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As the population of the United
States has grown and changed
over the past few decades, es-

pecially in urban areas, cultural com-
petency in psychiatric practice has

become increasingly important. In
mental health care, in which clear
communication and a sense that the
client is respected and understood
are particularly important for devel-

oping and maintaining a therapeutic
alliance, differences in language and
culture can impair the effectiveness
of treatment. In addition, persons
from different ethnic backgrounds
have been shown to have different
patterns of treatment use, both for in-
patient services and for outpatient
services (1). Thus attention to cultur-
al differences has become vital in the
provision of appropriate care to per-
sons with mental illness.

In general, persons from ethnic mi-
nority groups have been found to
have fewer contacts with mental
health services than whites (2). Spe-
cific service use patterns have also
been noted for persons from certain
ethnic groups. For example, blacks
use more emergency and inpatient
mental health services than outpa-
tient services, whereas whites use
more outpatient services; blacks also
have a higher rate of involuntary com-
mitment (3,4). Asians and Latinos, on
the other hand, use comparatively
more outpatient mental health servic-
es than whites and are hospitalized
less frequently (2,5). Treatment out-
come has been less well studied, but
ethnic differences have been suggest-
ed by dropout rates and by scores on
the Global Assessment Scale; blacks
fare less well on both measures than
Latinos, Asians, or whites (1,6).

As a result of demographic changes
and the changing needs of the patient
population, many mental health facil-
ities are striving to develop culturally
competent psychiatric treatment pro-
grams (7). Psychotherapy and case
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management services have led the
way in this regard: matching thera-
pists and clients by ethnicity or other
characteristics, such as sexual orienta-
tion, is now relatively common (8,9).
Community outpatient psychiatric
clinics have also become more at-
tuned to cultural factors. In many ur-
ban areas of California, a large pro-
portion of outpatient programs focus
on persons with specific ethnic or cul-
tural backgrounds, primarily as a nat-
ural consequence of geographic and
demographic clustering. Some studies
have shown that mental health pro-
grams with a focus on specific ethnic
groups are effective in increasing
treatment retention (the percentage
of referred patients who attend more
than one outpatient session) and treat-
ment duration (the amount of time a
person stays in outpatient treatment)
(1,10), whereas other studies have not
demonstrated effectiveness (9).

However, for the most part, ethnical-
ly or culturally focused treatment has
not been available to inpatients. Al-
though many large hospitals now have
specific language services, only a few
inpatient units are intentionally fo-
cused to address the needs of a partic-
ular cultural group. One example is the
specialty focus units at San Francisco
General Hospital, the only public acute
care hospital in San Francisco County.

Developed initially for the purpose
of teaching cultural competency in
psychiatric practice to trainees in psy-
chiatry, psychology, and social work,
the inpatient units at San Francisco
General Hospital have several spe-
cialty teams. Each team focuses on a
particular ethnic group, such as
Asians, blacks, or Latinos, or another
group with specialized needs, such as
women, gay and lesbian patients, or
persons with HIV infection or AIDS
(11). The teams attempt to diagnose
and treat psychiatric inpatients in a
culturally competent manner.

Several of the staff on the ethnic
specialty teams share the cultural
background of the patients they
serve. Many are bilingual or multilin-
gual. Members of the various special-
ty focus teams are fluent in Spanish,
Cantonese, Mandarin, Tagalog, Viet-
namese, and ten other Asian lan-
guages and Chinese dialects.

Patients who do not speak English

are assigned preferentially to an ap-
propriate focus unit. Because of the
high volume of patients who are treat-
ed in the county hospital, other pa-
tients are assigned to focus units on
the basis of the availability of beds at
the time of admission. Thus these
units are necessarily heterogeneous
in ethnic composition. However, in
general, most patients on the Asian
focus unit are of Chinese or Filipino
descent, and most patients on the
Latino unit are of Mexican or Central
American descent. 

Virtually nothing is known about
the relationship between ethnic spe-
cialization and the treatment out-
come or diagnosis of inpatients. Thus
the specialty focus units at San Fran-
cisco General Hospital provided a
unique opportunity to study these re-
lationships. The relationship between
matching and diagnoses was exam-
ined in a separate study, also pub-
lished in this issue (12). In this study
we examined the relationship be-
tween matching patients to ethnically
focused units and treatment out-
come. We hypothesized that match-
ing inpatients to ethnically focused
psychiatric units would improve
treatment outcome for patients from
ethnic minority groups. 

Methods
Data sources
Data were extracted from the man-
agement information system database
of the San Francisco County Depart-
ment of Community Mental Health
Services, a database that tracks demo-
graphic and clinical information, and
data on referrals and service
providers for each patient admitted to
one of the psychiatric units. The data
were collected through standardized
forms that are completed by the
treating clinicians at admission and at
discharge. Approval for the study was
obtained from the committee for hu-
man research for the University of
California, San Francisco, and from
the Division of Mental Health, Sub-
stance Abuse, and Forensic Services
in the Department of Public Health
for San Francisco County. The data
were placed into a SAS 6.12 format
for data management purposes and
were subsequently imported into Sta-
ta 6.0 for statistical analysis.

Study subjects
We examined data for all psychiatric
inpatient admissions between 1989
and 1996 to three specialty focus
units—an Asian focus unit, a Latino
focus unit, and a black focus unit. Pa-
tients were included if they were be-
tween the ages of 20 and 80 years and
were Asian, Latino, black, or white.
Patients from other ethnic groups (6
percent of admissions), including per-
sons of Native American, Middle
Eastern, Russian, and mixed or un-
known descent, were not included.
The final study sample consisted of
5,983 psychiatric patients, represent-
ing 10,645 admissions. Asians—per-
sons of Chinese, Japanese, Filipino,
Vietnamese, Laotian, Cambodian,
Korean, Pacific Islander, and other
Southeast Asian descent—represent-
ed 14 percent of all inpatient admis-
sions. Latinos—persons of Mexican,
Spanish, Latin American, Puerto Ri-
can, and Cuban descent—represent-
ed 11 percent of all inpatient admis-
sions (1,120 admissions). Blacks rep-
resented 26 percent (2,827 admis-
sions), and whites represented 48
percent (5,064 admissions). For all
analyses presented in this article, the
unit of analysis is admission. For the
proportional hazards model, statisti-
cal corrections were made to control
for the fact that individual patients
had multiple admissions. 

Patients who were admitted to an
ethnically appropriate psychiatric
unit—for example, an Asian patient
who was admitted to the Asian unit—
were considered to be “matched.” Pa-
tients who were admitted to a unit
that focused on an ethnic background
other than their own—for example, a
black patient who was admitted to the
Latino unit—were considered to be
“unmatched.” White patients, who
were admitted to all ethnically fo-
cused units as well as to a unit that did
not have a specialty focus, were treat-
ed as a separate group and were used
as the basis for comparison. Overall,
3,600 admissions (34 percent) were
ethnically matched, 1,981 (18 per-
cent) were unmatched, and 5,064 (48
percent) were admissions for white
patients. A total of 1,258 Asian admis-
sions (77 percent), 1,578 black admis-
sions (56 percent), and 764 Latino ad-
missions (68 percent) were matched.
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Most patients (8,917, or 83 per-
cent) spoke English as their primary
language. Other primary languages
were divided into three main cate-
gories: Spanish (584 patients, or 5
percent), Asian languages (829 pa-
tients, or 8 percent), and other or un-
known languages (315 patients, or 4
percent). Fifty-two percent of all
Asian admissions and 48 percent of all
Latino admissions were for non–Eng-
lish speakers. In contrast, 3 percent of
all black admissions and 3 percent of
all white admissions were for
non–English speakers. Between 14
percent and 20 percent of all admis-
sions for non–English speakers were
unmatched. 

Outcome variables
We examined three outcome vari-
ables: referral destination, risk of re-
hospitalization within one year after
discharge, and length of stay. Referral
destination included referral to a
state inpatient psychiatric hospital,
residential placement, outpatient
treatment, and discharge without fol-
low-up treatment. Thirty-seven per-
cent of patients had multiple admis-
sions during the seven-year study pe-
riod. The referral destination after
each admission was included in the
analysis. 

Statistics
Cox proportional-hazards methods
were used to assess risk of hospitaliza-
tion and length of stay. Multinomial
regression was used to assess differ-
ences in referral destination. Differ-

ences between ethnic groups were
examined with chi square analyses.
The robust variance method (13) was
used to correct for multiple admis-
sions per patient in the proportional-
hazards regression. The method of
Liang and Zeger (14) was used to cor-
rect for the dependencies potentially
created by multiple admissions per
patient in the multinomial regression.
Analysis of variance was used to ex-
amine differences in mean length of
stay.

Results 
Referral destination
Patients were referred to a variety of
follow-up programs on discharge
from the inpatient units, including re-
strictive inpatient settings such as the
state hospital or long-term locked fa-
cilities, less restrictive supervised fa-
cilities such as residential treatment
facilities, and traditional outpatient
follow-up or day treatment centers.
Although attempts were made to pro-
vide referrals on discharge, some pa-
tients refused follow-up treatment.
Referral destination was divided into
three mutually exclusive categories:
locked facilities, residential treatment
or outpatient settings, or home self-
care (which included patients who re-
fused further treatment). Individual
patients who were referred to more
than one type of treatment were cate-
gorized according to the most restric-
tive or intensive type of treatment to
which they were referred.

Referral destination was assessed in
two ways. We conducted an initial

multinomial regression analysis by
entering ethnicity, matching status,
diagnosis, sex, language, and total
number of admissions in the previous
year into the model as predictor vari-
ables. The multinomial regression in-
dicated a significant relationship be-
tween matching status and referral
destination for patients who either
were admitted to locked facilities (z=
–2.26, p=.024) or refused further
treatment (z=–3.96, p<.001) com-
pared with patients who were re-
ferred to residential or outpatient set-
tings. This association was independ-
ent of primary language, which was
also significantly associated with re-
ferral destination (for locked facili-
ties, z=2.50, p=.013; for no further
treatment, z=5.45, p<.001).

The association between matching
status and referral destination was fur-
ther assessed with chi square analyses
that were stratified by ethnicity. The
results are summarized in Table 1. The
results of these analyses suggested that
for Asian and Latino patients, but not
for black patients, matching was asso-
ciated with a significantly greater like-
lihood of being referred to residential
or outpatient treatment and a signifi-
cantly lower likelihood of being re-
ferred to a locked facility or refusing
follow-up. In general, 38 to 40 percent
of unmatched patients refused follow-
up treatment, compared with 17 per-
cent of matched Asian and Latino pa-
tients and 42 percent of matched black
patients. Referral patterns for white
patients were similar to those for un-
matched ethnic minorities.
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Referral to treatment after an inpatient admission to specialty psychiatric units, by whether the admission was to an ethni-
cally appropriate unit

Asiana Black Latinob

Matched Unmatched Matched Unmatched Matched Unmatched White
(N=1,006) (N=297) (N=1,154) (N=866) (N=624) (N=268) (N=4,126)

Referral destination N % N % N % N % N % N % N %

Locked facility 115 11 40 13 160 14 123 14 67 11 44 16 536 13
Residential or out-

patient treatment 716 71 145 49 504 44 416 48 453 73 117 44 1,898 46
Family care or no

follow-up 175 17 112 38 490 42 327 38 104 17 107 40 1,692 41

a χ2=61, df=2, p<.001 for the difference between matched and unmatched patients
b χ2=72, df=2, p<.001 for the difference between matched and unmatched patients



Risk of rehospitalization
Rehospitalization within a year of
discharge was assessed with a Cox
proportional-hazards model. The re-
sults are summarized in Table 2. Eth-
nicity, sex, matching status, diagnosis,
language, number of admissions in
the previous year, and referral desti-
nation were all included in the mod-
el, which was significant. Matching
status, ethnicity, and primary lan-
guage were not significantly associat-
ed with rehospitalization rate, al-
though diagnosis of a severe disorder
was. For patients with diagnoses of
bipolar affective disorder, schizoaf-
fective disorder, or schizophrenia,
the risk of returning to the hospital
within a year was 32 to 67 percent
greater than for patients with a diag-
nosis of an adjustment disorder,
which was the comparison diagnosis.

Similarly, the number of admis-
sions in the previous year, another in-
dicator of the severity of illness, was
strongly associated with the risk of
readmission: for every hospitalization

in the previous year, the risk of read-
mission in the subsequent year was 41
percent higher. Rates of rehospital-
ization within 30 days and within 90
days were also examined, because re-
hospitalization within a short period is
thought to be due to a different
mechanism—for example, a partially
treated episode of illness—than re-
hospitalization later on. The results of
these analyses were similar to the re-
sults of the proportional-hazards
model for return to the hospital with-
in a year (data not shown).

Specifically, matching status, eth-
nicity, and primary language were not
significantly related to the risk of
readmission.Sixty percent of matched
patients, 61 percent of unmatched
patients, and 62 percent of white pa-
tients were readmitted to the hospital
within one year.

Length of stay
The mean length of stay was longer
for patients from an ethnic minority
group than it was for whites and was

longer for matched patients than for
unmatched patients. For all admis-
sions studied, the mean±SD length of
stay was 18±22 days. The mean±SD
length of stay was 20±24 days for
matched patients, 18±22 days for un-
matched patients, 17±22 days for
white patients, 22±22 days for Asians,
18±24 days for blacks, and 18±20 for
Latinos. When ethnicity and match-
ing status were both incorporated
into the model, the overall model was
significant (F=15.98, df=4, 10,644,
p<.001), as was ethnicity (F=18.02,
df=2, 10,640, p<.001), although match-
ing status was not. Only matched
Asians had longer mean stays than
their unmatched counterparts (23±23
days compared with 19±21 days).

No significant association was
found between matching status and
length of stay, shown in Table 3 as
“risk” of discharge. Factors that were
significantly associated with length of
stay included diagnosis, male sex, and
speaking only an Asian language.
Men were 10 percent more likely
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Hazard ratios for return to the hospital within one year of an inpatient admission to an ethnically focused psychiatric unit
(N=7,990 admissions)a

Variable Hazard ratio 95% CI SE z p Reference group

Ethnicity
Asian .93 .68–1.27 .15 –.45 ns White
Black 1.11 .84–1.47 .16 .71 ns White
Latino .96 .70–1.30 .15 –.29 ns White

Ethnically matched .99 .88–1.10 .06 –.25 ns Unmatched patients
Diagnosis

Anxiety disorder or post-
traumatic stress disorder 1.01 .54–1.87 .32 .03 ns Adjustment disorder

Bipolar affective disorder 1.32 1.05–1.66 .15 2.36 .018 Adjustment disorder
Delusional disorder 1.10 .40–2.99 .56 .18 ns Adjustment disorder
Major depressive disorder .90 .71–1.13 .11 –.88 ns Adjustment disorder
Organic disorder .66 .43–1.00 .14 –1.93 .05 Adjustment disorder
Psychosis not otherwise

specified 1.10 .89–1.37 .13 .08 ns Adjustment disorder
Substance use disorder .98 .70–1.38 .12 .92 ns Adjustment disorder
Schizoaffective disorder 1.67 1.34–2.10 .17 –.09 <.001 Adjustment disorder
Schizophrenia 1.37 1.10–1.71 .19 4.48 .005 Adjustment disorder
Other 1.01 .78–1.31 .16 2.79 ns Adjustment disorder

Male sex 1.02 .94–1.11 .04 .42 ns Female patients
Number of admissions in the

previous year 1.41 1.35–1.46 .03 18.24 <.001 No admissions in previous year
Primary language

Asian language 1.17 .97–1.41 .12 1.65 ns English
Spanish 1.06 .86–1.30 .13 .82 ns English
Other non-English language 1.05 .86–1.30 .11 .29 ns English

Referral destination
Locked facility .69 .60–.78 .04 –5.74 <.001 Outpatient setting
Refused follow-up .93 .85–1.01 .04 –1.57 ns Outpatient setting

a Hazard ratios represent the risk of return to the hospital within one year of discharge compared with the reference group. χ2=680.87, df=21, p<.001



than women to be discharged at any
given length of stay, and English
speakers were 80 percent more likely
to be discharged than patients who
spoke only an Asian language—that
is, they had shorter stays. 

Discussion and conclusions
This study provided evidence that
matching inpatients to ethnically fo-
cused psychiatric units, at least for
some minority groups, improves one
aspect of treatment outcome—refer-
ral to follow-up treatment after dis-
charge. Matching was associated with
a significantly greater likelihood that
Asian and Latino patients would be
willing to accept outpatient or resi-
dential treatment referrals and a sig-
nificantly lower likelihood that they
would be sent to locked facilities. One
explanation for these findings is that
the staff on the specialty units were
more motivated to engage patients as
a result of participating in an innova-
tive clinical program. However, white
patients who were assigned to these
units did not demonstrate better out-
comes. No association was found be-
tween matching status and length of

stay or time to next hospitalization.
For persons with severe mental ill-

ness—the primary population served
by San Francisco General Hospital—
appropriate referral after hospitaliza-
tion may be an important determi-
nant of treatment outcome. The vast
majority of the facility’s inpatients are
admitted on an involuntary 72-hour
hold. In fact, only 22 percent of the
patients studied were discharged with
a legal status of “voluntary.” This fig-
ure in all likelihood underestimates
the total number of patients admitted
on an involuntary hold, because some
patients were admitted involuntarily
and subsequently agreed to a volun-
tary admission. Although the high
proportion of voluntarily admitted pa-
tients and the relatively short stays on
the units might be hypothesized to
contribute to the readmission rate,
neither of these variables was statisti-
cally significant when included in the
proportional hazards model. About 40
percent of patients admitted involun-
tarily leave against medical advice as
soon as they are able to do so, usually
refusing follow-up mental health
treatment. Successful outpatient fol-

low-up has been shown to significant-
ly reduce the rate of readmission to in-
patient units by up to 20 percent (15).

Although we did not find an associ-
ation between matching status and
readmission, we cannot confidently
rule out such an association. The spe-
cialized language capability of two of
the specialty focus units makes it like-
ly that non–English speakers were
preferentially readmitted to San
Francisco General Hospital when
possible, whereas patients who spoke
English were more likely to be re-
ferred to private hospitals. Because
we did not have data on readmissions
to other hospitals, this differential ad-
missions procedure could have led to
an undercount of returns to the hos-
pital. Thus English-speaking patients
would have appeared to have a longer
survival in the community, creating a
false-negative effect of matching.

Our data provide some support for
this conjecture. Although Asian pa-
tients accounted for only 14 percent
and Latinos for 10 percent of all ad-
missions during the seven-year study
period, about 50 percent of admissions
for these ethnic groups were for
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Hazard ratios for length of stay for 9,621 inpatient admissions to ethnically focused psychiatric unitsa

Variable Hazard ratio 95% CI SE z p Reference group

Ethnicity
Asian .93 .78–1.10 .08 –.83 ns White
Black 1.03 .87–1.22 .09 .32 ns White
Latino .96 .80–1.15 .09 –.42 ns White

Ethnically matched 1.01 .94–1.08 .03 .24 ns Unmatched patients
Diagnosis

Anxiety disorder or post-
traumatic stress disorder .56 .43–.74 .08 –4.12 <.001 Adjustment disorder

Bipolar affective disorder .53 .47–.59 .03 –10.47 <.001 Adjustment disorder
Delusional disorder .44 .28–.69 .10 –3.58 <.001 Adjustment disorder
Major depressive disorder .52 .46–.59 .03 –10.25 <.001 Adjustment disorder
Organic disorder .30 .25–.36 .03 –13.26 <.001 Adjustment disorder
Psychosis not otherwise

specified .63 .56–.72 .05 –6.53 <.001 Adjustment disorder
Substance use disorder .62 .49–.77 .04 –7.46 <.001 Adjustment disorder
Schizoaffective disorder .37 .33–.42 .07 –4.31 <.001 Adjustment disorder
Schizophrenia .40 .35–.45 .02 –15.27 <.001 Adjustment disorder
Other .56 .47–.67 .02 –15.22 <.001 Adjustment disorder

Male sex 1.10 1.04–1.15 .03 3.52 <.001 Female patients
Number of admissions in the

previous year 1.02 .99–1.04 .01 1.54 ns No admissions in previous year
Primary language

Asian language .80 .72–.90 .05 –3.83 <.001 English
Spanish 1.00 .86–1.17 .08 .05 ns English
Other non-English language .95 .83–1.07 .06 –.83 ns English

a Hazard ratios represent the “risk” of discharge compared with the reference group. χ2=575, df=19, p<.001 



non–English speakers. In addition, pa-
tients who spoke only an Asian lan-
guage tended to have a higher rate of
return to the hospital than those who
spoke English—about 17 percent
higher, but possibly as much as 40 per-
cent higher (Table 2). Although the
specialized services provided by the fo-
cus units may have improved outcomes
for such patients, it may not have com-
pletely offset the patients’ higher risk
of readmission and may have obscured
a positive association between these
units and readmission rates.

Diagnosis represents another possi-
ble bias in the process of matching pa-
tients to ethnically focused units. The
results of our study on the relationship
between matching and rates of various
diagnoses among black, Latino, and
Asian patients suggest that black pa-
tients who have more severe diagnoses
are preferentially assigned to the black
focus unit (12). This finding may ex-
plain the observation that the black pa-
tients in this study who were matched
to ethnically focused units refused fol-
low-up as frequently as those who
were not matched—the severity of the
illness may have counteracted the ben-
eficial effects of matching in this re-
gard. Although we did not directly
control for severity of illness, that vari-
able was encompassed in two predic-
tor variables—number of hospitaliza-
tions in the previous year and diagno-
sis. Both of these measures of severity
were strongly associated with rate of
return to the hospital. We therefore
controlled for their effects in our
analysis of the relationship between
matching status and return to the hos-
pital. However, this approach may not
have completely eliminated the con-
founding effect of severity of illness.

It is striking that although language
was strongly associated with referral
rates and with length of stay, the effect
of matching was independent of the
language effect. Ethnically matched
Asians and Latinos, both English and
non–English speakers, were more
likely than their unmatched counter-
parts—and more likely than white pa-
tients—to accept referral to treatment
after discharge. Our findings thus sug-
gest that language services and cultur-
al competency are both important in-
gredients in the provision of a basic
level of appropriate mental health care

for ethnically diverse patients and in
some cases can significantly improve
the quality of care. �
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