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, Ar]ington,
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).

Stigma and Public Education
About Mental Illness

To the Editor: Thank you for pub-
lishing the report by Patrick Corrigan
and his colleagues (1) in the May
2004 issue describing how people’s at-
titudes are affected when they are ex-
posed to a mental illness education
program that emphasizes violence. At
last, advocates can cite research to
support a common wisdom that fear
fuels prejudice and excessive control.

Although the report refers to
“community groups” that emphasize
violence to win support, the chief
strategists who made public safety
the key to new state laws are at the
Treatment Advocacy Center in Ar-
lington, Virginia, a creation of psy-
chiatrist E. Fuller Torrey. More than
a decade ago, Dr. Torrey and D. J.
Jaffe, a Manhattan advertising exec-
utive, began to advocate for their
legislative agenda by playing on the
public’s fear of violence and suggest-
ing that others do the same.

Dr. Corrigan’s study shows us
some possible results of framing
mental illnesses as a threat to public
safety. His research team tested 161

participants assigned randomly to
two types of public education, one
linking mental illnesses to violence
and the other providing antistigma
information. A third group served as
a control group. The results showed
that participants in the program that
highlighted violence favored coer-
cion and separation of people with
mental illnesses and avoidance of
them. Participants in the program
that highlighted antistigma informa-
tion responded with less fear and
more positive attitudes. In a note-
worthy finding, the participants in
general contradicted a belief that
public fears drive funding. In fact,
none of the three groups showed sig-
nificant interest in mandating re-
sources to improve the lives of peo-
ple with mental illnesses.
Regrettably, Dr. Corrigan’s report
presented as factual Dr. Torrey’s
claim that 1,000 homicides are com-
mitted annually by people with
mental illnesses. That is not a fact.
My colleagues and I have seen this
number used often, always in Dr.
Torrey’s articles and media appear-
ances that focus on violence. The
figure is meaningless without more
details, such as comparisons with
the rate in the U.S. general popula-
tion and the rate among other sub-
groups. Therefore, we can only as-
sume that the purpose of this figure
is to scare clueless audiences. Read-
ers of Psychiatric Services may know
that the figure is unscientific, but
the public does not. It is painful to
see new credibility bestowed on it.
Jean Arnold

Ms. Arnold is chair and cofounder of the
National Stigma Clearinghouse in New
York City.
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To the Editor: Dr. Corrigan and his
colleagues reported that an antistig-
ma educational presentation lowered
several measurements of stigmatizing
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beliefs and attitudes among partici-
pants, whereas a presentation that fo-
cused on the greater propensity for
violence among people with mental
illnesses had the opposite affect. But
what if the goals of groups that ad-
dress violence among people with
mental illnesses are different from
the goals of groups that fashion anti-
stigma campaigns? Then the compar-
ison is between the impact on the uni-
lateral objective of one project and
the ancillary effects on that objective
on another—the approach is akin to
comparing the rain-stopping abilities
of an umbrella and a T-shirt.

The only entity described by Dr.
Corrigan and his colleagues as a pro-
ponent of violence education is the
Treatment Advocacy Center. Yes, our
center does address the heightened
propensity for violence to help fo-
ment reforms that will, among other
objectives, prevent future violence.
Although such endeavors may to a
small extent heighten stigma by in-
creasing awareness of the problem,
the magnitude of the effect should be
gauged in a real-world context. To
help readers gain perspective: a
search of a database of leading news-
papers that used both “Treatment Ad-
vocacy Center” and “violence” yield-
ed a total of 71 articles, editorials, op-
ed commentaries, columns, and other
media pieces for the past five years,
whereas a search of the same data-
base that used both “mental illness”
and “violence” yielded 536 media
items from the past month.

The issue of violence emerges in
conjunction with campaigns to estab-
lish programs such as assisted outpa-
tient treatment, assertive community
treatment, crisis intervention teams,
and mental health courts that are de-
signed for people who are most
acutely and chronically afflicted with
severe psychiatric disorders—the
small subset of people with mental ill-
nesses most prone to homelessness,
hospitalization, incarceration, self-
harm, and violence.

For example, the effort to bring as-
sisted outpatient treatment to New
York in 1999 was spurred by a suc-
cession of tragedies caused by indi-
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viduals with untreated psychotic dis-
orders. Inevitably, legislators, media,
and the public focused on the inci-
dents and on violence prevention,
which may have resulted in increased
stigma analogous to Dr. Corrigan’s
results. New York’s legislature adopt-
ed assisted outpatient treatment
swiftly and overwhelmingly, which
may reflect Dr. Corrigan’s additional
finding that better knowledge of the
causes of violence engenders support
for treatment interventions. Further-
more, although the Corrigan study
found that recognition of a connec-
tion between violence and mental ill-
ness had no affect on participants’
support for increased resources, not
only did New York mandate new
funding for Kendra’s Law but Gover-
nor Pataki also dedicated an unantic-
ipated $125 million to community
services three months after signing
the legislation.

Since 1999 more than 5,600 peo-
ple have either been placed in as-
sisted outpatient treatment or re-
ceived intensive service enhance-
ments pursuant to Kendras Law.
For a group of 1,407 individuals
who completed initial six-month as-
sisted outpatient treatment orders,
63 percent fewer were hospitalized
than in the six-month period before
the orders (31 percent compared
with 84 percent) (personal commu-
nication, New York State Office of
Mental Health, 2003). Similarly, 55
percent fewer became homeless
while in assisted outpatient treat-
ment (5 percent compared with 11
percent). In addition, 75 percent
fewer were arrested (6 percent
compared with 24 percent) and 69
percent fewer had been incarcerat-
ed (4 percent compared with 13
percent). Among the first 2,433 in-
dividuals who were placed in assist-
ed outpatient treatment, moreover,
the rate of self-harm declined by 45
percent and the rate of harm to oth-
ers fell by 44 percent (1).

By improving the quality of life of
people with mental illnesses, Ken-
dra’s Law combats direct sources of
stigma. These outcomes equate to
fewer stigmatizing beliefs and atti-
tudes among the other citizens of
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New York—people can’t see what
doesn’t happen and newspapers can’t
print it.

Jonathan Stanley, J.D.

Mr. Stanley is assistant director of the
Treatment Advocacy Center in Arlz'ngt(m,
Virginia.
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To the Editor: Advocacy is the posi-
tive representation of an issue.
Patrick Corrigan’s alleged “research”
panders to a negative public stereo-
type, and thereby reinforces it.

People with mental illnesses—yes,
it is plural, not a generic singular—
succeed in society at the same rate as
any other group of people, and at the
same levels. We have won Nobel and
Pulitzer prizes, Oscars, Emmy
awards, and Obies—whatever
awards are available, we have won
them. We teach at universities, pub-
lish, preach, and represent in gov-
ernment at every level, including the
highest. We move through society
with the same ease as any other
group of people, unhindered by neg-
ative stereotypes, recognized simply
as people.

Dr. Corrigan’s “research” begins
with an enculturated bias against a
nonexistent stereotype and reimposes
it, and while claiming to address it,
validates it. This stance is not unusual
in the mental health field, where
achieving popularity has greater ap-
peal that educating the public.

In 1990 the Robert Wood Johnson
Foundation funded a self-serving
study by Miles Shore of Harvard
University, which argued that the
public’s main source of information
on mental health issues was the me-
dia (1). Dr. Shore carefully avoided
naming the media’s source. Without
a doubt that source is people in the
mental health professions, whom the
media see as expert on the subject
and with whom they consult. Until
people such as Dr. Corrigan take

their job as educators seriously, mis-
conceptions will continue, journals
will continue to publish articles that
pander to stereotypes, and the media
will promulgate them.

Harold A. Maio

Mr. Maio, who lives in Fort Myers, Flori-
da, is a consulting editor for Psychiatric
Rehabilitation Journal.
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In Reply: The diversity and depth of
opinion represented in the letters by
Ms. Arnold, Mr. Stanley, and Mr.
Maio about our article reflect the
complexity of stigma and its impact
on people with mental illness. The
variations in their opinions also sup-
port an implied goal of our study—
namely, that varied assertions about
public attitudes need to be tested in
empirical research. The goal in our
investigation was to collect evidence
on how public education about men-
tal illness and violence affects public
opinion.

If we understand Mr. Stanley cor-
rectly, he seems to assert that stigma
may be a regrettable side effect of
programs that focus on violence and
mental illness—in other words, that
increasing fear and avoidance of peo-
ple with mental illness is necessary to
accurately educate the public about
mental illness and increase resources
for appropriate treatment. It is up to
advocates and policy makers to judge
the costs and benefits of this kind of
policy.

Mr. Stanley also asserts that vio-
lence education has a positive effect
on resources for mental health servic-
es: “Governor Pataki also dedicated
an unanticipated $125 million to
community services three months af-
ter signing the legislation.” The con-
nection between violence education
and the New York governors deci-
sions are by no means obvious. Our
research showed that the public was
not likely to increase resources for
mental health care after participating
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in an educational program that linked
mental illness with violence, and ac-
tually may have been less likely to
support some rehabilitation-based
services as a result. Hence, the asser-
tions by D. J. Jaffe (1), Mr. Stanley’s
colleague at the Treatment Advocacy
Center, were not supported in our
study: “Laws change for a single rea-
son, in reaction to highly publicized
incidences of violence. People care
about public safety. I am not saying it
is right. I am saying this is the reality.”
As policy makers and advocates
continue to sift through various opin-
ions about public education and atti-
tudes, they will need more research
like this to help them distinguish fact
from fiction.
Patrick W. Corrigan, Psy.D.
Amy C. Watson, Ph.D.
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Caring for Young Adults
With Mental Illness

To the Editor: Services that are clin-
ically and developmentally specific to
young adults with mental illness (and
chemical dependence) are essential,
as noted by Robert Giugliano (1) in
the Open Forum in the April issue
(1). Although we agree with much of
what Dr. Giugliano recommends, we
take issue with his advocacy for estab-
lishing a bureau for young adults.
This idea appears to be the product of
an underlying assumption that having
a bureau means achieving results.
Partitioning off one age group from
another can unintentionally splinter
and compartmentalize services and
funding. In addition, a highly delimit-
ed bureau can create transition prob-
lems for patients and agencies after
the seven years elapse between the
ages of 18 and 25 years—and many
young adult patients would be in the
system for less than seven years be-
fore having to make the transition.
Our approach in New York City
does not rely on a bureau. Instead, we
identify need, engage in effective

planning, and support advocacy for
needed services, and on the basis of
these efforts we direct funding for
populations in need.

Lloyd I. Sederer, M.D.

Dr. Sederer is executive deputy commis-
sioner of the division of mental hygiene
services in the New York Department of
Mental Health and Hygiene.
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In Reply: We appreciate Dr. Seder-
er’s recognition of the long-standing
lack of appropriate and adequate
housing and clinically and develop-
mentally specific services for young
adults with mental illness and co-oc-
curring substance use disorders.

In describing the approach taken
by the New York Department of
Mental Health and Hygiene
(DMHH), Dr. Sederer said, “we
identify need, engage in effective
planning, and support advocacy for
needed services, and on the basis of
these efforts we direct funding for
populations in need.” Who are the
“we” in DMHH who are engaged in
this approach for young adults? Un-
less and until there is a “we” for young
adults in both DMHH and the New
York State Office of Mental Health,
this population will continue to be
neglected.

The absence of a “we” has resulted
in young adults’ being worse off now
than they were a few years ago when
an agency decided to respond to a re-
quest for proposals for supportive
housing for mentally ill young adults
aging out of foster care. The program
was poorly designed and underfund-
ed. Not able to manage the young
adults and not able to obtain any ad-
ditional support from DMHH, the
agency closed the program and re-
turned the grant to the city. Young
adults have less housing and services
now than they’ve ever had.

There are necessary risks involved
in change, and the problems of com-
partmentalization and splintering are
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certainly preferable to the complete
absence of appropriate and adequate
housing and services. The absence of
an organized and ongoing approach
to dealing with young adults has con-
tributed to the major clinical prob-
lems this population presents and the
fragmentation of the system. The cur-
rent adult mental health system does
not offer appropriate and adequate
housing or services for adolescents
when they reach age 18.

At Covenant House about 1,000
homeless mentally ill young adults
have participated in our mental
health day program since 1996, and
we have nowhere to send them.
These systemic problems are long-
standing, but the time has come to ac-
tually do something about them. We
look forward to working with Dr.
Sederer and with the New York State
Office of Mental Health to develop
strategies for the solution of these
problems.

Bruce J. Henry, J.D.
Robert J. Giugliano, Ph.D.

Mr. Henry is executive director of
Covenant House in New York City, where
Dr: Giugliano is director of mental health.

Should Therapists

Give Gifts to Patients?

To the Editor: 1 appreciated the arti-
cle “Gifts from Physicians to Patients:
An Ethical Dilemma” by David
Krassner (1) in the May issue. I com-
mend his candor and his attempt to
research a “forbidden” subject.

The psychoanalytic aspect of our
education urges us to consider multi-
layered meanings of any therapist-pa-
tient transaction. The dynamic and
forensic facets of certain transactions
would encourage us to abstain from
gift giving in case of misinterpretation
by the patient.

In my opinion no blanket rule can
realistically be made. The therapist,
who has spent time establishing a rela-
tionship with the patient, must decide
on an individual basis about giving a
gift to that singular and unique patient.

Freud wrote about the importance
of totems, and Winnicott described
transitional objects. Perhaps a gift—
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