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LETTERS

Letters from readers are wel-
come. They will be published at
the editor’s discretion as space
permits and will be subject to ed-
iting. They should not exceed 500
words with no more than three
authors and five references and
should include the writer’s tele-
phone number and e-mail ad-
dress. Letters related to material
published in Psychiatric Services,
which will be sent to the authors
for possible reply, should be sent
to Howard H. Goldman, M.D.,
Ph.D., Editor, Psychiatric Ser-
vices, American Psychiatric Asso-
ciation, 1000 Wilson Boulevard,
Suite 1825, MS#4 1906, Arlington,
Virginia 22209-3901; fax, 703-907-
1095; e-mail, psjournal@ psych.
org. Letters reporting the results
of research should be submitted
online for peer review (http://
appi.manuscriptcentral.com).

IInntteerrpprreettiinngg  tthhee  RReessuullttss  
ooff  tthhee  CCAATTIIEE  SSttuuddyy
To the Editor: In the December
Taking Issue commentary Mark Ra-
gins (1) expressed his concerns about
the National Institute of Mental
Health’s (NIMH) Clinical Antipsy-
chotic Trials of Intervention Effec-
tiveness (CATIE) study. He is dis-
turbed by “how poorly all the patients
had fared,” he complains that the
study did not address several impor-
tant questions, and he concludes that
“mental health research must be
transformed.” We appreciate Dr. Ra-
gins’ interest in the study and his pas-
sion to improve mental health care,
but he has misunderstood and misin-
terpreted the CATIE study’s results.

Dr. Ragins understates the effec-
tiveness of treatment in CATIE. He
conflates medication switches (the
primary outcome measure) with
therapy failure. Although three-quar-
ters of CATIE patients switched
from their initial medication assign-
ment, almost two-thirds of them con-
tinued to be followed after reran-
domization to a new medication, and
nearly half of all patients who en-

tered the study finished a full 18
months of follow-up. Dr. Ragins
should keep in mind that dropping
out of a time-consuming, double-
blind, randomized research trial does
not mean dropping out of treatment.

In his commentary Dr. Ragins com-
plained that CATIE did not report on
patients’ attitudes toward their physi-
cian or their medication, functional
outcomes other than symptoms, or
the presence or absence of other re-
habilitative interventions. It is true
that these important variables were
not discussed in the New England
Journal of Medicine article (2), but all
of them were assessed and will be re-
ported on in the future. CATIE col-
lected a broad range of information
involving three different treatment
phases (using more than eight differ-
ent antipsychotics) that included
nearly 1,500 people with schizophre-
nia who were followed for up to 18
months. This first outcome paper is
but an initial installment from a re-
markably rich data set.

The lack of difference between the
new second-generation antipsychot-
ics and perphenazine surprised Dr.
Ragins. It also surprised us. However,
such surprises are why double-blind
randomized clinical trials like CATIE
are needed. The CATIE results sug-
gest that first-generation antipsy-
chotics remain useful and deserve
continued consideration by clinicians
and patients. This does not mean that
older, cheaper antipsychotics can re-
place more expensive second-genera-
tion agents. It is crucial to point out
that equivalent does not mean identi-
cal: 25 percent of patients may re-
spond to risperidone and 25 percent
to perphenazine, but they are not the
same 25 percent. These initial results
from CATIE speak to the need for
treatment options—not restrictions,
such as closed formularies or fail-first
requirements.

The CATIE results showed that
olanzapine, perphenazine, quetiap-
ine, risperidone, and ziprasidone dif-
fer from one another somewhat in
terms of efficacy and markedly in
terms of side effects. The corollary, of
course, is that patients differ from

one another in how they respond to
different antipsychotics. One of
CATIE’s most important messages is
that pharmacotherapy for schizo-
phrenia must be tailored to individu-
als, and one of CATIE’s most impor-
tant achievements will be to provide
comparative data that physicians and
patients can use to individualize an-
tipsychotic treatment.

CATIE is not the last word in the
treatment of schizophrenia, nor is it
the end of NIMH’s commitment to
effectiveness research relevant to cli-
nicians and people with mental ill-
nesses. CATIE is the first objective
comparison of multiple antipsychotic
drugs carried out with patients in set-
tings that are representative of real-
world treatment settings for people
with schizophrenia. It is a step toward
NIMH’s goal of improving the lives of
people with schizophrenia and to-
ward Dr. Ragins’ “vision of a trans-
formed mental health system.”

Jeffrey A. Lieberman, M.D.
John K. Hsiao, M.D.

Dr. Lieberman is affiliated with the de-
partment of psychiatry at the College of
Physicians and Surgeons of Columbia
University and New York State Psychi-
atric Institute in New York City. Dr. Hsiao
is with the adult treatment and preventive
interventions branch of the division of
services and interventions research at
NIMH in Bethesda, Maryland.
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To the Editor: In the Taking Issue
commentary published in the De-
cember issue, Dr. Ragins describes
being surprised that in the National
Institute of Mental Health’s CATIE
study first- and second-generation
antipsychotics were not found to be
substantially different in effective-
ness; he also notes that he was
“amazed to read how poorly all the
patients had fared.” He sees the
study as a “wake-up call” and asks a
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series of questions about the clinical
environment in which the study was
carried out—questions about the
doctor-patient relationship and how
medications are integrated with oth-
er therapies.

Having been the clinical director of
the Illinois Mental Health Authority
for the past ten years (I left my state
position in September 2005), I share
Dr. Ragin’s concerns but not his sur-
prise. If anything, I am afraid that the
patients in the CATIE study fared
better than average—definitely bet-
ter than the typical patient in our
public mental health system. For ex-
ample, in community mental health
centers (CMHCs) in Illinois, we have
approximately one full-time-equiva-
lent psychiatrist for every 1,100 pa-
tients; therefore, any discussion of
doctor-patient relationships is moot.
Because our Medicaid authority re-
imburses psychiatrists at approxi-
mately $20 per medication visit, our
CMHCs find psychiatric care, at best,
a loss leader.

Our own research on continuity
highlights just how bad things really
are. Using Medicaid pharmacy claims
for a one-year period, we retrospec-
tively examined data for all patients
who were taking risperidone (which is
paid for without need for prior ap-
proval by our Medicaid authority) at
discharge from our state hospitals. Al-
though at discharge patients were giv-
en a two-week supply of risperidone,
during the next three weeks, more
than half did not fill a prescription for
an antipsychotic, and, of those who
did, half received a medication other
than risperidone. Over the course of
two years, less than 1 percent contin-
uously filled a prescription for risperi-
done (1). In a subsequent study look-
ing at continuity for both first- and
second-generation antipsychotics, we
found that 28 percent of those dis-
charged on first-generation agents
and 36 percent of those discharged on
second-generation agents were never
linked to a CMHC, and overall about
two-thirds had dropped out before
their third appointment (2).

During the ten years of my tenure,
Illinois’ public mental health budget
did not keep up with inflation. De-

spite the budget shortfalls, we ex-
celled on the ORYX standards of the
Joint Commission on Accreditation of
Healthcare Organizations, prescrib-
ing second-generation antipsychotics
rather than first-generation agents to
more than 70 percent of our inpa-
tients; second-generation antipsy-
chotics now consume several hun-
dred million dollars of our annual
Medicaid authority’s budget. The de-
cision to reduce resources for other
interventions while enormously ex-
panding the medication budget was
not necessarily one that would have
been supported by consumers (3),
but it was a decision that we made. In
hindsight it was a mistake.

Daniel J. Luchins, M.D.

Dr. Luchins is affiliated with the depart-
ment of psychiatry at the University of
Chicago.
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To the Editor: We strongly support
Ragins’ call in the December issue for
a transformation of mental health re-
search to include the development of
“practice-based evidence.”

Our recent naturalistic statewide
study of employment rates among
clients of community mental health
centers, which used administrative
data, is an example of the search for
practice-based evidence. Our study
found a 69 percent discontinuation
rate for second-generation antipsy-
chotic medications. This rate is simi-
lar to the discontinuation rates found
in the CATIE study. However, our
naturalistic study also found that al-
most half of the individuals who dis-
continued treatment (46 percent)

reinitiated second-generation med-
ication within 18 months. Operating
within the practice-based evidence
paradigm broadened our perspective
to include a fuller range of clinical
practices in community settings.

Within the broader practice-based
evidence paradigm, this study also
provided information about the effec-
tiveness of these medications. We
found that 18 percent of individuals
receiving second-generation medica-
tions were employed before discon-
tinuing medication, but employment
rates increased to 22 percent after the
medication was discontinued (al-
though this increase was not statisti-
cally significant.). A related study
found that the initiation of second-
generation antipsychotic medication
was associated with a significant de-
crease in level of involvement with
the criminal justice system (1).

We have argued elsewhere for in-
creased utilization of the administra-
tive databases that are the hallmark of
our information age (2). Others have
argued for balancing clinical trials
with naturalistic community studies
(3). Although the strengths of clinical
trials are well known, their weakness-
es are frequently ignored. Primary
among these weaknesses is the poten-
tial lack of representativeness of the
samples. In the CATIE study, for in-
stance, only 25 percent of participants
were female (4), which contrasts with
the larger population of recipients of
public mental health services. In our
statewide study, 54 percent of adults
who were receiving public mental
health services for serious mental ill-
ness were female. Nationally, 52 per-
cent of recipients of public mental
health services who have a serious
mental illness are female (5). The un-
derrepresentation of women, as well
as other potential selection biases,
can seriously diminish the ability of
such studies to reflect and inform
clinical practice.

We believe that the important
public policy questions raised by Ra-
gins’ critique of the CATIE study
will be best addressed by a systemat-
ic program of research that incorpo-
rates both clinical trials and observa-
tional studies by using administrative
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databases. This combination of ap-
proaches to community-based re-
search will provide a better under-
standing of the efficacy and effec-
tiveness of antipsychotic medications
and the broader range of clinical
practices than is provided by either
research paradigm alone.

John A. Pandiani, Ph.D.
Steven M. Banks, Ph.D.

The authors are affiliated with The Bristol
Observatory in Bristol, Vermont.
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EEnnhhaanncciinngg  GGeenneerraalliizzaabbiilliittyy::
SStteeppppiinngg  UUpp  ttoo  tthhee  PPllaattee
To the Editor: An article by
Braslow and colleagues (1) in the
October issue of Psychiatric Services
pointed out notable shortcomings in
the generalizability of findings from
most studies of mental health treat-
ments that were published in four
leading psychiatry and psychology
journals over a 15-year period.
Omitted from the article were stud-
ies from Psychiatric Services—the
very journal chosen by the authors in
which to publish their findings. I was
left wondering what the findings
would have been had their review
included this journal.

Braslow and colleagues spoke of
the need for clinical science “to shed
light not only on an intervention’s ef-

ficacy but also on how well efficacious
interventions actually work in diverse
clinical settings, provider and patient
populations, and practice circum-
stances.” I think of that call to action
as part of the mission of Psychiatric
Services, and thus I would hope that a
comparable review of articles pub-
lished in this journal would yield a
better showing than did these au-
thors’ review of outcome studies from
the American Journal of Psychiatry,
Archives of General Psychiatry, Jour-
nal of Consulting and Clinical Psy-
chology, and Journal of Abnormal
Psychology. This is testable: how well
do we who publish in, or review for,
this journal monitor ourselves in
these domains?

Part of ensuring generalizability
has to do with study design and exe-
cution, and part has to do with allo-
cating some of the scarce text space to
describing the demographic and or-
ganizational characteristics that
Braslow and colleagues found often
went unreported. One can pick at the
methods used for their ratings. For
example, some studies appropriately
exclude one gender or do not collect
information on ethnicity; the reliabil-
ity of the individual ratings appears
largely to have gone unassessed;
raters may not have been blind to the
hypotheses being addressed. Howev-
er, those are concerns that should not
distract from their message. The cen-
tral point continues to be that much
of the research on mental health out-
comes after particular interventions
continues to be reported in ways that
sharply limit its usefulness to those
who work in routine practice settings.

Over the years Psychiatric Services
has increased its concerns about in-
ternal validity and causal inference,
which have been the hallmarks of the
four journals included in the review.
I appreciate Psychiatric Services’
emphasis on policy relevance and in-
formation to help mental health serv-
ice providers and administrators
make decisions about what works, for
whom, and under what circum-
stances and how to get such services
implemented and sustained. The ar-
ticles in the October issue were good
cases in point.

Susan M. Essock, Ph.D.

Dr. Essock is affiliated with the depart-
ment of psychiatry at Mount Sinai School
of Medicine in New York City and the
Bronx Veterans Affairs Mental Illness Re-
search, Education, and Clinical Center.
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In Reply: We very much appreciate
Professor Essock’s insightful com-
ments. As she rightly points out, all
too often authors of mental health
outcome studies report their findings
in ways that limit a study’s usefulness
for practitioners in usual care set-
tings. Our study bears this out. Au-
thors often failed to report funda-
mental variables related to external
validity, due in part to the lack of em-
phasis for many journals to require or
encourage the reporting of these vari-
ables. We agree with Dr. Essock that
research findings need to be reported
in ways that maximize their useful-
ness to frontline providers. If an au-
thor fails to report on key aspects on
the conduct of a study, providers and
policy makers are only left to guess as
to the extent that study may or may
not apply to their particular patients.

We do agree with Dr. Essock that
our study does have limitations. For
example, we were not able to ascer-
tain whether it was justifiable for a
study not to report on or to exclude
minorities; such an assessment usual-
ly takes a thorough review for a study
section to examine a large body of in-
formation to make that kind of deter-
mination. Nonetheless, the fact that
71 percent of the studies entirely
failed to report this important vari-
able is a significant problem. We do
report on the reliability of the vari-
ables, although a number of impor-
tant ones faired poorly, such as
whether or not treatment was ran-
domly allocated. We believe that our
problems with reliability reflect the
flawed nature of reporting in these
studies—important characteristics of
the design and execution were often
difficult to ascertain.

Finally, we also agree with Dr. Es-
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sock that including Psychiatric Ser-
vices in a similar study would be
worthwhile, and we plan to include
this journal in a new study that exam-
ines changes in reported external va-
lidity from 1996 to 2005. Certainly,
how generalizability has been framed
and its perceived importance to the
field likely have changed significantly
over the last decade—but how much
and in what key areas?

Joel Braslow, M.D., Ph.D.
Naihua Duan, Ph.D.

Ken Wells, M.D., M.P.H.

UUssee  ooff  tthhee  CCOOVVRR  iinn  
VViioolleennccee  RRiisskk  AAsssseessssmmeenntt
To the Editor: From the MacArthur
risk assessment study, Monahan and
colleagues (1–3) have developed an
important body of work demonstrat-
ing the association between in-
creased risk of violence and sub-
stance use among individuals with
mental disorders. Complementary to
this work is their report in the July is-
sue of Psychiatric Services on the
Classification of Violence Risk
(COVR), an instrument to measure
the risk of violence in persons with
mental disorders, which was used in
the reported study to predict the risk
of violence among individuals dis-
charged from mental hospitals (4).

The co-occurrence of substance
use and mental disorders continues to
draw national attention (5). Efforts
undertaken to estimate the risk of vi-
olent behavior in this population have
found that the elucidation of the de-
gree of substance use is necessary to
improve the accuracy of such predic-
tions. We recently reanalyzed data
obtained from the MacArthur study
database, which is publicly accessible
online (www.macarthur.virginia.edu/
read_me_file.html), and found that
the risk of violence increases with the
severity of substance use. Specifically,
rates of violence at follow-up (20
weeks after discharge from a psychi-
atric hospital) increased across three
categories of substance use—no use,
little use, and a level of use consistent
with a diagnosis of substance use dis-
order—respectively from 15 to 26 to

29 percent for drug use and from 14
to 23 to 32 percent for alcohol use.

These findings imply that contin-
ued study of violence among individ-
uals with mental disorders would be
of particular benefit to augment our
understanding of the risk factors for
violent behavior. Such study holds
promise to improve the ability of cli-
nicians, courts, and criminal justice
staff to make informed decisions
about treatment.

Gerald Melnick, Ph.D.
Stanley Sacks, Ph.D.
Steven Banks, Ph.D.

Dr. Melnick is a senior principal investi-
gator and Dr. Sacks is director at the Cen-
ter for the Integration of Research and
Practice at National Development and Re-
search Institutes, Inc., in New York City.
Dr. Banks, a co-author of the COVR re-
port in the July issue of Psychiatric Ser-
vices, is a research associate professor of
psychiatry at the University of Massachu-
setts Medical School in Worcester.
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To the Editor: The authors of the re-
port, published in the July 2005 issue,
of the validation study of the actuarial
model of violence risk assessment
that was produced by the MacArthur
Study (1) correctly state that the
study affirmatively answered their re-
search question about whether the
model would statistically discriminate
patients assessed as “high risk” from
those assessed as “low risk” with re-

spect to their actual violence after
hospital discharge. As a clinician,
however, I would question the au-
thors’ implied endorsement of the
usefulness of the risk estimates pro-
vided by the MacArthur Violence
Risk Assessment Study (2)—that is,
those utilized by the Classification of
Violence Risk (COVR) software (3).

Given the results of the MacArthur
Study and the “unrevised” validation
sample base rate for violence of 17.8
percent, one would have expected
that in the validation study the COVR
would have shown positive predictive
power of .60 and negative predictive
power of .99. However, the instru-
ment in fact exhibited positive predic-
tive power of .35 and negative predic-
tive power of .91. With respect to the
“revised” validation study base rate
for violence of 22.9 percent, the
COVR ought to have shown positive
predictive power of approximately .66
and negative predictive power of ap-
proximately .99. In fact, it showed
positive predictive power of .49 and
negative predictive power of .91.

The observed “unrevised” positive
predictive power implies that a per-
son classified as high risk by the
COVR was actually almost twice as
likely to have been nonviolent than vi-
olent for the first several months after
discharge. The “revised” positive pre-
dictive power, although it represents,
like the “unrevised” value, an im-
provement on predicting to the base
rate, implies that a person classified
as high risk had only a “flip a coin”
likelihood of being violent during fol-
low-up. The clinician who has a pa-
tient with COVR results that classify
the patient in one of the highest risk
categories (56 percent or 76 percent)
must wonder whether that patient’s
actual risk of violence is considerably
less, given the instrument’s perform-
ance in the validation study.

It also seems to me that, in vivo, the
COVR will be administered not to
hospitalized patients in general but
only to those deemed for one reason
or another to need a risk assessment.
This practice could be expected to in-
crease the base rate for violence
among patients who are administered
the COVR and would most likely in-
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crease positive predictive power,
while at the same time, unfortunately,
reducing negative predictive power (a
relative strength of the instrument).
Such changes in positive predictive
power and negative predictive power
could not be computed without reli-
able estimates of the sensitivity and
specificity of the COVR, which, again
unfortunately, has shown fluctuating
values for those statistics across set-
tings (sensitivity of .96 in the develop-
ment study but .68 or .75 in the vali-
dation study; specificity of .86 in the
development study but .72 or .77 in
the validation study).

When we also consider the fact that
in applied settings there will be no
Federal Confidentiality Certificates
to promote patients’ responding
truthfully to the COVR items, I am
left with the impression that, pending
additional research findings, the in-
strument has, at best, questionable
clinical usefulness.

Paul J. McCusker, Ph.D.

The author is clinical forensic coordinator
with the department of psychology at the
Thomas B. Finan Center in Cumberland,
Maryland.
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In Reply: Dr. McCusker concludes
that the authors “correctly state that
the study affirmatively answered their
research question.” But regarding the
COVR software that was being vali-
dated, he believes that “pending addi-
tional research findings, the instru-
ment has, at best, questionable clini-
cal usefulness.” Although our article
acknowledged that many questions
“await studies using the software in
actual clinical settings,” we believe
that at the present time the software
“may be helpful to clinicians.” The

manual that accompanies the soft-
ware makes clear that the software is
a “tool” to inform clinical judgment
and that “the application of clinical
judgment represents the standard of
care” in violence risk assessment.

Dr. McCusker’s coin-flipping anal-
ogy can be seriously misleading. Giv-
en its high true-negative rate, the
COVR’s overall accuracy makes it
vastly better than a coin flip. Only af-
ter patients were classified by the
software as high risk did they have a
roughly 50 percent probability of be-
ing violent. The utility of the COVR
seems most reasonably evaluated
against alternative approaches to risk
assessment rather than against abso-
lutist expectations. In this regard, the
findings reported in the COVR vali-
dation study represent a level of accu-
racy equal to the highest true-positive
rate reported for unstructured clini-
cal prediction, with a much lower
false-negative rate (1). The clinical
predictions reported by Lidz and col-
leagues (1) were achieved after de-
tailed patient interviews by nurses,
residents, and attending psychiatrists.
In contrast, it takes seven minutes, on
average, to administer the COVR.

John Monahan, Ph.D.
Henry J. Steadman, Ph.D.

Pamela Clark Robbins, B.A.,
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BBeetttteerr  OOuuttccoommeess  ffoorr  
SScchhiizzoopphhrreenniiaa  iinn  
NNoonn--WWeesstteerrnn  CCoouunnttrriieess

To the Editor: We read with inter-
est the article in the November issue
by Srinivasan and Tirupati (1) re-
porting on their study of cognition
and work functioning among pa-
tients with schizophrenia in India.
We were fascinated by their finding
that 67 percent of the 88 patients in
the study were employed and that
most of them were in full-time em-
ployment in mainstream jobs with
minimal or no disability or support in
the workplace.

These findings will seem alien to
most psychiatrists in the Western
world, particularly in the United
States. Schizophrenia in Western so-
cieties is conceptualized as a “chron-
ic debilitating illness” with a poor
prognosis and a poor functional out-
come. However, this conventional
wisdom is not entirely true. At least
two major international studies, the
International Pilot Study of Schizo-
phrenia (2) and the Determinants of
Outcome of Severe Mental Disor-
ders (3), have provided convincing
evidence for a better outcome in In-
dia and other “less developed” coun-
tries than in the West. The multisite
study of factors affecting the course
and outcomes of schizophrenia in In-
dia found that 64 percent of the par-
ticipants were in remission at a two-
year follow-up and only 11 percent
continued to be ill (4). Such num-
bers are likely to be reversed in the
United States.

The emphasis in Western psychia-
try is on symptom control or elimina-
tion and rarely on functional recovery.
Patients with schizophrenia also face
severe stigma, which makes it diffi-
cult for them to find mainstream jobs
and very often keeps them on the
fringes of society. In addition, the
general public strongly associates
schizophrenia with violence. Some of
the stigma has been propagated by
psychiatrists and other mental health
professionals. The characterization of
schizophrenia as a biological “dis-
ease” that needs to be managed most-
ly by pharmacologic means may also
contribute to poor prognosis.

It is also possible that in Western
societies, expectation and beliefs
about mental illness and the opera-
tion of the health care system serve to
alienate patients with schizophrenia
from normal roles in society and to
prolong illness. In contrast, beliefs
and practices in non-Western soci-
eties may encourage short-term ill-
ness and a quick return to premorbid
status. Thus prognosis may also be
the result of culturally based self-ful-
filling prophecies (4).

It is obvious that although schizo-
phrenia may have a biological basis,
good outcomes depend on a phar-
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maco-psycho-social approach, and
the psychosocial aspect may well
have the greatest impact on im-
proved outcomes.

Maju Mathews, M.D.,
M.R.C.Psych.

Biju Basil, M.D.
Manu Mathews, M.D.

Dr. Maju Mathews and Dr. Basil are affil-
iated with the department of psychiatry at
Drexel University College of Medicine in
Philadelphia. Dr. Manu Mathews is with
the department of psychiatry at the Cleve-
land Clinic.
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HHoommeelleessss  AAddmmiissssiioonnss  aanndd
IImmmmiiggrraattiioonn  iinn  aa  SSttaattee  
MMeennttaall  HHoossppiittaall
A previous report on admissions to a
state mental hospital (Chicago-Read
Mental Health Center) in Chicago
between 1970 and 1980 suggested an
increasing rate of homelessness (1).
To determine whether this increase
was continuing, we gathered data
from facility reports for 1996 and the
last available year, 2003. We found
that the proportion of homeless men-
tally ill persons who were hospitalized
significantly increased over the three
study years, from 20.2 percent in

1996 to 29.2 percent in 2003, com-
pared with 15.3 percent in 1980
(χ2=178.9; df=2, p<.001).

In addition to finding the increase,
we also found that the homeless pop-
ulation might be changing. Using
1996 data we compared 102 homeless
patients who had no previous state
hospitalizations with 158 homeless
patients who were previously hospi-
talized. The most striking relation-
ship, based on logistic regression, was
that the odds of being a first admis-
sion were more than five times higher
among foreign-born patients than
among those who were native born
(odds ratio=5.42, p<.001). This trend
continued in 2003—the ratio of for-
eign-born persons was significantly
greater among homeless patients ad-
mitted for the first time than among
homeless patients who had previous
state hospitalizations (21.6 percent
compared with 10.8 percent; χ2=4.04,
df=1, p<.05).

The increasing proportion of
homeless foreign-born patients
among new admissions to a state
mental hospital probably reflects
both the rising number of immigrants
to certain areas of the United States
and their economic status. U.S. cen-
sus data for 1998 indicate that nearly
30 percent of recent arrivals to the
United States lived in families below
the poverty line, compared with 13
percent of the native born. Unem-
ployment rates were higher, house-
hold incomes were lower, and twice
as many U.S. households with for-
eign-born residents as native-born
residents received some federal ben-
efit. These findings underscore why
foreign-born residents may be predis-
posed toward homelessness (2), a re-
lationship that is receiving consider-
ably more attention in Europe (3).

Although our findings are limited
because they are based on a single
state mental hospital, they are con-
sistent with demographic changes in
the country and possibly with pat-
terns of hospitalization. For exam-
ple, substantial increases in psychi-

atric hospitalization rates were re-
cently reported for both Asians and
Hispanics in Massachusetts between
1994 and 2000 (4). Although birth-
place was not identified, the in-
crease was more than likely the re-
sult of an increase in immigrants to
that state.

The general psychiatric issues fac-
ing minority and foreign-born popu-
lations have been outlined by the U.S.
Surgeon General (5), although the re-
port only briefly discussed homeless-
ness among immigrants. Our findings
would suggest that state mental
health planners must be cognizant of
these changing populations and the
potential for homelessness among the
foreign born.

Lawrence Appleby, Ph.D., J.D.
Daniel J. Luchins, M.D.

Sally Freels, Ph.D.
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versity of Chicago Pritzker School of Med-
icine. Dr. Freels is associate professor in
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