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Methodological rigour
in cross-cultural research

The paper by Selten et al (2001) is of interest
in the context of methodological develop-
ments in cross-cultural research which now
demand a much greater level of rigour in de-
fining racial ethnic or cultural groups to re-
flect the hypotheses and the interpretation of
the data (McKenzie et al, 1996). One of the
difficulties of international work is that each
country tends to use particular labels for
particular ethnic and cultural groups which
reflects a country’s particular experience of
migration and immigration. Specifically, the
term Hindustanis as used by Selten et al is
not meaningful. Hindustanis refers to people
of Hindu origin, a religious category. This
group is compared with Turkish and Mor-
occans — national categories reflecting place
of birth. Alternatively, Hindustanis might
refer to people of Indian origin, whom
Selten et al and perhaps other researchers
in The Netherlands, generally might refer
to as Hindustanis. To justify the use of the
term Hindustanis they suggest that British
Indians migrated to The Netherlands in the
19th century. Selten et al are suggesting that
people retain all the risk factors and cultural
beliefs that determine illness behaviour de-
spite exposure to new cultures and that these
patterns persist over generations. This is
simply not the case. It would have been of
more interest to explore specific social fac-
tors that might account for their findings
while taking account of the specific experi-
ences of the cultural and sub-cultural groups
that were more uniformly identified. For ex-
ample, the ethnic density of each of their
groups in comparison to the host population
may explain the rates of psychosis (Bhugra
& Jones, 2001). Social factors such as
cultural identity, unemployment and sep-
aration from parents may also explain
variations in rates (Bhugra et al, 1997).
These factors are entirely unexplored.
The use of aggregated ethnic, religious or
national groups that do not relate to similar
groups makes any explanation or interpret-
ation of their findings impossible, so reinfor-
cing the view that research on ethnic groups

bears no relationship to improving service
delivery or understanding distress.
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Author’s reply: Drs Bhui & Bhugra write
that categories are confused by comparing
Turkish and Moroccan people with Hindu-
stanis. However, it is perfectly clear from
the text and the tables that people were
classified by country of birth (or country
of birth of the parents) and that immi-
grants from Turkey or Morocco were
compared with immigrants from (the
country of) Surinam.

We defined Hindustanis as people who
migrated in the 19th century from British
India to Surinam (not to The Netherlands,
as Drs Bhui & Bhugra suggest). In The Neth-
erlands, the designation Hindustani is not a
religious category and small proportions
are Muslim or Buddhist.

Drs Bhui and Bhugra note that social fac-
tors, such as ethnic density, cultural identity,
unemployment and separation from par-
ents, are “entirely unexplored”. Apparently,
it escaped their attention that the propor-
tions of children growing up in single-parent
families were presented on p. 367 (Selten et
al, 2001). This proportion is lowest for the
group with the highest schizophrenia risk
(Moroccans). Similarly, the pattern of un-
employment rates (higher for Turkish and
Moroccan people than for Surinamese or
Antilleans) does not resemble the pattern
of schizophrenia rates (lowest for Turkish
people) (Selten & Sijben, 1994). It follows
that an explanation in terms of social factors
is not as easy as suggested.

Drs Bhui and Bhugra correctly argue
that attention should be paid to ethnic
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differences. Our study reported an in-
creased incidence of schizophrenia among
Surinamese citizens of The Hague, mostly
Hindustanis. One might ask, therefore,
whether the increased incidence also ap-
plies to African Surinamese immigrants,
who have common origins with African—
Caribbeans in the UK. An answer can per-
haps be found indirectly. When they mi-
grated to The Netherlands in the 1970s
and early 1980s, Hindustanis and African
Surinamese differed greatly in their prefer-
ence for a Dutch residence. As a result,
the ethnic composition of the Surinamese
community in Amsterdam (70% African
and 26% Hindustani) is different from that
in The Hague (10% African and 80% Hin-
dustani) (Martens & Verweij, 1997). The
Dutch psychiatric registry gave information
on the residence of Surinamese-born people
who had been discharged with an ICD
diagnosis of schizophrenia in the period
1978-1996. The Central Bureau for Statis-
tics provided figures for the Surinamese-
born populations in Amsterdam and The
Hague on 1 January 1990 (mid-period).
The age structures of both populations
were very similar. The results can be sum-
marised as follows. In The Hague: 23 815
(Surinamese-born) citizens in 1990; 253
citizens admitted over the 19-year period.
In Amsterdam: 38 722 (Surinamese-born)
citizens in 1990; 493 admitted. These re-
sults although not definitive, suggest that
the incidence of schizophrenia is also in-
creased for African Surinamese immigrants.
This conclusion is supported by clinical
experience and a small incidence study in
Amsterdam (Dekker et al, 1996).
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