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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 e-
mail address. Letters comment-
ing on material published in Psy-
chiatric Services, which will be
sent to the authors for possible
reply, should be sent to Howard
H. Goldman, M.D., Ph.D., Edi-
tor, at psjournal@psych.org. Let-
ters reporting the results of re-
search should be submitted on-
line for peer review (mc.manu
scriptcentral.com/appi-ps).

PPrrooggrraammss  PPrroommoottee  IIllll  
EEffffeeccttss  ffoorr  OOffffsspprriinngg??
To the Editor: In the February Open
Forum, Seeman (1) posed the ques-
tion of whether psychosocial programs
for young people with psychosis pro-
mote assortative mating. She present-
ed data from research indicating that
assortative mating—the idea that indi-
viduals choose to mate with those who
are similar to them—may hold true for
people with mental illness. This point
is important to consider in light of
what we already know about the in-
creased biological predisposition to
mental illness among children whose
parents are ill. However, Seeman went
further, questioning whether psy-
chosocial programming does recipi-
ents a disservice in this regard.

The implication that mating be-
tween individuals with serious mental
illness is the equivalent of “inadver-
tently causing misery to a future gen-
eration” is blatantly offensive. This
type of thinking created the eugenics
movement. Currently, it prevents
parents with serious mental illness
from receiving appropriate assess-
ment and needed supports. As direc-
tor of a clubhouse program and a cli-
nician who has done research on the
experiences of mothers with serious
mental illness, I find the author’s as-
sumptions to be flawed. Research has

shown that parents with a mental ill-
ness are at higher risk of losing cus-
tody of their children by virtue of
their illness alone, not because of
acute symptoms or impaired func-
tional status (2). This sort of bias has
no place in psychosocial programs,
where the focus is on reducing stigma
and promoting recovery. I understand
that Seeman was posing questions for
consideration rather than stating con-
clusions. However, I fear that intro-
ducing eugenics concepts into cur-
rent discourse on mental health re-
covery and rehabilitation will halt fur-
ther progress.

Questioning the value of psychoso-
cial programs simply because two
participants may mate is naive. A dif-
ferent perspective is offered in the
January 2012 issue, where Whitley
and Siantz (3) suggest that recovery
centers should be considered an
emerging best practice. Should we
consider a support group for cancer
survivors or people with diabetes a
bad thing because members might
meet and fall in love? Should we save
their potential children the misery of
having parents who share a chronic
illness, likely increasing their chances
of inheriting the condition? If such
arguments sound ridiculous or even
offensive, why would we entertain
them for mental illness? Perhaps the
development of parenting supports
and skills training to assist people
with mental illness who choose to
parent would be a topic for discussion
more useful than questioning the ex-
istence of programs that allow for so-
cialization and bonding.

Nikole Benders-Hadi, M.D.

Dr. Benders-Hadi is director of the Recov-
ery Center at Rockland Psychiatric Cen-
ter, Orangeburg, New York.
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In Reply: Whether to encourage so-
cialization among patients with schiz-
ophrenia or, instead, to confront the
widespread stigma against mental ill-
ness head on and attempt social inte-
gration within the larger community
is an important question that deserves
public debate. Well-intentioned in-
terventions can have unforeseen con-
sequences, such as an increase of
births of children whose parents both
have a serious mental illness.

Benders-Hadi writes, “Perhaps
the development of parenting sup-
ports and skills training to assist peo-
ple with mental illness who choose to
parent would be a topic for discus-
sion more useful than questioning
the existence of programs that allow
for socialization and bonding.” Why
limit the discussion? The offerings in
rehabilitation programs should prob-
ably include genetic psychoeduca-
tion (1), contraceptive advice (2), pre-
conception counseling (3), parenting
training (4), and staff training to
help clients retain custody of their
children (5).

To give the children of psychiatric
patients the best leg up, their parents
deserve excellent comprehensive re-
habilitation services, preferably in
settings not exclusively determined
by diagnosis.

Mary V. Seeman, M.D.
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FFoouunnttaaiinn  HHoouussee  aanndd  
RReeccoovveerryy  CCeenntteerrss

To the Editor: It is encouraging to
read an article like Whitley and
Siantz’s Best Practices column in the
January issue (1) that advocates for
places in the community for people
with mental illness. But it is equally
discouraging that the authors felt a
need to denigrate the source of many
of the concepts for which they are ad-
vocating. Although Fountain House
now describes its approach as a
“working community,” the term
“clubhouse” originated with us.
Clearly, a network of recovery places
is lacking in the current mental health
system. The authors’ attempt to mis-
classify clubhouses is harmful, espe-
cially given the dearth of any type of
community programs for people with
mental illness. Furthermore, it un-
dermines the authors’ expressed sup-
port for recovery centers.

Myths about and misinterpreta-
tions of our work are beyond our con-
trol, and we are the first to admit that
many programs of dubious quality
and fidelity to our practice call them-
selves clubhouses. In order to distill
and disseminate our theory and
methods, two Fountain House col-
leagues and I have written a book,
forthcoming this year from Columbia
University Press.

Accredited clubhouses are listed as
an evidence-based practice on the
National Registry of Evidence-based
Programs and Practices maintained
by the Substance Abuse and Mental
Health Services Administration
(nrepp.samhsa.gov), and some of the
best recovery centers in the country
refer to themselves as clubhouses:
Genesis Club in Massachusetts, Gate-
way House in South Carolina, Mag-
nolia House in Ohio, Independence
Center in Missouri, and Grand Av-
enue Club in Wisconsin, to name a
few. These high-quality centers offer
extensive programs in supported edu-
cation, supported employment, and
supported housing, buttressed by a
strong working community where
members can develop a social net-
work and a sense of purpose. Over
the past five years alone, Fountain

House has supported hundreds of
people in colleges and universities.
Like many similar programs, we con-
tinue to evolve and innovate, with a
wellness center, an art collective that
sold $100,000 in artwork last year, a
youth initiative, and a local health
home.

We have differed with some mental
health planners and academics who
advocate only for individualized serv-
ices in vivo, because we know there is
a need for places of support in the
community. They are not just places
of respite but communities with
porous borders that promote reinte-
gration of their membership. Individ-
uals reach their fullest potential when
they are a part of a community or
group. We have great admiration for
the housing-first approach, and we
agree with many of their concepts.
From our perspective, it is much
more productive to work together to
create more and better places of sup-
port for people with mental illness to
engage in their communities.

Kenneth J. Dudek, M.S.W.
Ralph Aquila, M.D.

Mr. Dudek is president of Fountain House
and Dr. Aquila is director of the Sidney
Baer Center, both in New York City.
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In Reply: Dudek and Aquila state
that it is “discouraging that the au-
thors felt a need to denigrate the
source of many of the concepts for
which they are advocating”—the
source being the clubhouse model
developed by Fountain House. They
also take umbrage at our alleged “at-
tempt to misclassify clubhouses.”

We simply do not agree that we
denigrated or classified (let alone
misclassified) clubhouses in any way
in our Best Practices column. It is no-
table that Dudek and Aquila do not
provide any evidence or direct quotes
from our column to support their as-
sertions. Thus we will present the ev-
idence for their claims and allow the

reader to judge whether we engage in
denigration or misclassification.

Our column was an in-depth case
study of a recovery center that is un-
affiliated with the clubhouse move-
ment. No data were collected from
any form of clubhouse. In fact, we did
not discuss Fountain House, and no
inferences were made regarding
clubhouses. In fact, the word “club-
house” is used only twice in our col-
umn of more than 2,500 words. First,
in the introduction we state that
“clubhouses . . . often focus on pro-
viding a place of refuge and slow ad-
justment to living with a psychiatric
disability.” We did not conjure up this
statement. Our assertion was sup-
ported by a reference to a description
of the Fountain House program pub-
lished in this journal in 1999 (1),
when Fountain House received an
award from the American Psychiatric
Association. The article states that
clubhouses provide “services to ease
the community adjustment of people
with serious mental illness.” Dudek
and Aquila themselves state in their
letter that clubhouses “are not just
places of respite,” implicitly acknowl-
edging that provision of respite and
refuge is an important component of
clubhouse services. Thus we do not
see how our original statement could
be labeled as inaccurate, let alone
denigrating or misclassifying.

The second (and final) time that we
used the word “clubhouse” in our col-
umn was in the conclusion, where we
state that “a focus on education, em-
ployment, and functional improvement
overlaps with many of the activities pro-
vided by progressive day treatment
centers and clubhouses.” This state-
ment was empirically based, as one of
us (RW) previously conducted evalua-
tions of a clubhouse-type facility, as well
as progressive day treatment settings,
and found much overlap with the re-
covery center offered by Pathways to
Housing (2,3). Again, we do not see
how such a statement could be consid-
ered denigrating or misclassifying.

We absolutely agree that it is impor-
tant to work together to create more
and better places for people with men-
tal illness. We also look forward to the
authors’ upcoming book on clubhous-
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es. From our standpoint, Dudek and
Aquila have made a stout and ad-
mirable defense of an effective organi-
zation that they have honorably served
for many years. However, their defense
is raised against a nonexistent attack.

Rob Whitley, Ph.D.
Elizabeth Siantz, M.S.W.
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TThhee  HHeeaalltthh  LLiitteerraaccyy  ooff  AAdduullttss
WWiitthh  SSeevveerree  MMeennttaall  IIllllnneessss

Studies show that about 36% of U.S.
adults have low health literacy, defined
as “the capacity to obtain, process and
understand basic health information
and services needed to make appropri-
ate health decisions” (1). Low health lit-
eracy is associated with a lower level of
education, racial-ethnic minority status,
age 65 years and older, male gender,
poor health status, lack of private insur-
ance, and risk of hospitalization (1,2). In
psychiatric populations, health literacy
is correlated with education and verbal,
visual, and intellectual abilities (3). In
addition, the presence of psychotic dis-
orders is associated with an increased
likelihood of limited health literacy (3).
Previous studies have acknowledged
the importance of including health lit-
eracy assessment in standard psychi-
atric evaluation protocols, because low
health literacy has an impact on the ef-
fectiveness of current best-practice
treatment approaches, which may re-
quire adequate literacy (3).

We examined factors related to the
health literacy of 256 individuals with
serious mental illness who were receiv-
ing services in an urban community
mental health center (CMHC). The
parent study was a randomized trial as-
sessing the effects of a medical care
management intervention for individu-

als treated at the CMHC (4). Partici-
pants were recruited on site and were
required to have the ability to provide
written informed consent before en-
rollment. We hypothesized that low
health literacy would be associated with
lack of health insurance, worse health
status, the presence of a psychiatric di-
agnosis, more inpatient hospitalizations
and emergency department visits, and
lower use of preventive services.

We examined cross-sectional data
related to participants’ demographic
characteristics, general health infor-
mation, general medical and psychi-
atric diagnoses, and hospitalizations.
Health literacy was assessed with the
Rapid Estimate of Adult Literacy in
Medicine (REALM), a brief validated
measure considered suitable for use
in psychiatric populations (3,5). It
measures a patient’s ability to pro-
nounce 66 commonly used medical
words in an ascending order of diffi-
culty. Scores of 0 to 60 indicate a
third- to eighth-grade reading level;
scores from 61 to 66 indicate a read-
ing level of ninth grade and above (5).

The mean±SD age of the sample
was 46.05±8.13 years, 207 partici-
pants (81%) were African American,
132 (52%) were male, 168 (66%) re-
ported at least a 12th-grade educa-
tion, and 106 (41%) were insured.
Overall, 117 participants (46%) had
low health literacy, and the mean
REALM score was 55.18±15.60. In
adjusted analyses, low health literacy
was associated with increased odds of
inpatient medical hospitalization
when the analysis was controlled for
education, race, gender, age, and
schizophrenia diagnosis (odds ra-
tio=3.71, 95% confidence inter-
val=1.49–9.22, p=.005).

Low health literacy and cognitive
or functional impairments may affect
this population’s abilities to effective-
ly interpret health information or to
meaningfully engage in psychiatric
interventions, which may result in
poor self-care management, in-
creased disability and morbidity, and
adverse health outcomes, such as hos-
pitalization. Clinicians should consid-
er integrating health literacy assess-
ment and targeted patient education

with standard psychiatric evaluation
procedures, so that treatments are
administered in a manner under-
standable by persons with low health
literacy. Future studies should con-
sider using more comprehensive
health literacy and cognitive assess-
ment tools and investigating the ef-
fectiveness of targeted patient educa-
tion in improving health outcomes in
psychiatric populations. In research
environments, limited literacy may
have a similar effect on participants’
understanding of materials, such as
informed consent documents, and it
is important to ensure the readability
of all written materials.

Shaily Krishan, M.P.H. 
Silke A. von Esenwein, Ph.D. 

Benjamin G. Druss, M.D., M.P.H.

Ms. Krishan is with the Department of
Psychiatry and Behavioral Sciences,
Emory University School of Medicine, At-
lanta. Dr. Esenwein is with the Depart-
ment of Health Policy and Management
and Dr. Druss is professor and Rosalynn
Carter Chair in Mental Health, both at
the Rollins School of Public Health,
Emory University, Atlanta.
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