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Abstract

Previous studies have reported higher incidence rates of psychosis in Moroccan immigrants 
compared to native people in the Netherlands. However, these differences were substantially 
attenuated and no longer significantly different when cultural differences in symptom 
presentation were taken into account. In order to better understand the effect of different 
diagnostic procedures, we examine whether and how the use of a culture sensitive diagnostic 
interview compared to a standard semi-structured interview affects symptom profiles in 
Moroccan immigrant patients compared to native Dutch patients. A total of 26 Dutch and 
26 Moroccan patients referred with a possible first psychosis were interviewed twice: once 
with the standard version and once with a culture-sensitive version of the Comprehensive 
Assessment of Symptoms and History questionnaire (CASH and CASH-CS, respectively). 
In native Dutch patients, symptoms profiles were very similar for CASH and CASH-CS. In 
contrast, in Moroccan immigrant patients, symptom profiles for CASH and CASH-CS were 
very different with more depression symptoms (+23%; p=0.071), more mania symptoms 
(+30%; p=0.027), less delusions (-31%; p=0.020), and less hallucinations (-23%; p=0.087) 
using the CASH-CS compared to the CASH. These results suggest that the previously 
reported over-diagnosis of schizophrenia in Moroccan immigrants with a first psychosis 
referral is the result of a tendency to underscore mood symptoms and to overscore positive 
psychotic symptoms in these patients when a standard diagnostic procedure is used. This 
can be corrected - at least partly - by the use of a culturally sensitive instrument such as the 
CASH- CS.   

Key words: Immigrant, psychosis, standardized diagnosis, schizophrenia, cultural sensitive
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1. Introduction

Several studies have shown that non-Western immigrants to Western societies have a higher 
incidence of treated psychotic disorders and particularly schizophrenia than the native 
population of these countries (Cantor-Graae & Selten, 2005). For example, in the United 
Kingdom, African-Caribbeans were shown to have an increased incidence of schizophrenia 
compared to the native UK citizens (Wessely et al., 1991; van Os et al., 1996; Harrison et al., 
1997; Fearon et al., 2006). Similarly, Moroccan immigrants in the Netherlands were reported 
to have a higher treated incidence of schizophrenia compared to the Dutch native population 
(Selten et al., 2001; Veling et al., 2006). In a recent study we confirmed the higher incidence 
of psychosis in Moroccan immigrants compared to the native Dutch population using the 
same methodology as Selten et al. (2001) and Veling et al. (2006), but the difference in the 
incidence of first contact schizophrenia between the ethnic groups was substantially attenuated 
and became statistically non-significant when a culturally sensitive diagnostic procedure was 
applied (Zandi et al., 2010). The differences resulted mainly from the high percentage of 
Moroccan patients that was re-classified from schizophrenia to affective disorders using the 
cultural sensitive diagnostic procedure. The basis for this reclassification was twofold: (1) 
a failure to recognize the presence of depressive symptoms, and (2) a reclassification of 
psychotic symptoms as non-pathological indicators of distress or religious experience. These 
findings were in accordance with the literature reporting low recognition rates of depressive 
symptoms (Haasen et al., 2000) and over-identification of psychotic symptoms in patients 
from minority backgrounds (Zarrouk, 1975; Rack, 1982; Kleinman, 1985;  Alsughayir, 1996; 
Al Jadiri, 1996; Dein, 1997; Al Issa, 2000; Kirmayer, 2001; Arnold et al., 2004; Van Duijl et 
al., 2005; Vega et al., 2006; Bebbington 2007; Gara et al., 2012; Ademola et al., 2012). 
Thus in 2010 we presented the results of an incidence study of schizophrenia among 
Moroccan immigrants (Zandi et al., 2010) and the importance of a culturally sensitive 
diagnostic procedure (CASH-CS) compared to the standard diagnostic procedure (CASH). 
To ascertain the validity of the culturally sensitive diagnostic procedure, we examined the 
predictive validity of the CASH-CS compared to the standard CASH in terms of the stability 
of the diagnoses over time (Zandi et al., 2011). In the current study, we further explore the 
differences between the two diagnostic procedures at the symptomatic and dimensional level.
We hypothesize that the application of the culture sensitive version of the CASH (CASH-
CS) results in a significant reduction in psychotic symptoms and a significant increase in 
affective symptoms in Moroccan immigrant patients referred with a first episode of a possible 
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psychosis, whereas the differences between the two instruments will be negligible in native 
Dutch patients.

2. Methods

2.1. Sample

In this report we considered the same subjects included in our previously published follow-
up study (Zandi et al., 2011). Briefly, we conducted a first contact incidence study (Zandi 
et al., 2010) in which (over a period of two years) every native Dutch and every Moroccan 
immigrant patient aged 15-54 years who contacted one of the mental health services in Utrecht 
with a suspected psychotic disorder for the first time was examined by the research team. 
Patients with a substance-induced psychosis were excluded. Twenty-six of the 28 Moroccan 
patients from in the incidence study (Zandi et al., 2010) also participated in the study about 
the impact of a culturally sensitive diagnostic procedure on diagnostic outcome (Zandi et al., 
2011). In the current study, the same number (26) of native Dutch patients were recruited 
from the 37 native Dutch patients in the incidence study. The first registered native Dutch 
patient after a Moroccan patient was asked to participate. If that person refused, the next 
native Dutch patient was asked to participate. All Moroccan patients were first generation.
Permission to perform the study was obtained from the institutional review board of the 
University Medical Center of the University of Utrecht. All patients were informed orally and 
in writing and all patients provided written informed consent.

2.2. Assessment

All included patients were interviewed twice in random order: once with the standard Dutch 
version of the Comprehensive Assessment of Symptoms and History (CASH; Andreasen et 
al., 1992) and once with a cultural-sensitive version of the CASH; the CASH-CS (Zandi et 
al., 2008).  The CASH raters were blind for the ratings of the CASH-CS and vice versa. 
The CASH is a semi-structured interview to establish DSM-IV diagnoses such as schizophrenia, 
schizoaffective disorder and other psychotic disorders. It includes a comprehensive description 
of the phenomenology of patients suffering from positive or negative symptoms and from 
manic and depressive symptoms. Mood symptoms were rated dichotomously as present (1) 
or absent (0), and the diagnosis of mania or depression is established according to DSM-IV 



117

Effect of a cultural sensitive assessment on symptom profiles  
in native Dutch and Moroccan patients with a first psychosis referral: an exploration

criteria. Positive psychotic symptoms (delusions and hallucinations) and negative psychotic 
symptoms (affective flattening, alogia, avolition, anhedonia, and intentional impairment 
behaviour and thought disorders), are rated on a 5-point scale: subsequently scores 0 (absent) 
to 2 (mild) were rated as ‘absent’ and scores 3 (present) to 5 (severe) as ‘present’.
A diagnosis of schizophrenia, schizoaffective disorder or other psychotic disorder is made 
according to DSM-IV criteria based on the presence of these symptoms.  The CASH-CS is an 
expanded version of the standard CASH with additional cultural relevant questions for almost 
all sections to clarify some relevant items of the instrument and to help interpret answers of 
the patient, specifically developed for the purpose of the Dutch incidence study (Zandi et al., 
2010). The aim of the development of this special version of the CASH was to arrive at a 
culturally sensitive assessment of psychiatric symptoms using a cultural formulation. To be 
more specific the following domains of pathology are particularly relevant when conducting 
a culturally sensitive psychiatric interview: positive psychotic symptoms (delusions and 
hallucinations) and affective symptoms (Vega et al., 2006; Arnold et al., 2004; Zandi et al., 
2008). In the Moroccan culture, hearing voices (mostly animals), seeing dead persons, and 
being influenced by “the evil eye” or religious forces can be symptoms of emotional distress, 
which is sometimes associated with a state of dissociation.
In contrast to the standard CASH, we rated such symptoms only after we were certain that 
these symptoms were present outside the culturally accepted context and or beyond culturally 
accepted experiences mentioned by the patient or a key informant. In order to make this 
judgement, open questions were added to obtain more information on when and what they are 
really hearing, feeling or seeing. Special attention was given to the explain of our questions to 
the patients and to better understand the patient’s answers. Another area of misinterpretation 
of symptoms is the presence or absence depressive symptoms. In fact, there is no word for 
concept depression in Berber, the most commonly spoken language by Moroccan immigrants 
in the Netherlands, and admitting to such feelings is a taboo in this culture. For depression 
symptoms we did not simply asked whether patients were depressed or not. In stead, we 
tried by additional questions to clarify what it means to be depressed: Are you happy? Can 
you enjoy your daily life? Is this different from some time ago? What is different? We tried 
again to explain our questions and asked patients to explain their answers. A case vignette is 
presented in order to illustrate some of the differences between the CASH and the CASH-CS 
(see Box 1). The concurrent cross-cultural validity of the CASH-CS was shown in a study 
we performed in Casablanca, Morocco (Zandi et al., 2008) and the predictive validity was 
established in a study in Utrecht, the Netherlands (Zandi et al., 2011). 
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In addition, the specific background and cultural information about the patient’s illness 
was elicited from a key informant using the Retrospective Assessment of the Onset of 
Schizophrenia (IRAOS; Häfner et al., 1992) and made available to the CASH-CS raters for 
both the native Dutch and the Moroccan migrant patients. All CASH-CS interviewer were 
required to have ample experience in cross-culturally psychiatry. It is important to note that the 
CASH-CS contains the same items as CASH supplemented with culturally relevant questions 
and clarifications. The decision whether or not a symptom was present was based only on 
the answers of the patient, and not on the interpretation by the interviewer. This is similar 
to the procedure in the standard CASH. In a second, final step in the diagnostic procedure, 
the meaning and significance of a rated symptom was evaluated during a consensus meeting 
taking into account the context of culturally relevant experiences, the illness history of the 
individual patient and data obtained with the IRAOS. During these consensus meetings, the 
interviewer and one or more psychiatrists were present. 
It is important to mention that the CASH was rated by academic psychiatrists. For these 
psychiatrist experience in cross-cultural psychiatry was not required. The CASH-CS was 
rated by the psychiatrists working in an social psychiatric service in the city of Utrecht who 
had experience in cross-cultural psychiatry and were specifically trained to administer and 
the interpret the results of the CASH-CS.

2.3. Statistical analysis 

The primary outcome of the study was the difference in the prevalence of symptoms of 
depression, mania, delusions and hallucinations between the regular CASH and the CASH-
CS for native Dutch and Moroccan immigrant patients. The difference in the average age 
between Moroccan and Dutch participants was assessed with student’s T-test with a two-
sided alpha of 0.05. The significance of the differences in the proportion of patients with 
at least one symptom present in a certain domain between the CASH and CASH-CS for 
each ethnic group was tested using chi-squared tests or Fisher exact tests where appropriate 
with a two-sided test at p < 0.05 and without Bonferroni correction, because stricter tests 
of significance would introduce an unacceptable high risk of type II errors (false negative 
findings). With the selected level of significance clinically relevant differences of 20% or 
more can be identified as significant whereas smaller differences will be regarded to be not 
significant. The magnitude of the effects using the different instruments (CASH vs. CASH-
CS) was presented as Cohen’s h by using an arcsin transformation of the probabilities with 
the following interpretation: h=0.2: small effect, h=0.5: medium effect, h=0.8: large effect 
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(Cohen, 1988). All analyses were performed using SAS, version 9.2 (SAS Institute Inc, Cary, 
NC). 

3. Results

3.1. Clinical characteristics

Table 1 shows the clinical characteristics of the 26 Moroccan participants and the 26 native 
Dutch participants included in this study from a sample of 77 participants include in our 
incidence study (29 Moroccan and 48 Dutch patients). Moroccan immigrant patients were 
more likely to be male and married. All native Dutch and Moroccan immigrant patients were 
diagnosed with a psychotic disorder according to the standard CASH. However, according 
to the CASH-CS, only 15 (58%) of the Moroccan and all 26 (100%) of the native Dutch 
patients were diagnosed with a psychotic disorder. Similarly, according to the CASH 58% 
of the native Dutch and 65% of the Moroccan immigrant patients were diagnosed with 
schizophrenia, whereas according to the CASH-CS 58% of the native Dutch and only 15% 
of the Moroccan immigrant patients were diagnosed with schizophrenia. 
Table 2 presents the prevalence of symptoms on the domains of depression, mania, delusions, 
hallucinations, behaviour disorder and thought disorder according to the CASH and the 

Table 1. Characteristics of patients

Moroccan patients Native Dutch patients

N or mean N or mean p-value for 
difference

Total patients (N/%) 26 26 -
Male gender 20 13 0.044*
Age (years) 33 31 0.356
Married 16 8 0.026*
CASH  Schizophrenia 17 15

0.631
Schizoaffective 3 6
Other Psychotic 6 5
Not Psychotic 0 0

CASH-CS Schizophrenia 4 15

0.003*
Schizoaffective 4 7
Other Psychotic 7 4
Not Psychotic 11 0

SD: Standard deviation; P-values calculated with Chi-squared tests, T-tests and Fisher’s Exact Tests 
were appropriate. * Indicate significant differences between groups at a significance level of 5%
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CASH-CS. The global score for depression and mania disorders in the standard CASH are 
-1 (dubious), 0 (absent) and +1 (present). The overall scores for hallucinations and delusions 
in the standard CASH are 0 (absent), +1 (dubious), +2 (mild) and +3-5 (severe). Therefore 
we chose a cut-off of +1 for depression and mania and a cut-off of +3 for hallucinations and 
delusions. This categorizing is the same in the CASH-CS. This categorizing is also identical 
to the one used in The Hague study. In native Dutch patients, symptoms profiles were very 
similar for CASH and CASH-CS. In contrast, in Moroccan immigrant patients, symptom 
profiles for CASH and CASH-CS were very different with a higher prevalence of patients 
with at least one symptom in the domain of depression (+23%; p=0.071; h=0.51) and mania 
(+30%; p=0.027; h=0.61) and with a lower prevalence of patients with at least one symptom 
in the domain of delusions (-31%; p=0.020; h=0.67) and hallucinations (-23%; p=0.087; 
h=0.48) using the CASH-CS. These differences occurred because Moroccan patients had 

Table 2. Number and percentages of participants that score positive on depression, mania and psychosis 
items (at an item cut-off of 1+ for affective and mania symptoms and 3+ for psychosis symptoms). For 
both the CASH and the CASH-CS, separately for native Dutch and Moroccan participants significantly 
different percentages of positive answers within groups are marked in grey and starred. P-values were 
calculated with chi-squared or Fisher exact tests where appropriate and Cohen’s h indicators of effect 
size were added for all comparisons.

Item Group CASH
N=26

CASH-CS
N=26

p-value for 
difference

effect size: 
Cohen’s h#

Depression
Native Dutch 16 / 62% 11 / 42% 0.165 -0.40
Moroccan 15 / 58% 21 / 81% 0.071** 0.51

Mania
Native Dutch 2 / 8% 2 / 8% 0.999 0

Moroccan 9 / 35% 17 / 65% 0.027* 0.61

Delusions 
Native Dutch 3 / 12% 5 / 19% 0.703 0.19
Moroccan 13 / 50% 5 /19% 0.020* -0.67

Hallucinations
Native Dutch 4 / 15% 5 / 19% 0.999 0.11

Moroccan 13 / 50% 7 / 27% 0.087** -0.48

Behavioral disorders
Native Dutch 2 / 8% 1 / 4% 0.999 -0.17

Moroccan 3 / 12% 3 / 12% 0.999 0

Thought disorders
Native Dutch 1 / 4% 1 / 4% 0.999 0

Moroccan 2 / 8% 0 / 0% 0.490 -0.57
*   Indicates significant differences between groups at a significance level < 5%
** Indicates significant differences between groups at a significance level < 10%
#  Negative: prevalence  CASH > prevalence CASH-CS; Positive: prevalence CASH < prevalence 
CASH-CS
#   Effect Size Magnitude: h= 0.20 small; h=0.50  medium; h= 0.80 large 
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fewer persecutory delusions, visual and auditory hallucinations and reported more depressed 
mood, sleep disturbance, insomnia, psychomotor retardation and train of thoughts on the 
CASH-CS than the regular CASH.  

4. Discussion 

In the current study we provide an in-depth exploration of the observed attenuation of the 
difference in the incidence in first psychosis between Moroccan immigrant referrals and native 
Dutch referrals to a mental health centre for a suspected psychosis when a standard diagnostic 
procedure is replaced by a culture sensitive diagnostic procedure. It was hypothesized that 
a cultural sensitive assessment would result in a reduction in psychotic symptoms and an 
increase of affective symptoms in Moroccan patients, as compared to native Dutch patients. 
Both hypotheses were confirmed: Moroccan patients indeed showed a significant and 
substantial increase in the prevalence of depressive (23%) and manic (30%) symptoms and a 
significant and substantial decrease in the prevalence of delusions (31%) and hallucinations 
(23%) with the CASH-CS compared to the CASH, whereas no significant differences in the 
prevalence of any of the symptom domains were found in the native Dutch patients. These 
findings indicate that changes in symptom ratings can at least partly explain the attenuation 
of the difference in incident psychosis between Moroccan immigrants and the native Dutch 
population (Zandi et al., 2011). The different interpretations of the recorded symptoms during 
the consensus meetings based on additional culturally relevant information, however, also 
needs to be considered to fully explain the diagnostic changes. Together, these findings 
seriously question the validity of the frequently reported higher rates of schizophrenia among 
some immigrants in studies based on culturally non-validated interviews and questionnaires 
(Zandi et al., 2010). 
The view that cultural differences may influence the manifestations and definitions of various 
psychiatric disorders has been brought up by several authors (Kleinman, 1987; 1997; 2004; 
Kirmayer, 2001; Neighbors et al., 2003; Jarvis, 2008 ). For example, McKenzie suggested 
(1999) that “the misdiagnosis lies in the fact that affective symptoms are missed or trumped 
by the symptoms of schizophrenia in the hierarchical minds of psychiatrists”. Moreover, 
McKenzie et al. (2008) argued that the failure of (Western) psychiatrists to recognize 
culturally appropriate expressed emotional distress, mood problems and brief reactive 
disorders and to differentiate these from psychotic disorders might be a possible explanation 
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for the reported high rates of psychosis among non-Western (immigrant) patients. Also some 
other authors have mentioned this as an important source of misclassification in immigrant 
studies (Haassen et al., 2000; Arnold et al., 2004; Vega et al., 2006). 
Interestingly, in contrast to most studies on schizophrenia among migrants, the prevalence 
of depression is generally reported not to be increased among immigrant groups in the UK 
(Shaw et al., 1999; Bhugra, 2003). In a recently published meta-analysis on mood disorders 
in migrants, Swinnen and Selten (2007) found no conclusive evidence for a large increase in 
the risk of mood disorders associated with migration. The authors expressed their surprise 
about the fact that the increased presence of stress associated with migration, poverty and low 
social-economic status was not associated with a considerable increase in mood disorders. 
However, another study by Selten et al. (2012) did show an increased risk of receiving 
specialized treatment for mood disorders among Moroccans and other immigrants in the 
Netherlands. Unfortunately, the authors failed to take into account the treatment of mood 
disorders by private or primary care practitioners, a treatment setting that is likely to be 
preferentially used by native Dutch patients (Ten Have et al., 2004).
 Importantly, the current study suggests that mood disorder symptoms may be missed or 
misinterpreted as psychotic-like symptoms and that this combination could result in an 
underestimation of mood/anxiety disorders and an overestimation of psychotic disorders in 
migrant populations.
The main limitation of the current study is the relatively small sample size. In order to 
prevent type II errors we decided to use a rather lenient significance level and not to correct 
for multiple testing. Despite these measures, it cannot be excluded that some meaningful 
differences were missed. At the same time, some of the findings may turn out to be false 
positive. Larger replication studies are needed to allow for a better balance between type I 
and type II errors. A further criticism can be that clinicians who were involved in the adapted 
version of the CASH may have been reluctant to diagnose schizophrenia among Moroccans 
(Zandi et al., 2008; Selten and Hoek, 2008). However, the results of our follow-up study 
clearly support the validity of the culturally sensitive diagnoses in our study (Zandi et al., 
2011). 
Another limitation of the current study is the absence of second generation Moroccan 
immigrant patients. During the inclusion period of two years, no second generation Moroccan 
immigrants (one or two parents born in Morocco but patient born in the Netherlands) contacted 
the central reporting office in Utrecht for a possible psychosis. We were therefore unable to 
replicate the high relative risks for second generation Moroccan immigrants, reported in 
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The Hague. Due to this situation, we can also not compare the results of two interviews 
for this group. However some of the included (first generation immigrant) patients were 
young, raised in The Netherlands and were fluent in Dutch. Based on the results of the current 
study, we found that traditional instruments like the CASH interview are not very specific to 
positive symptoms of psychosis among young first generation immigrant Moroccan patients, 
suggesting that such an assessment procedure may also cause false positive diagnoses of 
psychosis among second generation Moroccan patients. However because of the lack of 
information this is merely a speculation.
A final limitation of the current study may be that the background information obtained by 
key informants with the IRAOS was not available for the diagnosis based on the standard 
CASH.
The information obtained with the IRAOS from the family of the patient was instrumental 
for a contextual understanding of the presented symptoms. This difference in availability of 
information may partly explain the difference in relative risks according to the two procedures 
(Zandi et al., 2010). However, in The Hague incidence study on schizophrenia in migrants 
(Selten et al., 2001; Veiling et al., 2006) the IRAOS information was available at the time 
of the diagnostic decisions and they reported incidence rates among Moroccan immigrants 
similar to the ones we found with the standard CASH without including IRAOS information 
(Zandi et al., 2010). Together these findings suggest that additional background and cultural 
relevant information obtained by IRAOS is essential to make a valid diagnosis, but that 
this information can only be adequately used in combination with symptomatic information 
based on a culturally sensitive diagnostic interview such as the CASH-CS. In  other words, 
information obtained by the IRAOS can not prevent misinterpretation of a cultural expression 
of distress as a sign of psychosis if symptom assessment is based on a non-culturally sensitive 
diagnostic instrument such as the CASH (Zandi et al., 2011). The ability of the diagnostician 
to determine whether the reported symptoms are truly pathological or culture-bound 
expressions of a non-psychotic nature is therefore of crucial importance (Selten et al., 2012). 
This conclusion was recently corroborated in a qualitative study among 23 migrants referred 
for psychiatric evaluation in a clinic in Stockholm (Scarpinati & Bäärnhielm, 2012). The 
study shows the need to contextualize symptoms for an in-depth comprehension of patients’ 
phenomenology and concludes that a section on migration and acculturation should be added 
to the cultural formulation in the next edition of DSM.
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5. Conclusion

The previously reported attenuation of the difference in the incidence of psychotic disorders 
and schizophrenia between Moroccan and native Dutch patients seems to result from a 
combination of a culturally sensitive assessment of psychiatric symptoms using a culturally 
sensitive diagnostic interview, a structured assessment of a patient’s personal illness history 
with special attention for the cultural context, and a diagnostic consensus procedure needed 
for the interpretation and integration of all information (Zandi et al., 2010). These findings 
underscore the findings of other authors (Adeponle et al., 2012) and the importance of 
knowledge about the cultural background of the patients and the use of the principles of 
cultural formulation for a valid evaluation of symptoms in ethnic and culturally different 
populations.
Although we should be cautious not to over-interpret our findings, the observed attenuation 
of the difference in the incidence of schizophrenia/psychosis between native Dutch and 
Moroccan immigrants may have at least some relevance for previous reported differences in 
incidence between natives and immigrants in other countries (e.g. UK, Scandinavia, Canada) 
and the high rates of schizophrenia/psychosis among immigrants in these countries could at 
least partly be explained by issues related to misdiagnosis (Zandi et al., 2010). This, however, 
does not mean that we do not recognize that  differences in social adversities between natives 
and immigrants are important and may result in real differences in the incidence of mental 
disorders between these groups, including differences in the incidence of schizophrenia/
psychosis. We are convinced that future studies on the role of ethnic differences should 
apply strategies with a culturally informed  diagnostic approach and should aim to use 
all possible sources of information to arrive at a valid diagnosis leading to well-informed 
interventions. Finally, we like to emphasize that this is not just an epidemiological debate, 
but that misdiagnosis of mental disorders in immigrants may lead to inadequate and possibly 
harmful treatments and thus to unnecessary human suffering. 



125

Effect of a cultural sensitive assessment on symptom profiles  
in native Dutch and Moroccan patients with a first psychosis referral: an exploration

Box 1; case vignette

A 35-year old Moroccan man was arrested by the police after continuous shouting and 
breaking the window of his friends’ house. His friend told the psychiatrist at the police office 
that the patient thought that his friend was a bull, bit him and then wanted to jump from the 
window.  That same night he was admitted involuntarily to a closed ward of a psychiatric 
hospital. According to his family he had been restless and had reversed his day-night pattern 
already for quite some time. According to his sister this was due to the stress he experienced 
after the 9-11 terrorist attack in New York. 
During the interview with the CASH, only two symptoms of the mood section were scored: 
insomnia and concentration disturbances. According to the CASH he had high scores on visual 
and acoustic hallucinations and delusions of being followed on the street by unknown people. 
Based on the CASH, he was diagnosed with a psychotic disorder NOS with schizophrenia 
as a probable diagnosis. In the interview with the CASH-CS almost all symptoms of the 
depression section were scored with rather high severity. It became evident that he suffered 
from these symptoms for years without talking about it to anyone. On the question if he 
wanted to commit suicide, he did not give a clear answer. It is important to mention that 
suicide in Islamic religion and traditions is strictly forbidden. By the CASH-CS we recorded 
both visual and acoustic hallucinations as present, but with low severity. Delusions were 
scored as uncertain. In the history of his illness we noted that he repeatedly stated that he was 
afraid of everything and everybody. He could not explain what he has was afraid of exactly, 
but it was clear that he felt anxiety and fear. During the CASH-CS interview he said he heard 
two men talking and further stated that he heard sounds of animals inside his head, especially 
when he woke up in the morning to pray. At that hour of the day he was most afraid of his 
father because he felt he was not a good Muslim and not a good son for his father. Asked 
about hearing these two men talking he laughed and said it was “as if “ he was hearing voices 
talking about his behavior, not in reality. He told us that he came to the Netherlands when 
he was sixteen. He was unable finish any form of education and said that he was ashamed to 
admit he had been addicted to gambling for a number of years. He had a € 12,000 gambling 
debt. He told us that he was very tired and confused that night and went to visit his friend 
because he could not bear the tension any more. Talking about his fear of being followed 
on the street, he declared that after 9-11 he developed some sympathy for a group of young 
Muslim activist in Europe. Two of these men had been arrested two months before and he 
was afraid to be followed by the police. 
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Based on information obtained with the CASH-CS and the IRAOS, we concluded that the 
patient was experiencing pseudo-hallucinations, which were metaphoric and should not to 
be considered as pathological. Based on the CASH-CS the diagnosis was severe depression 
without psychotic symptoms. 
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