Psychia-
try 15(2):118–124. https:// doi. org/ 10. 1002/ wps. 20310

 58. Fanon F (1969) Toward the African Revolution, trans. Haakon 
Chevalier. Grove, New York

 59. Fanon F (1975) Peau noire, masques blancs. Seuil, trans. Rich-
ard Philcox, Paris

 60. Fanon (2008) Black Skin, White Masks. Grove Weidenfeld, 
New York

 61. Stern, E. (1949). Médecine psychosomatique. Psyché: Revue 
internationale des sciences de l’homme de et de lapsychanalyse, 
p. 128.

 62. Biko S (1978) I Write What I Like. Heinemann, London
 63. Moodley R (1998) ‘I say what I like’: Frank talk(ing) in counsel-

ling and psychotherapy. Br J Guid Couns 26(4):495–508. https:// 
doi. org/ 10. 1080/ 03069 88980 82538 59

 64. Castilho P, Pinto AM, Viegas R, Carvalho S, Madeira N, Martins 
MJ (2019) External shame as a mediator between paranoia and 
social safeness in psychosis. Clin Psychol 23:144–151. https:// doi. 
org/ 10. 1111/ cp. 12136

 65. Carlson EB (1997) Trauma Assessments: Clinician’s Guide. The 
Gilford Press, New York

 66. Bryant-Davis T, Ocampo C (2005) The trauma of racism: impli-
cations for counseling, research, and education. Couns Psychol 
33(4):574–578. https:// doi. org/ 10. 1177/ 00110 00005 276581

 67. Harrell SP (2000) A multidimensional conceptualization of rac-
ism-related stress: implications for the well-being of people of 
color. Am J Orthopsychiatry 70:42–57. https:// doi. org/ 10. 1037/ 
h0087 722

 68. Carter RT (2007) Racism and psychological and emotional injury. 
Counse Psychol 35(1):13–105

 69. Butts H (2002) The black mask of humanity: racial/ethnic discrim-
ination and post-traumatic stress disorder. J Am Acad Psychiatry 
Law 30:336–339

 70. Aymer SR (2016) “I can’t breathe”: a case study—helping black 
men cope with race-related trauma stemming from police killing 
and brutality. J Hum Behav Soc Environ 26(3–4):367–376. https:// 
doi. org/ 10. 1080/ 10911 359. 2015. 11328 28

 71. Carter RT, Forsyth JM (2010) Reactions to racial discrimination: 
emotional stress and help-seeking behaviors. Psychol Trauma 
Theory Res Pract Policy 2(3):183–191. https:// doi. org/ 10. 1037/ 
a0020 102

 72. Heriot-Maitland C, Wykes T, Peters E (2022) Trauma and social 
pathways to psychosis, and where the two paths meet. Front Psych 
12:804971. https:// doi. org/ 10. 3389/ fpsyt. 2021. 804971

 73. Velten J, Lavallee KL, Scholten S, Meyer AH, Zhang XC, Sch-
neider S, Margraf J (2014) Lifestyle choices and mental health: a 
representative population survey. BMC psychol 2(1):58. https:// 
doi. org/ 10. 1186/ s40359- 014- 0055-y

 74. Tully S, Wells A, Morrison AP (2017) An exploration of the rela-
tionship between use of safety-seeking behaviours and psychosis: 
a systematic review and meta-analysis. Clin Psychol Psychother 
24(6):1384–1405. https:// doi. org/ 10. 1002/ cpp. 2099

https://doi.org/10.21105/joss.01686
https://doi.org/10.1136/ebmental-2019-300117
https://doi.org/10.18637/jss.v036.i03
https://doi.org/10.18637/jss.v036.i03
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://doi.org/10.2307/1229039
https://doi.org/10.1093/ije/dyg156
https://doi.org/10.1023/A:1020909529486
https://doi.org/10.1007/s00127-012-0577-7
https://doi.org/10.1007/s00127-012-0577-7
https://doi.org/10.1371/journal.pone.0031660
https://doi.org/10.1371/journal.pone.0031660
https://doi.org/10.1017/S003329171900003
https://doi.org/10.1176/appi.ajp.162.1.12
https://doi.org/10.1176/appi.ajp.162.1.12
https://doi.org/10.1017/S0033291710001406
https://doi.org/10.1017/S0033291710001406
https://icd.who.int/
https://icd.who.int/
https://doi.org/10.1097/01.nmd.0000195312.81334.81
https://doi.org/10.1097/01.nmd.0000195312.81334.81
https://doi.org/10.1111/1467-9566.13001
https://doi.org/10.1177/0011000020904454
https://doi.org/10.1037/ort0000158
https://doi.org/10.1037//0003-066x.54.10.805
https://doi.org/10.1037//0003-066x.54.10.805
https://doi.org/10.1007/s00127-019-01729-3
https://doi.org/10.1007/s00127-019-01729-3
https://doi.org/10.1016/j.cpr.2006.09.005
https://doi.org/10.1002/wps.20310
https://doi.org/10.1080/03069889808253859
https://doi.org/10.1080/03069889808253859
https://doi.org/10.1111/cp.12136
https://doi.org/10.1111/cp.12136
https://doi.org/10.1177/0011000005276581
https://doi.org/10.1037/h0087722
https://doi.org/10.1037/h0087722
https://doi.org/10.1080/10911359.2015.1132828
https://doi.org/10.1080/10911359.2015.1132828
https://doi.org/10.1037/a0020102
https://doi.org/10.1037/a0020102
https://doi.org/10.3389/fpsyt.2021.804971
https://doi.org/10.1186/s40359-014-0055-y
https://doi.org/10.1186/s40359-014-0055-y
https://doi.org/10.1002/cpp.2099


1022 European Archives of Psychiatry and Clinical Neuroscience (2023) 273:1009–1022

1 3

 75. Penka S, Kluge U, Vardar A, Borde T, Ingleby D (2012) The con-
cept of “intercultural opening”: The development of an assessment 
tool for the appraisal of its current implementation in the mental 
health care system. Eur Psychiatry 27(S2):S63–S69. https:// doi. 
org/ 10. 1016/ S0924- 9338(12) 75710-3

 76. Metzl JM, Hansen H (2018) Structural competency and psychia-
try. JAMA. Psychiatry 75(2):115–116. https:// doi. org/ 10. 1001/ 
jamap sychi atry. 2017. 3891

 77. Heinz A (1998) Colonial perspectives in the construction of the 
psychotic patient as primitive man. Crit Anthropol 18(4):421–444. 
https:// doi. org/ 10. 1177/ 03082 75X98 01800 404

 78. Lazaridou F, Heinz A (2021) Cultivating Environments of Belong-
ing in Psychiatry, Clinical Psychology and the Allied Mental 
Health Fields. In: Guerrero E (ed) Effective Elimination of Struc-
tural Racism. IntechOpen, London. https:// doi. org/ 10. 5772/ intec 
hopen. 99925

 79. Carter RT, Pieterse AL (2020) Measuring the effects of racism: 
Guidelines for the assessment and treatment of race-based trau-
matic stress injury/Robert T. Columbia University Press, Carter 
and Alex L. Pieterse

 80. Roach EL, Haft SL, Huang J, Zhou Q (2022) Systematic review: 
the association between race-related stress and trauma and emo-
tion dysregulation in youth of color. J Am Acad Child Adolesc 
Psychiatry. https:// doi. org/ 10. 1016/j. jaac. 2022. 04. 013

 81. Carter V. E., Muchow, C., Lyons, J., Forquer, E., & Galgay, C. J 
(2016) Development of classes of racism measures for frequency 
and stress reactions: relationships to race-based traumatic symp-
toms. Traumatology 22(1):63–74. https:// doi. org/ 10. 1037/ trm00 
00057

 82. Ising HK, Veling W, Loewy RL, Rietveld MW, Rietdijk J, Dragt S, 
Klaassen RMC, Nieman DH, Wunderink L, Linszen DH, van der 
Gaag M (2012) The validity of the 16-item version of the prodro-
mal questionnaire (pq-16) to screen for ultra high risk of develop-
ing psychosis in the general help-seeking population. Schizophr 
Bull 38(6):1288–1296. https:// doi. org/ 10. 1093/ schbul/ sbs068

 83. Shea BJ, Grimshaw JM, Wells GA, Boers M, Andersson N, Hamel 
C, Porter AC, Tugwell P, Moher D, Bouter LM (2007) Develop-
ment of AMSTAR: a measurement tool to assess the methodologi-
cal quality of systematic reviews. BMC Med Res Methodol 7:10. 
https:// doi. org/ 10. 1186/ 1471- 2288-7- 10

https://doi.org/10.1016/S0924-9338(12)75710-3
https://doi.org/10.1016/S0924-9338(12)75710-3
https://doi.org/10.1001/jamapsychiatry.2017.3891
https://doi.org/10.1001/jamapsychiatry.2017.3891
https://doi.org/10.1177/0308275X9801800404
https://doi.org/10.5772/intechopen.99925
https://doi.org/10.5772/intechopen.99925
https://doi.org/10.1016/j.jaac.2022.04.013
https://doi.org/10.1037/trm0000057
https://doi.org/10.1037/trm0000057
https://doi.org/10.1093/schbul/sbs068
https://doi.org/10.1186/1471-2288-7-10

	Racism and psychosis: an umbrella review and qualitative analysis of the mental health consequences of racism
	Abstract
	Introduction
	Methods
	Umbrella review of meta-analyses on psychosis risk related to countries of origin of migrants
	Search strategy and selection criteria

	Data extraction
	Statistical analysis
	Qualitative interviews regarding experiences of racism and their association with symptoms of psychosis
	Sample and recruitment

	Data collection
	Data analysis

	Results
	Umbrella review of meta-analyses on psychosis risk related to countries of origin of migrants
	Characteristics of the studies

	Summary of meta-analytic associations
	Qualitative interviews regarding experiences of racism and their association with symptoms of psychosis
	A sense of differentness
	Negative self-awareness
	Paranoid ideation regarding general persecution
	Self-questioning and self-esteem instability

	Discussion
	Anchor 23
	References




