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Adherence to Follow-Up in First-Episode Psychosis:
Ethnicity Factors and Case Manager Perceptions

Katerina Nikolitch, MD, MSc®*; Andrew Ryder, PhDPb; and G. Eric Jarvis, MD, MSc©

ABSTRACT

Objective: To determine whether visible minority
patients with first-episode psychosis are at higher

risk for treatment nonadherence than white patients
and elicit the perceptions of case managers regarding
visible minority patients.

Methods: Data for 168 patients referred to a tertiary
first-episode psychosis clinic from January 2008 to
January 2012 were collected via chart review. For 110
patients, a questionnaire filled out by each patient’s
case manager collected quantitative and qualitative
data regarding the case managers’ perceptions of
patients’insight, cooperation, and adherence to
appointments and medication. Differential treatment
adherence in white and visible minority patients

was tested via x? analyses. Case manager ratings of
adherence were compared to objective data via Cohen
K. Qualitative data were analyzed via thematic analysis.

Results: Black patients had poorer follow-up

compared to other patients (adjusted x%; =4.3, P=.04).
Concordance of case manager-reported adherence and
chart data was significant for the visible minority group
only (k=0.4, P=.002). In case manager perceptions,
there was no significant difference between ethnic
groups in adherence to appointments and medication,
insight, or family involvement.

Conclusions: Although Canada is often perceived as
tolerant of diversity, our data regarding poor follow-up
in black patients indicate similar problems to those
reported in the United Kingdom and United States.
Clinicians may have low expectations for visible
minority patients and thus notice more consistently
when these patients adhere to treatment. This is the
first study to examine ethnic differences in adherence
to first-episode psychosis follow-up in a Canadian
setting.
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Ethnic and racial disparities in mental health care quality and
utilization have become important fields of study in recent
years. The literature from the last few decades shows that visible
minority patients are less likely than white patients to visit a mental
health professional, use mental health services,!™ or regularly attend
outpatient visits for mental health care.’ Furthermore, visible minority
patients are less likely to be treated in community-based settings
and more likely to be hospitalized for any reason,®® hospitalized
involuntarily,”!? and hospitalized for longer durations than white
patients.!! Visible minority status is associated with longer delay
to initiation of mental health care'>!* and poorer quality of care
(misdiagnosis, treatment by junior professionals, less treatment
options).'>1419 Visible minority patients in mental health care settings
may also have poorer outcomes, eg, more readmissions, coercive
routes of readmission, and a higher likelihood of imprisonment.>
These differences persist after controlling for sociodemographic and
financial factors.!*820

The reasons for these disparities remain uncertain, although
individual and institutional racism very likely plays a role.?’ The
history of racism in mental health care is long and has taken different
forms over time.?! Despite that clinicians may unwittingly employ
biased attitudes or practices,'® many psychiatrists do not recognize the
pervasiveness of unequal access to psychiatric care and may attribute
racialized thinking to others but not to themselves.”> Some studies?
report significant perception of bias and racism among black patients
and their relatives, and the relatives of black patients report receiving
less assistance and opportunity to participate in treatment.!”?* On
the basis of this perception, some visible minority patients may delay
or fail to seek mental health treatment,'* deem psychiatric services
to be irrelevant,” and expect that health care providers cannot be
trusted.’ These negative perceptions of psychiatric care may decrease
service engagement, with a worsening of untreated symptoms. On
the other hand, stereotyped perceptions of patients by clinicians and
treatment teams may compromise appropriate care,'® perpetuating a
self-fulfilling prophecy.

Belonging to a visible minority group and living with the stigma of
mental illness presents a social burden and may be why some of these
patients avoid or prematurely withdraw from treatment.?® Visible
minority patients with psychosis may represent a population that is
particularly vulnerable due to the severe symptoms they experience
and the baseline discrimination they face in Canadian society.
Further, patients with psychosis have been reported to have high rates
of nonadherence to medical treatment and scheduled appointments,*’
presenting an even greater challenge to the delivery of appropriate
care.

Most data on racial disparities in mental health care come from
European and American studies with respect to black patients. There
are very few studies on such disparities in Canada, wherein cultural
and historical factors have created a different environment (eg, a less
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B (Clinicians should be aware of how they engage visible
minority patients with psychosis.

B Particular attention should be paid to engaging black
patients early in the course of treatment.

well-known history of black slavery and the emphasis on
multiculturalism, as opposed to an assimilation/acculturation
model).?® The few available data are contradictory. Jarvis et
al?® reported that Afro-Canadian patients with psychosis
have a higher likelihood of experiencing police or ambulance
referral to emergency services. Adeponle et al*® reported
misdiagnosis of psychotic disorder in 49% of a multiethnic
sample, and Anderson et al®! reported a higher likelihood
of black patients being referred from inpatient services.
Conversely, Archie et al*? found no ethnic differences in
duration of untreated psychosis or initiation of treatment-
seeking by friends or family, police, or self. Furthermore,
no Canadian data are available on ethnic disparities in
adherence to appointments or on clinician bias in visible
minority populations.

In this study, we aimed to determine the quality of
follow-up as a function of patient ethnicity in a multicultural
first-episode psychosis program. Further, we aimed to elicit
the perceptions of the case managers toward ethnic patients
in terms of perceived adherence to medication and scheduled
appointments, perceived insight, general cooperation with
the treatment team, and family involvement.

We hypothesized that visible minority patients with first-
episode psychosis would be more likely to have a problematic
follow-up and that they would be less likely to be perceived by
their case manager as insightful, cooperative, and adherent
to medication and scheduled appointments compared to
white patients.

METHODS

Study Setting

The First Episode Psychosis Program (FEPP) at the Jewish
General Hospital in Montreal, Quebec, was started in 2008 as
a partner of the Prevention and Early Intervention Program
for Psychosis (PEPP)-Montreal.* This specialized treatment
program comprises close follow-up and specialized services
for patients and their families over a 2-year period by a
psychiatrist and a case manager (social worker, mental
health nurse, or occupational therapist). Patients referred
to the FEPP are triaged by a psychologist and admitted to
the program on the basis of inclusion criteria that confirm
the presence of a first episode of psychosis. The patients are
then followed according to a standardized protocol detailing
the number of appointments with the psychiatrist and the
case manager and the schedule of laboratory and other
investigations. The program involves 2 psychiatrists and 4
case managers. All FEPP clinicians are white.

Study Désign and Participants

This study involved 2 participant groups: (1) patients
of the FEPP at the Jewish General Hospital in Montreal
(N=168) and (2) their case managers (n=4). We specifically
chose to include patients who did not show up for their first
appointments because we suspect that much of the ethnic
variation in follow-up takes place early in the evaluation
process. Data from the patient group examined patient
adherence to scheduled appointments. Data from the case
manager group evaluated perception of patient insight,
adherence to appointments and medication, general
cooperation, and family involvement. The accuracy of
case manager perception of adherence to appointments (as
opposed to objective chart data) was assessed via Cohen x
as a measure of case manager bias.

All case managers provided written informed consent.
The Research Ethics Board of the Jewish General Hospital
approved the study protocol and consent forms.

Chart Review

The first author (K.N.) reviewed the charts of all patients
(N =168) referred to the clinic between January 2008 (the
inception of the clinic) and January 2012 (3 months prior
to the start of the data collection so that case managers
would have had time to form an opinion) and collected data
on age, sex, ethnicity, immigration history, and adherence
to scheduled appointments. Adherence to 50% or more
of scheduled appointments was given the designation
“good follow-up.” This cutoff was chosen on the basis of
clinical reasoning and the authors’ knowledge of the clinic
population. These data served as a standard to compare to
data collected from case managers.

Case Manager Questionnaires

Patients who had been referred, triaged, and followed for
at least 3 months at the clinic (n=110) were selected for the
case manager questionnaires, allowing for the case managers
to have achieved a degree of familiarity. New referrals and
patients who had been referred but lost before triage were
excluded. These questionnaires were devised by the authors
based on real-world issues that arise during the routine
practice of the FEPP team. For each patient, the assigned
case manager completed a questionnaire asking about the
patient’s age, sex, education, employment status, marital
status, ethnicity, country of origin, religion, and citizenship
status. Case managers were instructed to respond from
memory and to avoid consulting the patients’ charts. The
second part of the questionnaire consisted of 2 types of
alternating questions. The first was a 4-point Likert scale
question assessing the case manager’s perception of the
patient’s insight, adherence to appointments, adherence to
medications, general cooperation with the team, and the
family involvement. Each multiple-choice question was
followed by an open-ended question assessing the case
manager’s explanation of the elicited response.

The case manager questionnaire (Supplementary
Appendix 1) was designed to elicit their perceptions of the
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clinical factors relevant to each patient’s care and not te
gather strictly factual information. The purpose of the study
was to determine how the case managers remembered the
patients and what qualities they attributed to them. The case
managers knew these patients best and worked with them
the most extensively, so their recollections and impressions
were of primary importance.

Ethnicity Assignment Procedure

On the basis of categories from Census Canada 2006, the
authors developed an ethnicity assignment procedure using
retrospective data, including recorded ethnicity, languages
spoken, country of origin, immigrant status, religion, and
family name, resulting in 5 ethnic categories (Arab, Asian,
black, Latin American, and white) for this sample. Two raters
applied the procedure independently for 168 patients (with
k=0.9; 95% CI, 0.82-1.00; P<.001). Visible minority status
was assigned using the Census Canada 2006 tables for visible
minority groups. In our study, visible minority categories
included Arab, Asian (East, South, and Southeast Asian),
black, and Latin American patients. These categories were
mutually exclusive.

Statistical Analysis

Statistical analysis was conducted using the IBM SPSS
Statistics 21 software. Bivariate associations between
adherence to follow-up, case manager perceptions, and
ethnicity/visible minority status were assessed using x*
analysis. Logistic regression was used to control for age and
sex. A P value <.05 was considered significant with 2-sided
testing.

The first author (K.N.) conducted a power analysis using
the calculator provided by the Division of Biostatistics
at Columbia University Medical Center (http://biomath.
info/power). Sufficient power (>80%) was detected for the
analysis of black versus white patient follow-up but not for
visible minority versus white or for analyzing the differences
in case manager ratings of patients of different ethnicities.

Content Analysis

The data collected in the narrative response fields from
the case manager questionnaires were transcribed by the first
author (K.N.). The transcribed data were then read several
times to ensure data immersion. Building on these readings
and ideas generated during data handling, a number of codes
were created to represent features of the data considered
pertinent to our questions. The codes were then further
combined into themes for each visible minority category
separately and for the whole sample.

RESULTS

Data were available from 168 patient charts and 89
questionnaires filled out by case managers (response rate
of 81%). The 89 patients for whom we had questionnaire
data were a subset of the 168 reviewed charts and of the
110 questionnaires we distributed to case managers. These

Adherence to Follow-Up in First-Episode Psychosis

Table 1. Sample Characteristics By Ethnicity

Ethnicity Sample, n (%) Male,n(%) Age, mean (SD),y
White 81 (50) 57 (70) 22.6 (4.3)
Visible minority 82 (50) 49 (60) 22.7 (5.5)
Black 41 (25) 23 (56) 24 (5.4)
Asian 22(13) 15 (68) 21.2(5.7)
Arab/Middle-Eastern 14 (9) 9 (64) 21.6(3.9)
Latin American 5(3) 2 (40) 22.5(10.6)
Total 163 (100) 106 (65) 22.6 (4.9)

patients were selected from the chart sample on the basis of
the previously described inclusion criteria. The distribution
of questionnaires among case managers was based on their
caseload (case manager 1: n= 35, case manager 2: n=28, case
manager 3: n=25, case manager 4: n=22). Response rates
were similar across case managers.

The sex and age characteristics of the sample are
presented in Table 1. The mean age was 22.6 years (SD=4.9
years), with the youngest patient being 12 and the oldest 35.
Two-thirds of patients were male. We were able to assign
ethnicity and visible minority status to 163 patients (97%),
with the remaining 5 patients designated as unknown
ethnicity. One-half (50%) of the patients were white, 25%
were black, and another 25% were from non-black visible
minority groups. Thus, 50% of our sample was assigned a
visible minority status. There were no significant differences
in age, sex, ethnicity, visible minority status, or objective
quality of follow-up distributions between the subsample
of patients for whom case manager questionnaire data were
available and those for whom data were unavailable (P>.05
in all cases).

As summarized in Table 2, only 41% of patients attended
at least 50% of appointments (ie, had good adherence). A
stepwise binomial logistic regression model with ethnicity,
age, sex, mother tongue, proficiency in English or French,
and whether the case manager completed a questionnaire as
the independent variables and good versus poor follow-up as
the dependent variable was statistically significant (x*s=5.0,
P=.03) and predicted follow-up values for 61% of cases.
Only black ethnicity was a significant factor, with black
patients 24% less likely to have good follow-up compared
to white patients (Exp(B)=0.22, adjusted x*; =4.3, P=.04).

Chart review data compared to case manager
questionnaire subsample data (n=89) showed modest but
significant concordance for appointment adherence when
all ethnic groups were included (k=0.3; 95% CI, 0.1-0.5;
P=.001; ie, chart data and case manager reports agreed
about 33% of the time, excluding chance concordance).
When k was calculated for white and visible minority
patients separately, case managers displayed higher and
significant concordance in estimating treatment adherence
in the visible minority group only (k=0.4; 95% CI, 0.2-0.7;
P=.002). For white patients, k was the lowest (0.2) and not
significant.

Specifically, case managers displayed higher accuracy in
reporting good adherence in visible minority patients (91%
of actual “good follow-up” from chart review) compared to
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Table 2. Adherence to Follow-Up and Case Mahager Perceptions

Chart Data: Adjusted x? Case Managers: Concordance of Case
Good Adherence, for Chart-Based Good Adherence,  Managers’ Perceptions
Ethnicity n (%)? (Actual) Adherence n (%)? With Chart Data, Cohen k
White 39/81 (48) 28/45 (62) 0.2,P=.13
Visible minority 28/82 (34) Not significant 31/44 (70) 0.4, P=.002
(compared to white)
Black 10/41(24)  Adjusted %, =4.3, P=.04 15/22 (68)
(compared to white)
Asian 11/22 (50) 7/11 (64)
Arab/Middle-Eastern 5/14 (36) 6/8 (75)
Latin American 2/5 (40) 3/3(100)
Total 67/163 (41) 59/89 (66) 0.3, P=.001
2Good adherence was defined as attending >50% of scheduled appointments.
Table 3. Major Themes of Case Manager Perception Comments by Visible Minority Status
White, Visible
Theme n (%) Example Minority, n (%) Example
External structure 25(17) “Living in a structured/supportive environment 40 (20) “Family refuses pharmaceutical treatment”
(group home) encourages attendance”
Insight 40(28) “Zeroinsight” 43 (22) “Doesn’t always recognize symptoms as such”
Intellect 12(8)  “Extremely bright individual, understands 20(10) “Very bright, articulate individual”
symptoms very well”
Therapeutic alliance 5(4) "Good therapeutic relationship with case manager” 23(12) “Sense of trust in treatment team”
Motivationto getwell 9(6) “Scared, wants to get better” 10 (5) “Committed and motivated to get better”
Iliness symptoms 20 (14) “Disorganized” 21(11) “Untreated paranoia”
Response to 17 (12) “He sees the difference, sees benefits, gives him 24 (12) “Feels better, sleeps better, doing better in school”
treatment common sense”
Pejorative comments 15 (10) “Not the brightest bulb” 14 (7) “Kind of needy”
correctly reporting good adherence in 72% of white patients. ~ DISCUSSION

In all patients, case managers accurately reported objectively
poor follow-up (again, from chart review) only 50% of the
time.

In reported case manager perceptions, there was no
significant difference between visible minority groups
in adherence to appointments, adherence to medication,
insight, or family involvement. In other words, whether
patients were black, Asian, Arab, or Latino made little
difference in these ratings.

Content Analysis of Case Manager Comments

In their reported perceptions of adherence, insight, and
family involvement for each patient, case managers made
relatively brief (1-3 sentences) comments for each question.
There were more comments for visible minority patients than
for white patients (200 and 144 comments, respectively).
After thematic analysis, several themes emerged (Table 3).
The frequency and percentage of comments pertaining to
each theme were also calculated by visible minority status.

Themes were similar across the 2 groups, with slight
variations in the frequency of comments. Main themes
included explanations based on external structures (family,
group home, or court order), insight, intellect, therapeutic
alliance, motivation to get well, illness symptoms (including
psychosis, personality disorder, or substance use), and
response to treatment (including positive and negative
effects). Cultural factors were seldom mentioned. Other
themes included references to appointment and medication
adherence, desire to please parents or clinicians, and
prioritizing school and work over appointments.

The key finding in this Canadian sample was the
confirmation of findings reported in UK and US studies,'
namely poor follow-up in black patients with first-episode
psychosis. Black patients in our sample were significantly
less likely to attend appointments than white patients. In our
study, this finding was not explained by negative clinician
bias, as black patients were not perceived by case managers
as different from others on any of the factors investigated.
While the black population in our clinic may be more
heterogeneous than at other sites, official language matching
(French/English) was provided in the clinic, and the
regression model showed no effect of official language use on
adherence (P=.31). Possible explanations may derive from
community perceptions, particularly in those of the Afro-
Caribbean patients. Seeman?® discusses the attribution of
stress and perceived injustice to young Canadian Caribbean
immigrants’ perception of racism, which may lead to a
reluctance to engage in mental health services, even when
negative clinician bias is absent. Studies of black Canadian
patients’ perceptions of racism in clinical settings would be
important to clarify with respect to these differences. The
present results underscore the importance of making clinical
programs more adaptable and receptive to Afro-Canadian
patients with psychosis, despite a popular perception in the
Canadian context of an absence of historical adversity for
blacks in Canada.®>3®

The rate of good adherence to follow-up in all visible
minority patients was lower than that of white patients,
although not statistically significant. It is possible that poorer
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rates of adhereneeare present in all visible minority patients
with first-episode psychosis (compared to white patients)
but that this difference was not detected due to insufficient
power.

Overall rates of nonadherence to scheduled appointments
in our sample (almost 60%) were slightly higher than those
previously reported in first-contact services for severe
mental health disorders (48%).%” This difference may be
due to several factors. In our study, patients who were
referred to the clinic but failed to show up to their first
appointment were included in the analysis, increasing the
overall rate of nonadherence. A significant proportion
(25%) of the sample were black patients, whose level of
nonadherence (76%) was higher than that of non-black
patients, while the latter groups” adherence was closer to
previously reported rates. We specifically included patients
who were lost to follow-up before their first appointment
because we suspect that ethnic factors are more prominent
in service engagement early in the evaluation process. Our
study results seem to support this notion and may indicate
a need for extra effort to engage black and other visible
minority patients in the early phases of referral to capture
patients from racialized communities before they are lost
to follow-up.

How best to accomplish these aims remains unclear.
Reviews® in the service engagement literature generally
point toward illness-related and social determinants of
treatment adherence (eg, insight, symptom severity, family
involvement), while a small Dutch study®® found no direct
correlation between ethnicity per se and service engagement.
It may be that different or enhanced engagement strategies
in a multidimensional approach could improve treatment
adherence in visible minority patients: such as increased
clinician awareness through diversity training programs
and early assessment of barriers to engagement (including
acknowledgment of patients’ race and cultural beliefs),
enhancing clinicians’ capacities in expressing caring
and nonjudgmental attitudes, and improving service
accessibility and flexibility.*

Contrary to our initial hypothesis, we did not find
negative clinician attitudes toward visible minority patients
compared to white patients. While the quantitative analyses
were underpowered, reported good adherence was very
close in both groups (62% white vs 68% black), and content
analysis of narrative comments revealed no negative
attitudes. In fact, case managers more accurately reported
treatment adherence and, in particular, good treatment
adherence in visible minority patients than in white
patients, while reporting poor adherence approximately to
the same degree in all groups. This finding may be due to
implicitly lower expectations of visible minority patients,
leading to a positive recall bias (perhaps a sense of relief)
when these patients attended appointments regularly and
did generally well. It may also be that case managers were
eager to display an absence of ethnicity-based bias and thus
paid more attention to reporting follow-up for their visible
minority patients. It is worth noting that case manager

Adherence to Follow-Up in First-Episode Psychosis

estimates of patients poor follow-up were no better than
chance, indicating a possible need to increase appointment
adherence vigilance for all patients with first-episode
psychosis.

Limitations

This is a retrospective cohort study and thus some
measures could not be implemented, such as directly
interviewing patients about their perceptions of the
clinic and expectations of the clinical process. SES data
were not sufficiently present to allow statistical control
for socioeconomic factors. The structure of the clinic,
however, inherently equalizes SES barriers to attendance of
appointments: universal health care, free bus and taxi tickets
for patients who need them, and extensive efforts to engage
families, caregivers, and patients via free individual and
group psychoeducation. The most important limitation may
be the small number of case managers (N =4) who completed
questionnaires, thereby reducing the generalizability of these
findings. Additionally, responses within case managers could
be correlated. Due to small sample numbers, nested analysis
was not performed.

CONCLUSION

These results may be clinically helpful to those working
with vulnerable populations with early psychosis. First,
clinicians should note that visible minority youth may
be dropping out of psychiatric services very early in
the treatment process, perhaps even before seeing the
psychiatrist or entering the clinic doors. Second, first-
episode psychosis clinical teams should focus resources
on these earliest contacts with visible minority patients to
help them access psychiatric services in a timely manner.
Third, clinical programs should be adapted and receptive
to linguistically and culturally diverse patients and their
families. Finally, case managers and clinicians should be
aware of their preconceived expectations of visible minority
patients since clinician attitudes and beliefs may influence
perception of adherence and other outcomes. Furthermore,
the double subject set (patients and case managers) and
mixed-method design of this study is an original and useful
approach to investigating multifaceted phenomena such as
bias and service engagement.

Submitted: May 5, 2017; accepted March 14, 2018.

Published online: June 7,2018.

Potential conflicts of interest: None.

Funding/support: None

Previous presentations: Preliminary results of this study were presented in
poster sessions at the World Psychiatric Association World Congress; Madrid,
Spain; September 14-18, 2014 = Canadian Psychiatric Association Annual
Meeting; Toronto, Canada; September 11-14, 2014 = American Psychiatric
Association Annual Meeting; Toronto, Canada; May 16-20, 2015.
Acknowledgments: The authors thank Lawrence Annable, Dip Stat, McGill
University, Quebec, Canada, for his help with the statistical methods used
in this study and Marc Laporta, MD, McGill University, Quebec, Canada, for
helping with the editing of the manuscript.

Supplementary material: See accompanying pages.

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2018 Copyright Physicians Postgraduate Press, Inc.

Prim Care Companion CNS Disord 2018;20(3):17m02156

PrRiMARYCARECOMPANION.cOM [E €5



Nikolitch et al

REFERENCES

1.

Coker TR, Elliott MN, Kataoka S, et al. Racial/
ethnic disparities in the mental health care
utilization of fifth grade children. Acad Pediatr.
2009;9(2):89-96.

. Freiman MP, Cunningham PJ. Use of health care

for the treatment of mental problems among
racial/ethnic subpopulations. Med Care Res Rev.
1997;54(1):80-100.

. Kokaua J, Schaaf D, Wells JE, et al. Twelve-

month prevalence, severity, and treatment
contact of mental disorders in New Zealand
born and migrant Pacific participants in Te Rau
Hinengaro: The New Zealand Mental Health
Survey. Pac Health Dialog. 2009;15(1):9-17.

. Pumariega AJ, Glover S, Holzer CE 3rd, et al.

Administrative update: utilization of services, Il:
utilization of mental health services in a tri-
ethnic sample of adolescents. Community Ment
Health J. 1998;34(2):145-156.

. Dobalian A, Rivers PA. Racial and ethnic

disparities in the use of mental health services.
JBehav Health Serv Res. 2008;35(2):128-141.

. Jarvis E. Schizophrenia in British immigrants:

recent findings, issues and implications.
Transcult Psychiatry. 1998;35(1):39-74.

. Mohan R, McCrone P, Szmukler G, et al. Ethnic

differences in mental health service use among
patients with psychotic disorders. Soc
Psychiatry Psychiatr Epidemiol.
2006;41(10):771-776.

. Samnaliev M, McGovern MP, Clark RE. Racial/

ethnic disparities in mental health treatment in
six Medicaid programs. J Health Care Poor
Underserved. 2009;20(1):165-176.

. BurnettR, Mallett R, Bhugra D, et al. The first

contact of patients with schizophrenia with
psychiatric services: social factors and
pathways to care in a multi-ethnic population.
Psychol Med. 1999;29(2):475-483.

. Commander MJ, O'Dell SM, Surtees PG, et al.

Characteristics of patients and patterns of
psychiatric service use in ethnic minorities. Int J
Soc Psychiatry. 2003;49(3):216-224.

. Berg JE. The level of non-Western immigrants’

use of acute psychiatric care compared with
ethnic Norwegians over an 8-year period. Nord
J Psychiatry. 2009;63(3):217-222.

. Cooper C, Tandy AR, Balamurali TBS, et al. A

systematic review and meta-analysis of ethnic
differences in use of dementia treatment, care,
and research. Am J Geriatr Psychiatry.
2010;18(3):193-203.

. Yamada AM, Barrio C, Atuel H, etal. A

20.

21.

22.

23.

24,

25.

26.

27.

retrospéctive study of delayed receipt of
initial psychiatric services in a tri-ethnic
community sample of adults with
schizophrenia. Schizophr Res.
2009;108(1-3):305-306.

. Bhugra D, Bhui K. Racism in psychiatry:

paradigm lost—paradigm regained. Int Rev
Psychiatry. 1999;11(2-3):236-243.

. Elster A, Jarosik J, VanGeest J, et al. Racial and

ethnic disparities in health care for
adolescents: a systematic review of the
literature. Arch Pediatr Adolesc Med.
2003;157(9):867-874.

. Jerrell JM, Wilson JL. Ethnic differences in the

treatment of dual mental and substance
disorders: a preliminary analysis. J Subst Abuse
Treat. 1997;14(2):133-140.

McGuire TG, Miranda J. New evidence
regarding racial and ethnic disparities in
mental health: policy implications. Health Aff
(Millwood). 2008;27(2):393-403.

. Ridley CR, Chih DW, Olivera RJ. Training in

cultural schemas: an antidote to unintentional
racism in clinical practice. Am J
Orthopsychiatry. 2000;70(1):65-72.

. Sentell T, Shumway M, Snowden L. Access to

mental health treatment by English language
proficiency and race/ethnicity. J Gen Intern
Med. 2007;22(suppl 2):289-293.

Snowden LR. Bias in mental health assessment
and intervention: theory and evidence. AmJ
Public Health. 2003;93(2):239-243.

Jarvis GE. Changing psychiatric perception of
African Americans with psychosis. EurJAm
Cult. 2008;27(3):227-252.

Mallinger JB, Lamberti JS. Psychiatrists’
attitudes toward and awareness about racial
disparities in mental health care. Psychiatr
Serv. 2010;61(2):173-179.

Hutchinson G, Gilvarry C. Ethnicity and
dissatisfaction with mental health services. Br
J Psychiatry. 1998;172(01):95-96.

Leavey G, King M, Cole E, et al. First-onset
psychotic illness: patients’ and relatives’
satisfaction with services. BrJ Psychiatry.
1997;170(01):53-57.

Marwaha S, Livingston G. Stigma, racism or
choice: why do depressed ethnic elders avoid
psychiatrists? J Affect Disord.
2002;72(3):257-265.

Gary FA. Stigma: barrier to mental health care
among ethnic minorities. Issues Ment Health
Nurs. 2005;26(10):979-999.

Nosé M, Barbui C, Tansella M. How often do
patients with psychosis fail to adhere to

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

tréatment programs? a systematic feview.
Psychol Med. 2003;33(7):1149-1160.

Seeman MV. Canada: psychosis in the
immigrant Caribbean population. Int J Soc
Psychiatry. 2011;57(5):462-470.

Jarvis GE, Kirmayer LJ, Jarvis GK, et al. The role
of Afro-Canadian status in police or ambulance
referral to emergency psychiatric services.
Psychiatr Serv. 2005;56(6):705-710.

Adeponle AB, Thombs BD, Groleau D, et al.
Using the cultural formulation to resolve
uncertainty in diagnoses of psychosis among
ethnoculturally diverse patients. Psychiatr Serv.
2012;63(2):147-153.

Anderson KK, Flora N, Ferrari M, et al; ACE
Project Team. Pathways to first-episode care for
psychosis in African-, Caribbean-, and
European-origin groups in Ontario. Can J
Psychiatry. 2015;60(5):223-231.

Archie S, Akhtar-Danesh N, Norman R, et al.
Ethnic diversity and pathways to care for a first
episode of psychosis in Ontario. Schizophr Bull.
2010;36(4):688-701.

Malla A, Norman R, McLean T, et al. A Canadian
program for early intervention in non-affective
psychotic disorders. Aust N ZJ Psychiatry.
2003;37(4):407-413.

StatisticsCanada. Ethnic Origin (247),
Generation Status (4), Single and Multiple
Ethnic Origin Responses (3), Age Groups (9) and
Sex (3) for the Population 15 Years and Over of
Canada. Provinces, Territories, Census
Metropolitan Areas and Census
Agglomerations, 2006 Census: Sample Data.
2006. http://communitydata.ca/content/
ethnic-origin-247-generation-status-4-single-
and-multiple-ethnic-origin-responses-3-age.
Siddigi A, Nguyen QC. A cross-national
comparative perspective on racial inequities in
health: the USA versus Canada. J Epidemiol
Community Health. 2010;64(1):29-35.
Montgomery K. Imagining the antiracist state:
representations of racism in Canadian history
textbooks. Discourse (Abingdon).
2005;26(4):427-442.

Leclerc E, Noto C, Bressan RA, et al.
Determinants of adherence to treatment in
first-episode psychosis: a comprehensive
review. Rev Bras Psiquiatr. 2015;37(2):168-176.
Vinkers D, van Baars AW, Wierdsma Al. Ethnicity
and service engagement among involuntary
patients. Psychiatr Serv. 2013;64(9):933-934.

Lal S, Malla A. Service engagement in first-
episode psychosis: current issues and future
directions. Can J Psychiatry. 2015;60(8):341-345.

Supplementary material follows this article.

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2018 Copyright Physicians Postgraduate Press, Inc.

€6 [E PRIMARYCARECOMPANION.COM

Prim Care Companion CNS Disord 2018;20(3):17m02156


http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19329099&dopt=Abstract
https://doi.org/10.1016/j.acap.2008.11.007
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9437160&dopt=Abstract
https://doi.org/10.1177/107755879705400105
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19585730&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9620159&dopt=Abstract
https://doi.org/10.1023/A:1018788901831
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18074230&dopt=Abstract
https://doi.org/10.1007/s11414-007-9097-8
https://doi.org/10.1177/136346159803500102
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16847582&dopt=Abstract
https://doi.org/10.1007/s00127-006-0094-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19202255&dopt=Abstract
https://doi.org/10.1353/hpu.0.0125
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10218939&dopt=Abstract
https://doi.org/10.1017/S0033291798008125
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14626364&dopt=Abstract
https://doi.org/10.1177/00207640030493007
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19034713&dopt=Abstract
https://doi.org/10.1080/08039480802571010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20224516&dopt=Abstract
https://doi.org/10.1097/JGP.0b013e3181bf9caf
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19081228&dopt=Abstract
https://doi.org/10.1016/j.schres.2008.11.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12484404&dopt=Abstract
https://doi.org/10.1080/09540269974429
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12963591&dopt=Abstract
https://doi.org/10.1001/archpedi.157.9.867
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9258857&dopt=Abstract
https://doi.org/10.1016/S0740-5472(96)00125-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18332495&dopt=Abstract
https://doi.org/10.1377/hlthaff.27.2.393
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10702851&dopt=Abstract
https://doi.org/10.1037/h0087771
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17957413&dopt=Abstract
https://doi.org/10.1007/s11606-007-0345-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12554576&dopt=Abstract
https://doi.org/10.2105/AJPH.93.2.239
https://doi.org/10.1386/ejac.27.3.227_1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20123823&dopt=Abstract
https://doi.org/10.1176/ps.2010.61.2.173
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9534843&dopt=Abstract
https://doi.org/10.1192/bjp.172.1.95c
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9068776&dopt=Abstract
https://doi.org/10.1192/bjp.170.1.53
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12450643&dopt=Abstract
https://doi.org/10.1016/S0165-0327(01)00470-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16283995&dopt=Abstract
https://doi.org/10.1080/01612840500280638
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14580069&dopt=Abstract
https://doi.org/10.1017/S0033291703008328
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20388719&dopt=Abstract
https://doi.org/10.1177/0020764010365979
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15939947&dopt=Abstract
https://doi.org/10.1176/appi.ps.56.6.705
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22302332&dopt=Abstract
https://doi.org/10.1176/appi.ps.201100280
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26174526&dopt=Abstract
https://doi.org/10.1177/070674371506000504
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18987101&dopt=Abstract
https://doi.org/10.1093/schbul/sbn137
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12873324&dopt=Abstract
https://doi.org/10.1046/j.1440-1614.2003.01194.x
http://communitydata.ca/content/ethnic-origin-247-generation-status-4-single-and-multiple-ethnic-origin-responses-3-age
http://communitydata.ca/content/ethnic-origin-247-generation-status-4-single-and-multiple-ethnic-origin-responses-3-age
http://communitydata.ca/content/ethnic-origin-247-generation-status-4-single-and-multiple-ethnic-origin-responses-3-age
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19542077&dopt=Abstract
https://doi.org/10.1136/jech.2008.085068
https://doi.org/10.1080/01596300500319712
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25946398&dopt=Abstract
https://doi.org/10.1590/1516-4446-2014-1539
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24026845&dopt=Abstract
https://doi.org/10.1176/appi.ps.201300037
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26454555&dopt=Abstract
https://doi.org/10.1177/070674371506000802

- —

T— IR R ——

—— -
THE PRIMARY CARE COMPANION
FOR CNS DISORDERS

Supplementary Material

Article Title: Adherence to Follow-Up in First-Episode Psychosis: Ethnicity Factors and Case
Manager Perceptions

Author(s): Katerina Nikolitch, MD, MSc; Andrew Ryder, PhD; and G. Eric Jarvis, MD, MSc

DOI Number: https://doi.org/10.4088/PCC.17m02156

List of Supplementary Material for the article

1. Appendix 1

Disclaimer

This Supplementary Material has been provided by the author(s) as an enhancement to the published article. It
has been approved by peer review; however, it has undergone neither editing nor formatting by in-house editorial
staff. The material is presented in the manner supplied by the author.

Itis illegal to post this copyrighted PDF on any website. ¢ © 2018 Copyright Physicians Postgraduate Press, Inc.
© Copyright 2018 Physicians Postgraduate Press, Inc.



Questionnaire for Case Managers
Case Number:

1. To the best of your knowledge, what is your patient’s age?

2. What is your patient’s gender?

3. What is your patient’s marital status?

4. What is your patient’s employment status?

5. To the best of your knowledge, what level of education has your patient achieved?

6. To the best of your knowledge, what is the ethnicity of this patient?

7. Was this patient born in Canada?
a. Yes
b. No

8. If not, where was the patient born?

9. What is the patient’s current status in Canada?
a. Citizen
b. Permanent resident
c. Refugee or refugee claimant
d. Student or working visa
e. Other: please specify

10. To the best of your knowledge, what is the patient’s religious affiliation?

11. How regularly does this patient attend appointments (including regular appointments, home visits, phone
appointments, etc.)?
a. Veryregularly
b. Somewhat regularly
c. Poorly
d. Very poorly

In your opinion, what factors contribute to the patient’s pattern of attendance of appointments?



12. To the best of your knowledge, how well does this patient adhere to his/her medication?

a. Very well

b. Somewhat
c. Poorly

d. Very poorly

In your opinion, what factors contribute to the patient’s pattern of medication adherence

13. Overall, would you say that this patient has been cooperative with the treatment team?

14. How much insight do you feel this patient has into his/her condition?

a. None
b. Poor
c. Good
d. Verygood

Why do you think this is the case?

15. How involved is the family in this patient’s treatment?
e. Veryinvolved
f. Somewhat involved
g. Not much involved
h. Not at all involved

What are the main issues you have experienced working with this patient’s family?
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