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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
telephone number and e-mail
address. Letters related to mate-
rial published in Psychiatric Ser-
vices, which will be sent to the
authors for possible reply, should
be sent to Howard H. Goldman,
M.D., Ph.D., Editor, Psychiatric
Services, American Psychiatric
Association, 1000 Wilson Blvd.,
Suite 1825, Arlington, VA 22209-
3901; fax, 703-907-1095; e-mail,
psjournal@psych.org. Letters re-
porting the results of research
should be submitted online for
peer review (mc.manuscriptcen
tral.com/appi-ps).

EEmmppllooyymmeenntt  OOuuttccoommeess  
ffoorr  SSSSAA  BBeenneeffiicciiaarriieess
To the Editor: In the article entitled
“Can SSDI and SSI Beneficiaries
With Mental Illness Benefit From
Evidence-Based Supported Employ-
ment?” in the November 2007 issue,
Bond and colleagues (1) concluded
by stating that persons with severe
mental illness who receive Social Se-
curity Administration (SSA) benefits
have “excellent potential to return to
competitive employment.” Sadly, the
data the authors present do not sup-
port this conclusion. In their study,
during a 78-week follow-up period,
Supplemental Security Income (SSI)
recipients who received individual
placement and support services
worked an average of 18 weeks and
persons who received Social Security
Disability Insurance (SSDI) worked
an average of 21 weeks. If the periods
of employment were scattered over
the 78-week follow-up period, this
rate of employment hardly demon-
strates that the services they received
were able to overcome the disincen-
tives for employment in the SSA dis-
ability system.

On the other hand, if further analy-
sis of the data revealed that study par-
ticipants receiving individual place-
ment and support services had a sig-
nificantly higher rate of employment
in the final 26 weeks of the follow-up
period, this would provide evidence
that the interventions launched many
SSA recipients into a long-term tra-
jectory of competitive employment. I
look forward to further research ef-
forts along these lines.

Finally, as a practicing social work-
er, I’ve found that any employment
interventions for persons with severe
mental illnesses should involve very
specific counseling about how SSI
and SSDI affect future employment
prospects. For persons who do not
receive SSA benefits, the study’s
findings that nonbeneficiaries had
nearly double the rate of employ-
ment might suggest that avoiding
SSI or SSDI benefits can make the
objective of competitive employment
more achievable.

Clinicians should inform SSI recip-
ients that they can retain their Medic-
aid coverage in most states even if
they are employed full-time at a mod-
est wage. In addition, clinicians
should inform SSDI recipients that
they can earn a significant amount
each month ($940 in 2007) without
any impact on their benefits or
Medicare coverage. For SSDI recipi-
ents, part-time employment is often
the wisest objective. However, for SSI
recipients, part-time employment is
not nearly as advantageous.

Joel Kanter, M.S.W., L.C.S.W.-C.

Mr. Kanter is in private practice in Silver
Spring, Maryland.
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To the Editor: In the article “Can
SSDI and SSI Beneficiaries With
Mental Illness Benefit From Evi-
dence-Based Supported Employ-
ment?” in the November issue, Bond

and colleagues concluded that “sup-
ported employment . . . extends opti-
mism that SSA beneficiaries with se-
vere mental illness have excellent po-
tential to return to competitive em-
ployment.” Although there is little
doubt that compared with customary
rehabilitation supported employment
enables significantly more persons
with psychiatric disabilities—both
SSA beneficiaries and nonbeneficia-
ries—to return to competitive em-
ployment, the clinical significance of
this outcome should not lull practi-
tioners and administrators into view-
ing the intervention as strong enough
to overcome disincentives to entering
the workforce for SSA beneficiaries.

In the study by Bond and col-
leagues, the mean number of weeks
worked for SSDI beneficiaries ranged
between 18.5% and 22.8% of the 18-
month study period. Thus very few
persons in the sample exhausted the
SSA’s nine-month trial work period
after which they would “fall off the
cliff” and lose their pensions. The
nine-month trial work period permits
individuals to be employed full-time
for 39 weeks, a duration which far ex-
ceeds the means of 14.5 to 21.3 weeks
worked half-time among SSDI recip-
ients in the study. Similarly, the SSI
recipients worked half-time, for a
mean of 17.8 weeks over the 18-
month study period, an amount that
would not threaten their SSI benefits.

Although Bond and colleagues
clearly acknowledged that the benefits
of supported employment will be lim-
ited unless disincentives inherent in
SSA policies are reduced, it is impor-
tant for stakeholders to grasp the real-
istic constraints of supported employ-
ment in promoting sustained employ-
ment. Individual placement and sup-
port, the evidence-based practice for
vocational rehabilitation, generally is
successful in recruiting not much
more than 50% of persons with serious
mental illness in the total population of
disabled persons (1). Thus it is not
clear that this evidence-based practice
can overcome reluctance to join the
workforce, deficits in social skills, and
neurocognitive impairments that mili-
tate against enduring employment



(2–4). Even with systematic efforts to
disseminate individual placement and
support, mobilizing sufficient adminis-
trative, service system, and clinical
supports for this evidence-based prac-
tice is often difficult (5).

Notwithstanding these qualifica-
tions, supported employment that
follows individual placement and sup-
port procedures remains the best
model of vocational rehabilitation for
persons with psychiatric disabilities.
There is every reason to anticipate
that this model will stimulate the de-
sign of the next generation of inter-
ventions for giving this stigmatized
population even greater opportuni-
ties to achieve durable working lives.

Robert Paul Liberman, M.D.

Dr. Liberman is distinguished professor of
psychiatry, Department of Psychiatry and
Biobehavioral Sciences, University of Cal-
ifornia, Los Angeles (UCLA), and director
of the UCLA Psychiatric Rehabilitation
Program.
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In Reply: We thank Mr. Kanter and
Professor Liberman for their
thoughtful letters. We agree with
most of their comments, but we pro-
vide a few clarifications.

Kanter questions our assertion that
SSA beneficiaries with severe mental
illness have “excellent potential to re-
turn to competitive employment.” He
concludes that “this rate of employ-

ment hardly demonstrates that the
services they received were able to
overcome the disincentives for em-
ployment in the SSA disability sys-
tem.” We offer these two clarifica-
tions: the goal of individual place-
ment and support is competitive em-
ployment, not an exit from the dis-
ability rolls, and the most beneficial
outcomes from this intervention are
typically concentrated in a subset of
persons enrolled in these services.

The main point of both letters con-
cerns the huge barriers preventing
SSA beneficiaries from leaving the
disability rolls. We certainly agree on
this point, as we tried to stress in our
article. Kanter observes that avoid-
ance of SSA benefits makes competi-
tive employment more “achievable.”
Clearly receipt of SSA benefits makes
competitive employment less likely.
Thus in our discussion we note the
value of early intervention programs
aimed at preventing individuals from
ever entering the disability system as
the best way to avoid the “benefits
trap.” We also agree with Kanter on
the importance of benefits counsel-
ing. Benefits counseling is a core
principle of the individual placement
and support model (1).

Both letters emphasize the fact that
the actual gains from supported em-
ployment reported in the article are
modest. To clarify our findings, we of-
fer these supplemental statistics.
First, the average time to first com-
petitive job in individual placement
and support studies is five months (1).
Thus the follow-up period for judging
job duration for our combined study
sample is roughly 13 months. Proba-
bly the best way to characterize our
findings is that a subgroup benefited
most from individual placement and
support by maintaining at least six
months of competitive employment
during the study period: 25.9% of SSI
beneficiaries receiving the interven-
tion compared with 5.5% of the SSI
control group, and 34.5% of SSDI
beneficiaries compared with 4.4% of
the SSDI control group. Thus these
comparisons suggest an approximate-
ly five- to sevenfold advantage for in-
dividual placement and support. On
the basis of findings from long-term

follow-up studies that showed a size-
able proportion of individual place-
ment and support clients with steady
employment after a lifetime of spo-
radic employment (2), we speculate
that this best-outcome group started
a journey toward a lifelong pattern of
employment. Long-term outcomes
for individual placement and support
clients are much better than the inert
and dismal employment rates for
most individuals who do not receive
evidence-based vocational services.

Both letters point to the need for
further improvements in the individ-
ual placement and support model,
and we wholeheartedly agree (2).
Among other things, we need more
effective methods to reach persons
who are disenchanted with the serv-
ice system and not hopeful of ever
working again, which probably in-
cludes a majority of persons currently
receiving SSDI and SSI (3).

It is commonly believed that the
barriers to implementing evidence-
based supported employment pre-
clude broad dissemination, but we
are cautiously optimistic, even in the
face of underfunded service systems
and other intractable problems.
Liberman cites a Dutch study of indi-
vidual placement and support to illus-
trate implementation problems with
the model. However, U.S. findings
for implementation are more encour-
aging. A recent national study showed
an 89% success rate in implementing
high-fidelity supported employment
in new sites, mostly within one year
(4). The spread of supported employ-
ment through a learning collaborative
in nine states and the District of Co-
lumbia (5) has shown that creativity
can often overcome the systems bar-
riers Liberman notes.

Most psychosocial interventions
show modest improvements in this
population. It is critical to recognize
the significance of those that have
large and tangible influences. Read-
ers can draw their own conclusions as
to whether the findings are clinically
meaningful and warrant the promo-
tion of supported employment.

Gary R. Bond, Ph.D.
Haiyi Xie, Ph.D.

Robert E. Drake, M.D., Ph.D.
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PPrreeddiiccttoorrss  ooff  EEnndduurriinngg
PPTTSSDD  AAfftteerr  aann  
IInndduussttrriiaall  DDiissaasstteerr
To the Editor: Only a few studies
have examined the long-term effects
(more than one year) of mass trauma
on victimized communities (1,2). On
September 21, 2001, a petrochemical
plant exploded in the city of Tou-
louse, France. Victims were surveyed
by using self-report questionnaires
that assessed peritraumatic distress
and dissociation and acute stress. A
hierarchical multiple regression con-
ducted with survey data gathered six
months after the explosion indicated
that all three constructs explained
unique variance, accounting for 62%
of the variance in symptoms of post-
traumatic stress disorder (PTSD) (3).
Here we report the results of a fol-
low-up survey conducted 15 months
after the explosion. The survey used
the same predictors plus a measure of
depression.

Five to ten weeks after the explo-
sion, 892 potential study participants
were sent self-report questionnaires
to assess symptoms of acute stress
(Stanford Acute Stress Reaction
Questionnaire) and depression (Beck
Depression Inventory). The 391 per-
sons who responded were sent anoth-
er self-report questionnaire six
months after the explosion. The sec-

ond survey retrospectively assessed
peritraumatic dissociation (Peritrau-
matic Dissociative Experiences Ques-
tionnaire) and distress (Peritraumatic
Distress Inventory) as well as current
PTSD symptoms (Posttraumatic
Stress Disorder Checklist). Fifteen
months after the explosion, the 200
participants who responded to the
second survey were sent the same
questionnaire assessing PTSD symp-
toms, and 129 persons responded to
this third survey.

To analyze the relationship be-
tween predictors and PTSD symp-
toms at 15 months, we computed
Pearson correlations. Strong correla-
tions with PTSD symptoms were
found for peritraumatic dissociation
(r=.50, p<.01), peritraumatic distress
(r=.58, p<.01), acute stress symptoms
(r=.71, p<.01), and depression symp-
toms (r=.61, p<.01). We computed a
hierarchical multiple linear regres-
sion with PTSD symptom score as
the dependent variable. Peritraumat-
ic dissociation was entered first, fol-
lowed by peritraumatic distress in
the second step, symptoms of acute
stress in the third step, and symp-
toms of depression in the fourth step.
The model accounted for 59% of the
variance in PTSD symptoms. All of
our predictors were strongly correlat-
ed with persistent PTSD symptoms
15 months after exposure.

The number of dropouts and retro-
spective ratings of the peritraumatic
responses should be acknowledged as
potentially limiting the generalizabili-
ty of these results. However, the study
found that peritraumatic dissociation
and distress, acute stress, and depres-
sion were related to the development
and persistence of PTSD symptoms
after an industrial disaster. Loss of
control and helplessness-anger, meas-
ured with the Peritraumatic Distress
Inventory, were strong predictors of
posttraumatic stress one year after
the World Trade Center disaster (4).

Philippe J. Birmes, M.D., Ph.D.
Laetitia Daubisse, M.D.

Alain Brunet, Ph.D.

Dr. Birmes is affiliated with the Traumat-
ic Stress Laboratory, Young Unit 2511,
Toulouse III University, and the Universi-
ty Hospital of Toulouse, Toulouse, France.

Dr. Daubisse is with Mixed Research Unit
S558, National Institute of Health and
Medical Research (INSERM), and Tou-
louse III University. Dr. Brunet is with
Douglas Hospital Research Center and
McGill University, Montreal.
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EEtthhnniicc  DDiiffffeerreenncceess  iinn  
AAnnttiiddeepprreessssaanntt  TTrreeaattmmeenntt
PPrreecceeddiinngg  SSuuiicciiddee  iinn  SSwweeddeenn
To the Editor: In the October 2007
issue Ray and colleagues (1) observed
that the odds of receiving treatments
for mood disorders in the year pre-
ceding suicide were lower for African
Americans. The study of racial-ethnic
differences in drug utilization among
individuals with severe mood disor-
ders is important. We analyzed
whether similar undertreatment is
present in Sweden, a country of nine
million inhabitants. However, be-
cause Sweden has a different racial-
ethnic composition than the United
States, we analyzed country of birth
instead of race.

We analyzed all suicides and deaths
from undetermined intent among per-
sons aged 18 to 84 in 2006 (N=1,255,
or about 95% of all suicides). We ex-
amined use of prescription drugs in
the 180 days before death. Persons
born in Sweden, Denmark, and Nor-
way, representing the Scandinavian
countries, were compared with per-
sons born in all other countries.

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ January 2008   Vol. 59   No. 1111166

LETTERS



PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ January 2008   Vol. 59   No. 1 111177

LETTERS

We first looked at antidepressant
prescriptions. Of the 776 Scandina-
vian men in the sample, 259 (32%)
(age-adjusted 95% confidence inter-
val [CI]=28.5–35.2) filled a prescrip-
tion for antidepressants in the 180
days before death. The correspon-
ding figures were 176 of the 333
Scandinavian women in the sample
(52%) (CI=46.7–57.5), 32 of the 102
foreign-born men (31%) (CI=21.6–
39.5), and 21 of the 44 foreign-born
women (43%) (CI=28.7–58.1).

We also examined use of antipsy-
chotic drugs. Among Scandinavian
men, 100 (13%) (CI=10.1–14.5) filled
a prescription for an antipsychotic in
the 180 days before death. The corre-
sponding figures were 81 of the Scan-
dinavian women (24%) (CI=19.5–
28.9), 19 of the foreign-born men
(18%) (10.7–25.4), and 16 of the for-
eign-born women (32%) (CI=19.8–
44.6). Use of lithium was 2% or less in
all groups.

As a comparison we analyzed use of
these drugs among persons aged 18 to
84 years in the Swedish population in
2006 by country of birth. Among
Scandinavian men, 6.1% (CI=6.05–
6.10) had at least one filled prescrip-
tion for an antidepressant. The corre-
sponding figure for foreign-born men
was 6.5% (CI=6.43–6.59). Among
Scandinavian women the figure was
11.7% (CI=11.68–11.76), compared
with 11.1% (CI=11.02–11.20) for for-

eign-born women. We did not analyze
differences in inpatient or outpatient
admission before suicide, although
we have previously commented on
postdischarge suicides in Sweden (2).

We have some minor concerns
about the study by Ray and colleagues
(1). Data used in that study repre-
sented suicides in different periods—
1986 to 2004. Over those years, at
least in Sweden, policies in regard to
inpatient care changed. We also sus-
pect that use of antidepressants in-
creased substantially in the United
States since the early 1990s as a result
of the introduction of selective sero-
tonin reuptake inhibitors (SSRIs).
The increase in use of SSRIs in Swe-
den was sixfold between 1990 and
2004. In the study by Ray and col-
leagues, the mean age of African
Americans who committed suicide
was also nearly ten years lower than
that of whites, which may indicate so-
cioeconomic or other differences in
the underlying white and African-
American populations from which the
samples were drawn.

Although one might suspect rela-
tive undertreatment of psychiatric
disorders in the non-Scandinavian
population in Sweden, it could not be
verified by our analyses because we
studied only drug utilization without
knowledge of the underlying disease
prevalence. However, the rates of
prescription were similar for Scandi-

navians and foreign-born persons in
our sample who filled a prescription
for an antidepressant in the months
before they committed suicide—and
who therefore could be said to have
been suffering from a severe mood
disorder. This, together with the ob-
served similar rates of prescription in
the general population, could indi-
cate equal access to drug treatment.
The study by Ray and colleagues
highlights an important issue in re-
search on socioeconomic inequalities
in care. Racial-ethnic differences in
the use of medications may result
from differences in religious and cul-
tural beliefs that can affect both
health-seeking behavior and attitudes
toward suicide.

Rickard Ljung, M.D., Ph.D.
Charlotte Björkenstam, M.Sc.

Emma Björkenstam, B.Sc.

The authors are affiliated with the Na-
tional Board of Health and Welfare,
Stockholm, Sweden.
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