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Abstract

Objectives  Although family reunification migrants form a
large proportion of migrants, their prevalence of mental
disorders is unknown because research has focused on
mixed groups of first generation immigrants and refugees.
Our aim was to investigate the risk of mental disorders
among family reunification migrants compared with that
among native Danes.

Methods Family reunification migrants (n = 31,923)
were matched on age and sex with native Danes
(n = 127,687). Civil registration numbers were linked to
the Danish Psychiatric Central Register to obtain data on
diagnosis for all first-time psychiatric hospital contacts for
migrants (n = 972) and native Danes (n = 5,390) between
1 January 1994 and 31 December 2003.

Results  Overall family reunification migrants had a sig-
nificantly lower risk of having a first-time psychiatric
contact for mental disorders than did native Danes
(RR = 0.78; 95% CI 0.71-0.87); specific risks of psy-
chotic, affective and neurotic disorders did not differ
except for migrant men, who had a higher risk of nervous
disorder than that of native Danes (RR = 1.59; 95% CI
1.17; 2.17).
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Conclusions Overall, family reunification migrants had a
similar or lower risk of mental disorders compared with
native Danes. The results may reflect true morbidity pat-
terns or an underestimation of mental illness due to
problems of access to care.
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Introduction

Family reunification migrants began arriving in Denmark
in the 1960s and 1970s as relatives to labour migrants; this
reunification continued in the 1980s and 1990s, adding to it
relatives of refugees. Since 2001, approximately 50,000
family reunification migrants have arrived in Denmark,
mainly from Iraq, Turkey, Somalia, Afghanistan and
Pakistan (The Danish Immigration Service 2008). Family
reunification migrants come to Denmark on three different
legal grounds: (1) reunification with refugee; (2) reunifi-
cation with (labour) immigrant; or (3) reunification with
Danish or Nordic citizen. Family reunification migrants
comprise parents, spouses or children of migrants. After
family reunification, migrants have obtained a residence
permit, they have 1 year to enter Denmark. Alternatively,
they can apply for family reunification while staying in
Denmark on a tourist or work visa. Family reunification
migrants hold a residence permit when they register at the
National Register in their local municipality. This implies
that they are included under the Danish National Health
Insurance and, therefore, have the same rights to healthcare
as those of Danish citizens. Apart from a quarantine period
of 6 weeks, this implies free access. There are no available
guidelines from the Danish Immigration Service or the
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National Board of Health concerning the medical reception
of newly arrived family reunification migrants. They are
not officially introduced to the Danish healthcare system,
but have to rely on their relatives and language schools for
the introduction. This is in contrast with refugees, most of
whom come to Denmark as asylum seekers and conse-
quently receive medical screening upon arrival and an
introduction to the Danish health care system by the Danish
Red Cross, who are responsible for asylum seekers’ living
conditions and healthcare.

Most studies of the incidence of mental health problems
of migrants living in Western countries concern either ref-
ugees alone (including asylum seekers) or a mix of first
generation immigrants and refugees. Most often migrants
are divided into these groups based on country of origin
rather than on information from immigration authorities. For
mixed groups of first generation migrants from non-Western
countries, studies show higher incidences of psychotic dis-
orders (Cantor-Graae and Selten 2005; Cantor-Graae et al.
2005; Selten et al. 2001; Westman et al. 2006) as well as
affective and nervous disorders among migrants compared
with non-migrants (de Wit et al. 2008; Helweg-Larsen et al.
2007; van der Wurff et al. 2004). The higher rates of mental
health disorders have been attributed to a series of experi-
ences related to the migration process (Bhugra 2004; Lindert
et al. 2008). Pre-migration experiences include violence,
trauma, poverty and torture. Migration experiences include
trafficking under life threatening conditions and lack of
access to medicine and healthcare. Finally, post-migration
experiences in recipient countries encompass language
barriers, cultural bereavement, marginalisation, isolation,
discrimination and uncertainties about legal status. Family
reunification migrants do not necessarily come from conflict
areas; generally, they do not need to use illegal trafficking as
a means for their journey. Therefore, their mental wellbeing
would be expected to be primarily influenced by post-
migration experiences related to life in exile.

To the best of our knowledge, no studies on mental
disorders among first-generation migrants focus exclu-
sively on family reunification migrants. Nevertheless, this
group is interesting to study separately for the following
reasons: (1) family reunification migrants form the major-
ity of individuals who obtain residence permit in Denmark
and many other Western countries; (2) family reunification
migrants do not fulfil the refugee convention, although
some may originate from conflict areas, and their mental
health problems are, therefore, likely to vary from that of
refugee populations; (3) unlike refugees, family reunifica-
tion migrants in Denmark do not receive any systematic
medical reception or introduction to healthcare services.

Consequently, our aim was to investigate the risk of
mental disorders among family reunification migrants
compared with that among native Danes. Our study is part

of aresearch project where we have previously looked at the
risk of mental disorders among refugees (Norredam et al.
2009). It is based on a cohort of all migrants who arrived in
Denmark 1993-1999. The data allowed us to separate
31,923 family reunification migrants from refugees. We
studied the overall rate of mental disorders according to the
ICD-10 system and specific rates of psychotic, affective and
neurotic disorders after a mean follow-up of 6 years.

Method
Study population

The study population was obtained through the Statistical
Department at the Danish Immigration Service. Migrants
who obtained residence permission as refugees or through
family reunification in Denmark between 1 January 1993
and 31 December 1999 were included; 84,379 individuals
were identified. Individuals who were <18 years (n =
18,861) when they obtained residence permission were
excluded. Another 3,042 individuals were excluded due to
missing civil registration numbers or because their civil
registration numbers appeared more than once in the
sample. The study population then totalled 62,476 indi-
viduals. A Danish-born reference population was identified
through Statistics Denmark, which performed a 6:1
matching at population level on sex and age at start of
residence permission in Denmark. Further, all controls
were Danish-born residents with Danish-born parents to
avoid including second generation migrants. Controls were
used only once. Data from Statistics Denmark included:
socioeconomic information, date of death and dates of
emigrations. We then matched 4:1 on an individual level
on age and sex through a random sampling procedure. This
was done to identify to which case every single control
belonged. We were able to make a 4:1 matching for all
family reunification migrants, which amounted to a total
cohort of 159,610 individuals: 31,923 family reunification
migrants and 127,687 controls. The mean follow-up time
was approximately 6 years for both family reunification
migrants and Danish-born controls. Mean follow-up time
was defined for both family reunification migrants and their
corresponding controls from start of residence permission
for the family reunification migrant until one of the fol-
lowing four events: (1) start date of first psychiatric
contact; (2) study closure (31 December 2003); (3) date of
death; (4) date of emigration from Denmark.

Data collection and measures

The civil registration numbers of the study cohort were
linked to the Danish Psychiatric Central Register, which
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contains data on all psychiatric hospital contacts in Den-
mark. Subsequently, all individuals in the cohort who had
had an inpatient or outpatient psychiatric hospital contact
between 1 January 1994 and 31 December 2003 were
identified. Diagnoses were based on the patient’s diagnosis
upon discharge according to the ICD-10. The Danish
Psychiatric Central Register began using the ICD-10 cod-
ing system from 1 January 1994, a change from the
previously used ICD-8 coding system. As no official
translation exists from ICD-8 to ICD-10, we decided to
include only ICD-10 contacts from 1 January 1994 and
onwards in the study. We pooled inpatient and outpatient
contacts in our analyses. Inpatient contacts were registered
from 1 January 1994 by the Danish Psychiatric Central
Register, whereas outpatient contacts were not included in
the register, and consequently not in our study, until 1
January 1995.

As in similar studies we used first-time psychiatric
hospital contact as a way of measuring the existence of
mental disorder in the cohort (Leao et al. 2006; Mitter et al.
2004). In reality this implies a first-time contact after
inclusion into the study for both family reunification
migrants and controls. Thus, our definition of first psy-
chiatric contact is as a mixture of true first psychiatric
contacts and readmissions. When all contacts with missing
information on diagnosis code or diagnosis date were
excluded, 6,362 first-time psychiatric contacts were regis-
tered: 972 for family reunification migrants and 5,390 for
Danish-born controls. We studied all psychiatric disorders
combined and the following diagnostic main groups spe-
cifically: psychotic disorders (F20-F29), affective
disorders (F30-F39) and nervous disorders (F40-F48).

Analysis

Statistical analyses were performed for all mental disor-
ders combined and for psychotic disorders, affective
disorders and nervous disorders separately. Incidence of
diagnosis on first admission was estimated as cases pr
10,000 person years at risk in the relevant cohort seg-
ments. The response measures are in the form of rate
ratios and a relevant analysis tool is Poisson regression
analysis. This analysis needs to take the matching (by age
and sex) into account, and a full analysis would involve
postulating a separate parameter for each stratum.
Although such an analysis would be valid (Stijnen and
van Houwelingen 1993), we approximated the full mat-
ched analysis by assuming that the each stratum effect
could be fully described by the age and sex of the stra-
tum. Thus, differences between incidences for family
reunification migrants and Danish-born controls were
analysed by fitting Poisson regression models to the data,
adjusting by the matching variables age and sex.

First, family reunification migrants were divided into the
seven largest geographical areas of origin according to the
WHO guidelines: Africa (Sub-Saharan), Asia, East Europe
(excl. former Yugoslavia), former Yugoslavia, Iraq, Middle
East (incl. North Africa), and other Western countries (incl.
South and Central America).

A Poisson regression model including residence status
(Danish born, family reunited migrant), sex, age and region
of origin was fitted to the data. For each of the models (all
diagnoses, psychotic disorders, affective disorders and
nervous disorders) the following two-term interactions
were tested: sex X residence status, sex X age, and
age x residence status. The influence of region of origin
was studied by a Poisson regression model adjusted by sex
and age, using a modification of region of origin including
a new category for those born in Denmark. Adjusted rate
ratios and 95% ClIs were evaluated by Poisson regression
with log person years as offset and with a log link. This
was done using PROC GENMOD in SAS version 8.

Results

Table 1 shows the characteristics of the family reunifica-
tion migrants and their corresponding Danish-born
controls. The cohort had a mean age of about 27 years at
entry. It is noteworthy that the cohort was followed for
about 6 years, and that about one-third of the family
reunited migrants came from the Middle East (incl. North
Africa). Table 1 also shows that the percentage of first-time
psychiatric contacts was 3.0% among family reunification
migrants and 4.2% among native Danes.

When looking at all psychiatric disorders combined, the
risk of having a mental disorder was significantly lower for
family reunification migrants (RR = 0.78; 95% CI 0.71;
0.87) than for native Danes, adjusted for age, sex and
geographical region of origin. None of the tested interac-
tions was significant at the 5% level. Table 2 shows the
rate ratios by region of origin adjusted by sex and age. The
results show a significantly lower risk of having a mental
disorder for family reunification migrants from Asia
(RR = 0.39; 95% CI 0.30; 0.50) and from the Middle East
(RR = 0.76; 95% CI 0.66; 0.88) than for native Danes,
while compared with native Danes, no significant differ-
ences were observed for the rest of the subgroups.

For psychotic disorders only, no significant difference
was observed for family reunification migrants
(RR = 1.02; 95% CI 0.85; 1.22) compared with native
Danes. None of the tested interactions was significant at the
5% level. The model studying the effect of geographical
origin showed that only migrants from Africa (Sub-Saharan)
had an increased risk of having a psychotic disorder
(RR = 1.79; 95% CI 1.24; 2.60) compared with native
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Table 1 Characteristics of the
family reunited individuals and
their corresponding Danish-born

Population characteristics

Native Danes
(N = 127,687)

Family reunited
(N = 31,923)

controls (total n = 159,610)

Follow-up (mean and quartiles)
Sex % (n)
Female
Geographical origin % (n)
Africa (Sub-Saharan)
Asia

Eastern Europe (excl. former Yugo)

Former Yugoslavia
Iraq

Middle East (incl. North Africa)
Western countries (incl. S-C Amercia)

Events during follow-up % (n)
First-time psychiatric contacts
Deaths
Emigrations

Population at study closure

Age at entry (mean and quartiles)

27.42 (23.17; 33.66)
6.13 (4.53; 8.03)

27.43 (23.16; 33.64)
6.64 (5.14; 8.34)
63.8 (20,366) 63.8 (81,462)
11.2 (3,567)
18.6 (5.951)
11.2 (3,581)
5.9 (1,894)
4.3 (1,365)
33.8 (10,776)
15.0 (4,789)

3.0 (972)

0.8 (244)
17.9 (5,701)
78.3 (25,006)

4.2 (5,390)

1.3 (1,711)

4.4 (5,568)
90.1 (115,018)

Table 2 Relative risks with 95% CI of having a first-time psychiatric
contact for all psychiatric ICD-10 categories combined (according to
ICD-10) among family reunited migrants compared with native
Danes by region of origin, adjusted by sex and age

Geographical origin All psychiatric ICD-10

categories combined

RR (95% CI) N

Native Danes 1.00 5,390
Africa (Sub-Saharan) 0.79 (0.62; 1.01) 106
Asia 0.39 (0.30; 0.50) 96

1.04 (0.84; 1.28) 148
Former Yugoslavia 0.81 (0.59; 1.11) 62
Traq 1.29 (0.96; 1.74) 71
Middle East (incl. North Africa) 0.76 (0.66; 0.88) 335
Western countries (incl. South America) 1.06 (0.86; 1.30) 154

East Europe

N number of psychiatric contacts

Danes (Table 3). Compared with native Danes, no signif-
icant differences were observed for the rest of the regions
(Table 3).

For affective disorders, there was a borderline signifi-
cant tendency for family reunification migrants (RR =
0.81; 95% CI 0.65; 1.00) towards having fewer affective
disorders diagnoses compared with native Danes. No sig-
nificant interactions were found. Contrasting findings were
obtained when looking at region of origin as family
reunited migrants from Africa (Sub-Saharan) (RR = 0.81;
95% CI 0.65; 1.00), Asia (RR = 0.34; 95% CI 0.21; 0.55)
and the Middle East (RR = 0.73; 95% CI 0.56; 0.95)
showed a significantly decreased risk of affective disorders

compared with native Danes, whereas individuals from
Iraq (RR = 2.12; 95% CI 1.40; 3.20) and other Western
countries (RR = 1.61; 95% CI 1.18; 2.19) showed the
opposite tendencies (Table 3).

For nervous disorders, the interaction gender x resi-
dence status was found significant and therefore included
in the analysis. The results show that for female family
reunification migrants there was no significant difference in
the rate of nervous disorders compared with female native
Danes (RR = 0.99; 95% CI 0.82; 1.19). However, for
migrant men a significantly higher rate ratio was found
compared with native Danes (RR = 1.59; 95% CI 1.17;
2.17). For region of origin, adjusted by sex and age, the
results (Table 3) showed no significant differences except
for migrants from Asia, who had a decreased risk of ner-
vous disorders (RR = 0.44; 95% CI 0.27; 0.71); and
migrants from Iraq, who had a significantly increased rate
of mental disorders (RR = 2.18; 95% CI 1.39; 3.42). No
significant interactions were found when introducing the
region of origin.

Discussion

The main finding of the study was that overall family
reunification migrants had a significantly lower risk of
having a first-time contact for all psychiatric disorders
combined than did native Danes after a mean follow-up of
6 years. For psychotic disorders, affective disorders and
nervous disorders specifically, we found no significant
differences for all family reunification migrants compared
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Table 3 Relative risks with 95% CI of having a first-time psychiatric contact for either a psychotic, affective or nervous disorder (according to
ICD-10) among family reunited migrants compared with native Danes by region of origin, adjusted by age and sex

Geographical origin Psychotic disorders

Affective disorders Nervous disorders

(F20-F29) (F30-F39) (F40-F48)

RR (95% CI) N RR (95% CI) N RR (95% CI) N
Native Danes 1.00 643 1.00 1,016 1.00 1,521
Africa (Sub-Saharan) 1.79 (1.24; 2.60) 29 0.20 (0.08; 2.49) 5 0.89 (0.56; 1.43) 34
Asia 0.91 (0.60; 1.38) 23 0.34 (0.21; 0.55) 17 0.44 (0.27; 0.71) 33
East Europe 1.23 (0.77; 1.97) 18 1.05 (0.73; 1.50) 31 1.33 (0.92; 1.91) 58
Former Yugoslavia 0.85 (0.42; 1.70) 0.93 (0.54; 1.60) 13 1.28 (0.75; 2.19) 26
Iraq 0.36 (0.09; 1.46) 2.12 (1.40; 3.20) 23 2.18 (1.39; 3.42) 37
Middle East (incl. North Africa) 1.02 (0.77; 1.35) 54 0.73 (0.56; 0.95) 56 1.25 (0.99; 1.58) 148
Western countries (incl. South America) 0.67 (0.40; 1.15) 14 1.61 (1.18; 2.19) 42 1.42 (0.97; 2.08) 52

N number of psychiatric contacts

with native Danes, apart from migrant men who had a
significantly higher risk of being diagnosed with a nervous
disorder. When divided by country of origin, the most
consistent tendencies were that migrants from Asia had
lower frequencies of contact for mental disorders, whereas
migrants from Iraq showed the opposite tendency. No other
subgroup showed any consistent differences from native
Danes.

Methodological strengths and limitations

Our study used the unique Danish national registers to link
data on migration to data on psychiatric inpatient and
outpatient care. This enabled us to identify a large cohort of
family reunification migrants based on specific information
on migrant type from the immigration authorities. Second,
the register-based approach allowed us to use the profes-
sional psychiatric discharge diagnoses based on ICD-10
codes instead of interview or self-report data using simple
psychiatric survey tools. Third, the design allowed us to
calculate contact rates during an average of 6 years’ fol-
low-up rather than using only prevalence rates, and enabled
us to compare directly with a matched group of native
Danes. Fourth, we could divide family reunification
migrants according to seven geographical subgroups.
There are several limitations to consider when inter-
preting the study’s results. First, our analyses according to
region of origin are based on relatively small samples;
however, this is also the case in other work using register
studies (Leao et al. 2006). This represents a common
dilemma within epidemiological research on migrants’
health: researchers wish to subdivide migrants into several
meaningful categories to enhance valid interpretations of
results; subsequently, this dilutes the statistical power of
the analyses. Data collection was limited by outpatient
contacts not being available until 1995. Ideally, we would

have included outpatient contacts from 1994, as we did for
inpatients. It is possible the lack of outpatient data from
1994 led to underestimation of morbidity rates for both
family reunification migrants and native Danes; however,
there is no reason to believe that this underestimation dif-
fered between the two groups. Moreover, as done
previously, we used diagnosis upon discharge of ‘first-
time’ contacts as a measure of the risk of mental disorders
among refugees compared with native Danes (Leao et al.
2006; Mitter et al. 2004). We decided on this after our
initial analyses showed that only 15-20% of the treated
individuals changed from one (major) diagnosis group to
another after their first contact. Consequently, we consid-
ered first-time contact a valid indicator of the person’s true
mental health problem over time. Nevertheless, as men-
tioned, it may not be a ‘true first-time’ contact for native
Danes as they may have had contacts before 1994 when our
data collection began. Conversely, this is not necessarily a
bias, as family reunification migrants may also have had
previous psychiatric hospital contact in their country of
origin. However, we do not know the true balance between
‘real’ first time contacts and readmission in the two groups
and, therefore, cannot exclude that an alternative inter-
pretation of our results would be that compared to native
Danes family reunification have a higher risk of first psy-
chiatric contacts and a lower risk of readmission. Finally,
we did not control for socioeconomic status because reg-
ister data about this for first generation migrants are not
considered valid.

Our findings in perspective

The literature on mental health disorders among migrants in
European countries generally shows higher rates compared
with those among non-migrants, the most consistent being
higher rates of schizophrenia and other psychotic disorders
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among migrants (Cantor-Graae et al. 2005; Harrison et al.
1997; Leao et al. 2006; Selten et al. 2001; Westman et al.
2006; Zolkowska 2001) In a recent meta-analysis of the
literature, it was found that first generation migrants had a
2.7-fold increased risk of developing schizophrenia (Cantor-
Graae and Selten 2005). In a Danish context, Helweg-Larsen
et al. (2007) showed higher rates of mental disorders across
several diagnostic categories among first generation
migrants compared with those among non-migrants; and
Cantor-Graae et al. (2003) specifically showed a 2.4-fold
increased risk of developing schizophrenia among first
generation migrants in Denmark—the results were most
striking for migrants form the Middle East (3.75) and Africa
(3.85). Although few studies concern the risk of affective
disorders and nervous disorders (de Wit et al. 2008;
Levecque et al. 2007; Westman et al. 2006), they likewise
show a tendency towards higher rates of illness among first
generation migrants compared with non-migrants, albeit the
results vary according to country of origin. The mentioned
study populations are, however, not directly comparable
with our study population because they represent a mix of
first generation migrants from non-Western countries with
both refugee and immigrant background. Only one epide-
miological study (Leao et al. 2006) divides migrants into
refugees and labour migrants. The latter group includes
migrants who were ‘born in labour immigrant countries’,
thus encompassing traditional labour migrants as well as
family reunification migrants, which makes it somewhat
more similar to our study group but still not identical. The
findings on mental disorders among mixed groups of first
generation migrants vary from studies focusing solely on
rates among refugee populations (Hermansson et al. 2002;
Lie 2002; Norredam et al. 2009; Steel et al. 2002). These
studies show even higher rates of mental disorders com-
pared with those of non-migrants; not surprisingly, the
highest rates among refugees are seen for nervous disorders,
including post-traumatic stress disorder (PTSD). In a recent
study (Norredam et al. 2009) of refugees in Denmark
deriving from the same cohort as the current study popu-
lation of family reunification migrants, we found a
significantly increased risk of having a first-time psychiatric
contact for combined and specific disorders among refugees
compared with non-migrants. Our finding that Iraqi men
had a higher risk of nervous disorders most likely stems
from their coming from conflict stricken areas and, there-
fore, being more likely to be traumatised, as is the case for
refugees. Our contrasting finding that Asian migrants fare
significantly better than non-migrants is supported by other
studies (Norredam et al. 2009; Steel et al. 2002). Presum-
ably, rates of mental disorders in our cohort would have
been more in line with those of the aforementioned Danish
and European register-based studies of ‘mixed population’
if we had not excluded refugees.

Why do family reunification migrants have a lower risk
of mental disorders?

What can explain our overall finding that family reunifi-
cation migrants have similar or lower risks of having a
first-time psychiatric contact compared with native Danes?
We have identified two overall explanations. First, our
results may depict true morbidity patterns reflecting that
family reunification migrants are less vulnerable to mental
health problems. As already mentioned, family reunifica-
tion migrants are not exposed to the same pre-migration
and migration stressors as are refugees. In addition, pro-
tective factors may include family reunification migrants’
lack of exposure to the pre-migration and migration stages
of the migration process. Also, in contrast with forced
migrants (i.e. refugees), family reunification migrants
voluntarily choose to migrate to Denmark at their relatives’
request. In this process, it is likely that relatives in exile do
not select family members with mental health problems as
this may constitute a burden. Moreover, family reunifica-
tion migrants arriving in Denmark and other Western
countries enjoy the social support from having family
members who are already anchored in the recipient society
and on whom they may rely for help. Indeed, social support
has been shown as critically important in preventing
depressive symptoms (Bhugra 2004). In our study, the
mentioned protective factors appear to outweigh post-
migration risk factors for mental health problems including
language problems, discrimination and marginalisation.

Conversely, our results may be due to an underestimation
of mental health disorders among family reunification
migrants. An underestimation may be caused by lack of
adequate diagnosis due to obstacles to migrants’ help-
seeking process. This argument is supported by interna-
tional studies documenting lower utilisation of mental
healthcare services among migrants compared with non-
migrants (Kirmayer et al. 2007; Linderet al. 2008) and more
complex pathways to specialist care (Bhui et al. 2003).
Studies find various barriers to mental healthcare. A Dutch
study found that Turkish and Moroccan first generation
migrants were reluctant to report mental health problems,
focusing on somatic symptoms instead (Levecque et al.
2007). Another study found that migrant populations have a
preference for solving their problems on their own (Fassaert
et al. 2009). Furthermore, doctor—patient communication
and lack of ethnic similarity in the therapist—patient inter-
action may complicate help-seeking for mental health
problems (Knipscheer and Kleber 2004a, b; Knipscheer and
Kleber 2005). In a Danish context, a barrier to timely
diagnosis may also be that family reunification migrants are
not offered medical screening upon arrival for mental health
problems, unlike refugees, and that they are not systemati-
cally introduced to the Danish healthcare system.
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Conclusions

Our study contributes to the literature in that we singled out
family reunification migrants based on clear criteria. In
contrast to the literature, our study is striking because we
did not find any overall increased risk of mental disorders
among migrants. The results may reflect true morbidity
patterns implying that protective factors specific for family
reunification migrants outweigh more well-known stressors
for mental health problems related to life in exile. Alter-
natively, our results stem from an underestimation of
morbidity due to problems of access to care. Both expla-
nations require further investigation to illuminate our
findings.

Conflict of interest statement None.
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