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 LETTERS

Letters to the editor referring to a recent Journal
article are encouraged up to 3 months after the
article’s appearance. By submitting a letter to
the editor, the author gives permission for its
publication in the Journal. Letters should not
duplicate material being published or submitted
elsewhere. The editors reserve the right to edit
and abridge letters and to publish responses.

Text is limited to 400 words and 10 refer-
ences. Submit on-line at www.ajph.org for
immediate Web posting, or at submit.ajph.org
for later print publication. On-line responses
are automatically considered for print
publication. Queries should be addressed to
the department editor, Jennifer A. Ellis,
MPhil, at jae33@columbia.edu.

ON RELIABILITY AND CULTURAL
COMPETENCE IN STUDIES OF
SEXUAL MINORITY SUICIDALITY 

Paul et al. published in the August 2002 issue
of the Journal a potentially misleading asser-
tion, specifically, that literature concerning sex-
ual orientation and suicide risks has been “pri-
marily based on opportunistic samples.”1 The
assertion is neither new nor correct. Similar
criticisms were made in 1995 by attendees at a
workshop convened by the Centers for Disease
Control and Prevention, the National Institute
of Mental Health, and the American Associa-
tion of Suicidology. These critics argued that
the absence of population-based studies made
unreliable the emerging findings of elevated
risks of suicidality among sexual minority
youths. Several years ago, Remafedi noted that
the critics’ assertion was premature2: at least 6
peer-reviewed, population-based, or twin-control
studies had been published by 1999. All had
corroborated the findings of earlier studies.

The quantity and quality of population-
based, peer-reviewed research specific to sexual
orientation and suicidality published since
19983 make problematic any assertion that
could lead readers or researchers to doubt the
aggregate reliability of findings on this topic.4

On the basis of the reliability of the relationship
between sexual orientation and suicide risks
found in the peer-reviewed literature,5 a num-

ber of us have begun to study the extent to
which the findings can be generalized to sexual
minorities in other parts of the world6 as well
as ethnically diverse populations in the United
States.7 Our initial attempts may well have to
rely on “convenience” or “opportunistic” sam-
ples—until decision makers include in more
population-based surveys questions specific to
both sexual orientation and mental health.

Paul et al. addressed another important as-
pect of generalizability, specifically, age cohort
effects. One would hope that future researchers
will demonstrate a somewhat greater degree of
sensitivity to the influence of cultural contexts
for psychological issues in gay and lesbian stud-
ies.8 It makes little sense to impose 10-year in-
tervals on data to examine cohort effects among
a minority group that has experienced substan-
tial oppression, discrimination, and stigma. It
would be more sensible to examine cohorts that
reached varying developmental life stages (e.g.,
adolescence or onset of middle adulthood at
age 40) during culturally significant health-
related events (e.g., the removal of homosexual-
ity from the Diagnostic and Statistical Manual of
Mental Disorders [DSM ] in 1973 or the removal
of ego-dystonic homosexuality from the DSM in
1987). This tactic is essential for evaluating the
extent to which variations in oppression moder-
ate the relationship between sexual orientation
and stress-related disorders.9
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PAUL ET AL. RESPOND 

We are gratified to note that Mathy does not
have any substantive criticisms of our research.
However, we would like to address 2 of Mathy’s
points: first, that other population-based studies
on this topic have been conducted, and second,
that our analyses lacked cultural sensitivity.

As our comment that prior research has
been “primarily based on opportunistic sam-
ples” does not deny that some population-
based research has occurred (which we cite), I
am at pains to understand the contention that
our “assertion” is incorrect. The implication is
that there are no benefits to the publication of
our article. This can be readily rebutted.

Our analyses were based on data from a rig-
orously derived population-based sample of
men who have sex with men (MSM) in 4 major
US cities. The representative nature and size of
this sample, along with the breadth of health is-
sues covered in telephone interviews, have of-
fered a unique perspective on urban MSM.
Such a perspective is needed in addition to the
groundbreaking work with opportunistic sam-
ples that typically preceded this research.

Mathy cited Remafedi, who identified 6 “pop-
ulation-based and controlled studies published
since 1997.”1 These publications actually repre-
sent 5 studies, as 2 articles2,3 reported on the


