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Psychotropic drugs prescription in undocumented migrants

and indigent natives in ltaly

Cesare Cerri?, Gianfrancesco Fiorini®, Silvia Bini®, Antonello E. Rigamontib,
Nicoletta Marazzi®, Alessandro Sartorio® and Silvano G. Cella®

To evaluate psychotropic drug use in undocumented
migrants and natives in the same conditions of poverty. We
studied drug dispensation by a nongovernmental
organization during the year 2014. Drugs were identified
according to the Anatomical Chemical Therapeutic
classification and their quantity was measured in defined
daily doses (DDD). We determined the percentage of
patients taking at least one medicine with psychotropic
activity in relation to the total number of patients receiving
medicines of any class. We also calculated the individual
DDD for psychoactive drugs. The percentage of natives
receiving this type of medicine is significantly higher than
that of undocumented migrants. Individual DDDs for each
class of psychotropic drug are comparable in Italians and
undocumented migrants and, among the latter, no
difference was found in relation to ethnicity. Our findings
describe for the first time the use of psychotropic medicines
by undocumented migrants. On this basis, we hypothesize
that poverty is more important than migration and ethnicity

Introduction

In recent years, the growing immigration from develop-
ing countries to the European Union (EU) has increas-
ingly been composed of undocumented individuals
escaping from conditions of poverty, war and persecu-
tions (T'siodras, 2015). Their number is increasing stea-
dily: for example, between 2012 and 2013, detections of
unauthorized crossing of the EU external borders
increased by 48% (75000-107 000) (International
Organization for Migration, 2014).

Evaluation of the health status and needs of migrants has
been carried out in recent years for documented indivi-
duals, especially through the analysis of existing data-
bases. For affective, mood and personality disorders, data
are available especially on their epidemiology (Diaz ef al.,
2015; Esmevyer e al, 2015) and predisposing factors
(Lindert ez al., 2009; Arévalo e al., 2015). Despite this,
conclusions drawn by different authors are somehow
conflicting, for example for depressive disorders, whose
prevalence in this population, compared with natives, is
reported differently (Astell-Burt er 4/, 2012; Esmeyer
et al., 2015; Levecque and Van Rossem, 2015; Fellmeth
et al., 2016). This may because of the many factors
underlying the clinical manifestations of these disorders,
such as premigration and postmigration factors,
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in generating the need for this type of pharmacological
treatment. Both natives and undocumented migrants show
poor adherence to treatment. This situation should be
considered when programming health interventions in this
field for the very poor and undocumented migrants. Int Clin
Psychopharmacol 32:294-297 Copyright © 2017
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proficiency in the host country language, neighbourhood
ethnic density, type of immigration policies, the reason
for migration, mobility problems, etc. (Lindert er a/.,
2009; Steel er al., 2011; Arévalo e al., 2015; Rask et al.,
2015).

For undocumented migrants, almost no information is
available, the only exception being that the fact itself of
not having a legal status has a negative impact on physical
and mental illnesses (Kuhene ¢ @/, 2015). In an attempt
to begin to evaluate the prevalence of mental health
problems in this population, we studied the use of anti-
depressants, antipsychotics and anxiolytics in a popula-
tion of undocumented migrants and Italians in the same
condition of poverty cared for by a nongovernmental
organization (NGO).

Methods

For this study, we used the original method of matching
patients’ demographic data with drug prescription, coded
according to the Anatomical Chemical Therapeutic
(A'T'C) classification, as described previously (Bini e 2/,
2016). For this, we collected the data on drug dispensa-
tion made available by the pharmacy of the Opera San
Francesco (OSF), a major NGO in Milan, Lombardy
(Iraly). 'This NGO provides healthcare to undocumented

DOI: 10.1097/Y1C.0000000000000184

Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.



migrants and natives not registered with the National
Health Service.

All the adules aged 18 vears of age and older seen in the
outpatients clinic at the OSF in vear 2014 who received
at least one drug prescription were initially included;
migrants were grouped on the basis of their ethnicity.

For each patient age, sex and ethnic origin were recor-
ded, together with the prescription and the date of
consultation.

Drugs were grouped according to the ATC classification
and their quantities were calculated as the daily defined
dose (DDD)/1000 patients/day, as suggested by the
WHO (WHO Collaborating Centre for Drug Statistics
Methodology. Oslo, 2012). The ATC classification is a
taxonomic method based on the classification of drugs
according to the organs or systems that they target and on
their chemical, pharmacological and therapeutic proper-
ties. The DDD is a unit of measure representing the
daily maintenance dose in adults according to the main
therapeutic indication of the drug (Leung and
Dumontier, 2016).

ATC classes NO5SA (antipsychotics), N05 B (anxiolytics)
and C (hypnotics and sedatives) and NO6 (anti-
depressants) were taken into account. NO5SB and NO5C
classes were considered together as the anxiolytic and
hypnotic activities of these drugs are strictly related;
anticonvulsants, also used in mood disturbances, were
not considered as we could not differentiate between
prescriptions for epilepsy and prescriptions for mood
regulation. Among the individuals receiving prescrip-
tions, we first calculated the number of individuals
receiving at least one such prescription (NO5A and/or
NO5 B/C and/or N06) and the number of individuals
receiving any other prescription; for each group, the use
of psychotropic drugs is expressed as the percentage of
individuals receiving one or more of these on the total
number of individuals receiving any class of medicines.
This was done to make a correction since there was a
high difference in numerosity among the various groups.
T'hen, for each of the three ATC classes, we calculated
the mean DDD for a single patient. These calculations
were carried out separately for the different ethnic groups
(and the group of natives) using an appropriate statistical
software IBM-SPSS Scatistics (IBM, North Castle,
New York, USA).

Ethics
This study was approved by the Ethics Committee
of OSF.

All data were anonymized to make impossible the
identification of individual patients.
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Results

The demographic data of our population are shown in
Table 1. As can be seen, the mean age was comparable in
all the groups; the same was not true for the sex dis-
tribution, with more women among Latin Americans and
East Europeans and more men in the other groups.
Therefore, data on drug dispensations were always cal-
culated separately for men and women to avoid a
possible bias.

Table 2 shows the percentage of patients receiving at
least one prescription of psychotropic drug(s) during the
year of observation. This percentage is calculated for
each group on the total number of patients receiving drug
prescriptions when seen in the clinic. We did not dif-
ferentiate between individuals who were prescribed only
one or more medicines belonging to the ATC NO5 and
NO06 classes and those who also received, at the same
time, drugs in other ATC classes (e.g. antidiabetics, anti-
inflammatories, etc.). This measure expresses only the
ratio between the number of individuals on psychotropic
drugs and that of individuals on every other class of drug,
without considering if any given patient is on both types
of drug or only one.

The percentage of individuals using psychotropic medi-
cines did not show significant differences among the five
ethnic groups. In contrast, the percentage of natives
using ATC NO0O5 and N06 preparations was significantly
higher. The number of women was slightly higher in all
the groups, with the exception of Asians; overall, it was
statistically significant.

When we analysed the amount of DDDs per individual,
we found no differences between the group of natives
and each of the ethnic groups (Table 3). This was also
true in the only case in which a difference was found
between two ethnic groups, that is, between Latin
Americans and East Europeans with respect to NOSA
drugs use; even for this peculiar and likely casual situa-
tion, the difference berween Iralians (9.8+18.1) and
either Latin Americans (15.2£11.1) or East Europeans
(3.7£2.8) did not reach significance.

Discussion

When describing the pharmacoepidemiology of a given
population, drug dispensation register data are compar-
able to interview-based data and less time-consuming to
collect (Taipale er @/, 2016). In our case, we used this
approach, using the data of an NGO, to compare the use
of psvchoactive medicines in various groups of undocu-
mented migrants compared with a group of natives in the
same conditions of poverty. Poverty is known to be
associated with common mental disorders (LLund ef a/.,
2011) and these, in turn, have a greater prevalence in low-
income and middle-income countries (Funk ez @/, 2012),
the same countries from which the majority of migrants
arrive. Data on the mental health of this population are
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Table 1 Demographic characteristics of the population
Age (years)

Sex Ethnic origin 18-20 21-30 31-40 41-50 51-60 > 60 Total

Females ltaly 3 10 20 20 2 0] 55
Eastern Europe 35 117 169 296 444 22 1073
Northern Africa 25 153 120 82 53 1 434
Sub-Saharan Africa 10 30 56 61 45 2 204
Latin America 55 173 184 356 314 26 1108
Asia 7 14 64 50 58 2 195

Total (females) 135 497 603 865 916 53 3069

Males ltaly 4 14 16 73 42 0 149
Eastern Europe 19 60 177 271 366 5 898
Northern Africa 51 293 380 439 143 4 1310
Sub-Saharan Africa 33 113 197 99 69 0 511
Latin America 21 97 154 231 154 9 666
Asia 43 194 143 130 133 2 645

Total (males) 171 77 1067 1243 907 20 4179

Total (males + females) 306 1268 1670 2108 1823 73 7248

Table 2 Percentage of individuals on psychotropic drugs among
the population of patients on any type of treatment

Ethnic origin Males Females
Italy 21.2 28.6
Eastern Europe 6.6 8.6
Northern Africa 41 6.7
Sub-Saharan Africa 5.3 4.5
Latin America 38 6.1
Asia 3.6 36

The distribution is not casual (P < 0.001).

Overall male percentage versus overall female percentage: P < 0.05.
Eastern Europe versus Latin America, Northern Africa and Asia: P<0.05,
ltalians versus any other group: P<0.01.

Table 3 Defined daily doses per individual during the year of

observation

Sex Ethnical group NOSA NO5B + NO5C NOGA

Females ltaly 11.8+£9.3 11.7+£8.7 26.1+19.1
Eastern Europe 10.0£9.4 11.8£9.0 20.1+15.1
Northern Africa 175+8.4 126+11.3 239+124
Sub-Saharan Africa 9.0+3.4 14.2+121 16.9+13.1
Latin America 10.2+£9.7 105+6.7 18.8+15.2
Asia 93+4.6 9.6+4.2 21.3+18.2

Males ltaly 9.8+18.1 10.1+6.7 30.7+16.8
Eastern Europe 3.7+28 9.6+6.1 21.2+121
Northern Africa 6.0+ 7.6 10.8+6.2 23.7+11.9
Sub-Saharan Africa  11.0£6.9 12.8+94 243+10.3
Latin America 152+111 13.3+8.5 270+13.7
Asia 6.6-4.4 11.3+74 20.5+13.9

Data are expressed as mean=SD.
No statistical differences were found, with the exception of Latin Americans and
Eastern Europeans for the NO5A class (P < 0.05).

increasingly becoming available, although not always
pointing to the same conclusions. Although post-
traumatic stress disorder is known to be significantly
more common among migrants than in the age-matched
general population (Fazel ez a/., 2005), we do not exactly
know how relevant other mental disorders are in this
population. This occurs, for example, for depression.
Excluding studies with low numbers of participants and
clear selection biases (Saraga er «f, 2013), different

authors have found that many factors plav a role in the
epidemiology of this disorder in migrants. T'hese include,
among others, sex differences, visa status, premigration
and postmigration factors and neighbourhood density
(Steel et al., 2011; Arévalo er al., 2015; Esmever e al.,
2015).

In our study, we evaluated the use of different classes
of psychotropic medicines by different ethnic groups of
migrants compared with natives in the same condition of
poverty, the role of the latter thus being the same for all
the groups. Our main findings are that the percentage of
individuals using this type of medicines is lower among
migrants than among Italians and that individuals on such
treatment require the same amount of DDD. This is
somehow unexpected on the basis of the few available
studies in undocumented migrants. For example, it has
been shown that undocumented migrants in Germany
report significantly worse mental health than natives and
residents from USA, suggesting the conclusion that living
without legal status has a negative effect on physical and
mental well-being (Kuhene ¢ #/., 2015). Other workers
have pointed out that depression is more common among
first-generation migrants, especially among those born
outside of Europe (Arévalo er a/., 2015). This interesting
study was carried out using registers from the European
Social Survey 2006/2007 in 20 European countries.
Although Italy was not included and the population was
composed of regular migrants, we expected that the
conclusions could fit, at least in part, also our population
of undocumented migrants, but this was not the case.
Other workers found different resules; for example in
the Aragon region, Spain, depression was found to have
a low prevalence among migrants, especially Eastern
Europeans. However, the authors underline the possible
role of many biases, mainly because of sex distribution;
morcover, they do not define the percentage of undo-
cumented individuals in their population of migrants
(Esmever er /., 2015). Australian researchers have found
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that psychiatric symptoms of migrants are significantly
reduced when they receive the right to work and gain
access to healthcare (Hocking er a/., 2015).

Canadian researchers have reported that the prevalence
of mental problems is lower on arrival, but with time, it
becomes comparable to that of the native population
(Kirmayer e a/., 2011). These data appear to be more in
agreement with ours, which seem to lend more impor-
tance to poverty than to the status of the migrant itself.
However, we also have to consider that the greater per-
centage of natives using psychotropic medicines can be
partly because of social and cultural biases; for example,
migrants with poor language proficiency could have
limitations in expressing their mental distresses and
therefore receive fewer prescriptions of this type; this
does not seem to occur with other chronic diseases
(Fiorini er @/, 2016). Another interesting point is that,
although mental diseases are usually chronic, both
natives and migrants have a very low count of DDDs per
patient. This seems to reflect a very poor adherence to
treatment and could be because of the fact that the
population of our study is not residential and therefore
escapes regular follow-up.

We are aware that the limited size of our sample may
represent a limitation of this study. However, it should be
considered that this is a very unstable population and
therefore larger samples are extremely difficult to obtain.
Moreover, our sample, although small, is representative
of all the ethnicities of undocumented migrants living
in Italy.

Despite these limitations, we believe that our results
have to be taken into account when planning targeted
public mental health interventions; this appears to be
very important, owing both to the increasing poverty and
the continuous growing population of undocumented
migrants in many EU countries.

Acknowledgements

The authors thank the ‘Osservatorio Donazione Farmaci’
of the Banco Farmaceutico Foundation for the interest
shown in our work.

Conflicts of interest
T'here are no conflicts of interest.

References

Arévalo SP, Tucker KL, Falcon LM (2015). Beyond cultural factors to understand
immigrant mental health: neighborhood ethnic density and the moderating
role of pre-migration and post-migration factors. Soc Sci Med 128:91-100.

Astell-Burt T, Maynard MJ, Lenguerrand E, Harding S (2012). Racism. Ethnic
density and psychological well-being through adolescence: evidence from the

Psychotropic drugs in poverty and migration Cerri et al. 297

Determinants of adolescent Social well-being and Health longitudinal study.
Ethn Health 17:71-87.

Bini S, Rigamonti AE, Fiorini F, Bertazzi PA, Fiorini GF, Cella SG (2016). Health
needs assessment in patients assisted by a pharmaceutical non-profit chari-
table organisation: a preliminary pharmacoepidemiological survey based on
the analysis of drug dispensation within ltaly's Banco farmaceutico. It J Med
10:111-118.

Diaz E, Poblador-Pou P, Gimenu-Feliu LA, Calderon-Larranaga A, Kumar BN,
Prados-Torres A (2015). Multimorbidity and its patterns according to immi-
grant origin. A nationwide register-based study in Norway. PLoS One 10:
e0145233.

Esmeyer EM, Magallon-Botaya R, Lagro-Janssen AL (2015). Gender differences
in the incidence of depression among immigrants and natives in
Aragon, Spain. J Immigr Minor Health 19:1-5.

Fazel M, Wheeler J, Danesh J (2005). Prevalence of serious mental disorders in
7000 refugees resettled in western countries: a systematic review. Lancet
365:1309-1313.

Felmeth G, Fazel M, Plugge E (2016). Migration and perinatal mental health in
women from low- and middle-income countries: a systematic review and
meta-analysis. BJOG 124:742-752.

Fiorini G, Cerri C, Bini S, Rigamonti AE, Perlini S, Marazzi N, et al. (2016). The
burden of chronic noncommunicable diseases in undocumented migrants: a
1-year survey of drugs dispensations by a non-governmental organization
in ltaly. Public Health 141:26-31,

Funk M, Drew N, Knapp M (2012). Mental health, poverty and development.
J Public Mental Health 11:166-185.

Hocking DC, Kennedy KA, Sundram S (2015). Social factors ameliorate psy-
chiatric disorders in community-based asylum seekers independent of
visa status. Psychiatry Res 230:628-636.

International Organization for Migration (2014). Global migration trends . Geneva:
Migration Research Division, International Organization for Migration.

Kirmayer LG, Narasiah L, Munoz M, Rashid M, Ryder AG, Guzder J, et al., for the
Canadian Collaboration for Immigrant and Refugee Health (CCIRH) (2011).
Common health problems in immigrants and refugees: general approach in
primary care. CMAJ 183:E959-E967.

Kuhene A, Huschke S, Bullinger M (2015). Subjective health of undocumented
migrants in Germany - a mixed methods approach. BMC Public Health
15:926-993.

Leung Tl, Dumontier M (2016). Overlap in drug-disease associations between
clinical practice guidelines and drug structured product label indications.
J Biomed Semantics 7:37.

Levecque K, van Rossem R (2015). Depression in Europe: does migrant inte-
gration have mental health payoffs? A cross-national comparison of 20
European countries. Ethn Health 20:49-65.

Lindert J, von Ehrenstein OS, Priebe S, Mielck A, Brahler E (2009). Depression
and anxiety in labor migrants and refugees — A systematic review and meta-
analysis. Soc Sci Med 69:246-257.

Lund C, De Silva M, Plagerson S, Cooper S, Chisolm D, Das J, et al. (2011).
Poverty and mental disorders: breaking the cycle in low-income and middle-
income countries. Lancet 378:1502-1514,

Rask S, Castaneda AE, Kaponen P, Sainio P, Stenholm S, Suvisaari J, et al.
(2015). The association between mental health problems and and mobility
limitation among Russian, Somali and Kurdish migrant: a population
based study. BMC Public Health 15:275.

Saraga M, Gholam-Rezaee M, Preisig M (2013). Symptoms, comorbidity and
clinical course of depression in immigrants: putting psychopathology in con-
text. J Affect Disord 151:795-799.

Steel Z, Momartin S, Silove D, Coello M, Aroche J (2011). Two year psychosocial
and mental health outcomes for refugees subjected to restrictive or suppor-
tive immigration policies. Soc Sci Med 72:1149-1156.

Taipale H, Tanskanen A, Koponen M, Tolppanen AM, Tiihonen J, Hartikainen S
(2016). Agreement between PRE2DUP register data modeling and com-
prehensive drug use interview among older persons. Clin Epidemiol
8:363-371.

Tsiodras S (2015). Irregular migrants: a eritical care or a public health emergency.
Intensive Care Med 42:252-255.

WHO Collaborating Centre for Drug Statistics Methodology. Oslo, 2012.
Giuidelines for ATC classification and DDD assignment. http.//www.whocc.
nofatc_ddd_index/. [Accessed 24 January 2017].

Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.



