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LETTERS

Letters from readers are welcome.
They will be published at the edi-
tor’s discretion as space permits
and will be subject to editing.
They should not exceed 500 words
with no more than three authors
and five references and should in-
clude the writer’s telephone num-
ber and e-mail address. Letters re-
lated to material published in Psy-
chiatric Services, which will be
sent to the authors for possible re-
ply, should be sent to Howard H.
Goldman, M.D., Ph.D., Editor,
Psychiatric Services, American
Psychiatric Association, 1000 Wil-
son Boulevard, Suite 1825, MS#4
1906, Arlington, Virginia 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 (http://appi.manu
scriptcentral.com).

RReeccoovveerriinngg  tthhee  MMoommeennttuumm
ffoorr  FFeeddeerraall  SSuuppppoorrtt  ooff  
MMuullttiissiittee  DDeemmoonnssttrraattiioonnss
To the Editor: The October issue of
Psychiatric Services, with its remark-
able array of articles summarizing
the results of multisite research
demonstration studies, gives the
reader cause for thought, reflection,
and perhaps outrage. The history of
mental health treatment is replete
with examples of well-intentioned
interventions, developed and per-
petuated on the basis of nothing
more than a potentially innovative
concept, a desperate patient and
provider population, a charismatic
proponent, and little, if any, evi-
dence. The studies in the October is-
sue demonstrate that improvement
in mental health service delivery can
be based on firm scientific evidence
that moves us beyond anecdote
mixed with enthusiasm.

What better use for sadly limited
federal funds than to enhance the
quality of care through carefully
crafted, scientifically sound, multi-
site studies of clinically relevant
service interventions? The results

have an impact on services and poli-
cy decisions throughout the nation—
if not the entire globe—and bring us
closer to the goal of evidence-based
practice. The findings can support
the efforts of consumer advocates to
ensure financial resources for effec-
tive services through private insur-
ance coverage, public Medicare and
Medicaid reimbursement, and direct
financing from state mental health
departments.

In the face of budgetary pressures
and outright cutbacks, states and lo-
cal communities will inevitably seek
additional funding for direct service
support. Tempting as it is to respond
with reprogramming of funds and
reduction or elimination of knowl-
edge enhancement efforts, there can
be no more foolish and shortsighted
a decision. And yet, as Sharfstein (1)
points out in his commentary in the
October issue, this is exactly what
has happened. We have lost the mo-
mentum represented in the articles
by Leff, Domino, Morrisey, Noether,
and their colleagues. Rather than
careful examination of clinical and
psychosocial services to generate
knowledge that could benefit all, we
are applying a deceptively soothing
balm in providing some service en-
hancements for a few lucky recipi-
ents in the lottery of federal funding
distributions.

Hopefully the time will soon come
when a carefully crafted, well-
planned, and deliberate use of feder-
al support to enhance the quality of
mental health treatment through the
study of the implementation of effica-
cious interventions in real-world set-
tings will once again guide our na-
tional efforts. 

Bernard S. Arons, M.D.

Dr. Arons is executive director and chief
executive officer of National Development
and Research Institutes, Inc., in New York
City. From 1993 to 2002 he was director
of the Center for Mental Health Services
of the Substance Abuse and Mental
Health Services Administration.
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PPaasstt  aanndd  CCuurrrreenntt  VViieewwss  
oonn  tthhee  UUssee  ooff  SSeecclluussiioonn
aanndd  RReessttrraaiinntt  iinn  TTrreeaattmmeenntt

To the Editor: The September issue
of Psychiatric Services presents en-
couraging news that agitated patients
are being successfully treated without
the use of restraint or seclusion.

The question of restraint has a long
history of disagreement among physi-
cians in mental hospitals. At its first
meeting in 1844, the newly organized
Association of Medical Superinten-
dents of American Institutions for the
Insane (now the American Psychi-
atric Association) passed its first
proposition: “It is the unanimous
sense of this convention that the at-
tempt to abandon entirely the use of
all means of personal restraint is not
sanctioned by the true interests of the
insane.” This consensus was debated
throughout the 19th century—but in
the end it was always supported (1).

Nineteenth-century British psychi-
atrists were opposed to mechanical re-
straint, although “holding” by atten-
dants was allowed. The Quakers who
opened the York Retreat in 1796 op-
posed the use of restraint. Dr. John
Conolly, who was superintendent of
the Middlesex County Asylum in
Hanwell, published a book in 1856 ti-
tled Treatment of the Insane Without
Mechanical Restraint (2). In 1875,
when Dr. John Bucknill, a former su-
perintendent of a British asylum, visit-
ed American asylums, he found that
the private ones used little or no re-
straint but the public mental hospitals
used restraint often. He wrote in a
Lancet article in 1876 that “[the su-
perintendents] will look back to their
defense [of restraint] with the same
wonderment . . . that has been said in
defense of domestic slavery” (3).

Perhaps the articles in Psychiatric
Services reflect a new era in the treat-
ment of mental patients in hospitals.

Lucy D. Ozarin, M.D., M.P.H.

Dr. Ozarin was formerly medical director
of the U.S. Public Health Service.
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To the Editor: As chairperson of the
American Psychiatric Association’s
committee in patient safety, I applaud
the inclusion of the articles on seclu-
sion and restraint in the September
issue of Psychiatric Services (1–5).
The safe and minimal use of seclusion
and restraint is one of the committee’s
first three initiatives. Reading these
articles makes one realize that this
particular patient safety goal is well
on its way to being achieved.

However, I would also argue that, for
most acute psychiatric settings, total
elimination of seclusion and restraint is
not a practical goal unless one puts
dogma ahead of both patient safety and
staff safety. Rather, I would argue that
the goal should be safe, judicious, and
minimal use of seclusion and restraint.

Al Herzog, M.D.

Dr. Herzog is vice-president of medical af-
fairs at Hartford Hospital in Hartford,
Connecticut, and professor of clinical psy-
chiatry at the University of Connecticut
School of Medicine in Farmington.
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In Reply: We too are grateful for the
editorial decision to dedicate a section

of the September issue of Psychiatric
Services to reports of current efforts
to reduce and eliminate the use of
seclusion and restraint. We hope that
publication of our study from the
Pennsylvania state hospital system
and other such studies will lead to fur-
ther research on more positive strate-
gies to support a person in crisis.

The safe and minimal use of seclu-
sion and restraint, as Dr. Herzog indi-
cates, should now be a requirement
for all psychiatric health care
providers. However, too many people
continue to be injured from the use of
these restrictive measures. In our
Pennsylvania state hospital system,
which trains staff in the most current
strategies, we discovered that one in
five applications of mechanical re-
straint resulted in an injury to the pa-
tient or staff member involved. These
are high-risk activities that have no
therapeutic value in supporting a per-
son with serious mental illness, and,
as we have discovered, they do far
more harm than any short-term gain
that their use may provide. Psychi-
atric treatment providers need to find
more positive ways to support people
who are in crisis.

Ten years ago most people in our
hospital system accepted the use of
seclusion and restraint and regarded
these practices as clinical interven-
tions for managing a person in crisis
or as proactive interventions in antic-
ipation of a crisis. During this period
the “dogma” of the nonrestraint ap-
proach was polarizing our hospital
community. However, the hospital
system’s leadership—physicians,
nurses, direct care workers, and pro-
gram staff—who supported a less
traumatizing approach prevailed and
drove the culture change that has re-
sulted in a safer hospital system.

Most people served in our hospital
system are first cared for within a
short-stay acute care setting. People
who were admitted to our civil hospi-
tals were unable to be stabilized
within such a setting. Moreover, in
our three forensic units at Mayview,
Norristown, and Warren state hospi-
tals, where direct acute admissions
continue to occur, reduction in the
use of seclusion and mechanical re-

straint has been equally dramatic.
Since January 2005 the three forensic
centers have had an average daily
census of 190 and have provided
5,700 days of care each month. Dur-
ing this period mechanical restraint
has been used only 34 times and
seclusion has been used 22 times.
Several forensic units have not need-
ed to use these measures at all in the
past nine months.

Early next year the hospital system
will discontinue the use of the me-
chanical restraint in all civil and
forensic units. The traumatizing ef-
fects of these measures, for both pa-
tients and staff, have eclipsed any
short-term safety benefit they may
provide and are inconsistent with the
recovery approach that we have
adopted.

Aidan Altenor, Ph.D.

AAnn  EEmmeerrggeennccyy  DDeeppaarrttmmeenntt’’ss
RReessppoonnssee  ttoo  aa  PPaattiieenntt’’ss
TThhrreeaatt  ttoo  KKiillll  tthhee  PPrreessiiddeenntt
To the Editor: I was troubled by the
Open Forum by Zitek and colleagues
(1) in the August issue. The authors
rightfully observed that “a compre-
hensive evaluation is impractical” in
the psychiatric emergency service,
yet they recommended a low thresh-
old for contacting the Secret Service
from the psychiatric emergency serv-
ice when someone threatens the
president—a knee-jerk reaction that
does not allow exploration of all the
options available to the physician.
The usual practice for psychiatric pa-
tients with homicidal ideation is to
admit them to the hospital, involun-
tarily if necessary, to fully explore the
seriousness of the threat, and only
then to warn the intended victims
(through the Secret Service, in this
case) as necessary.

The authors asserted that the Se-
cret Service “has developed a level of
expertise in systematic violence risk
assessment that is unmatched by the
average clinician working in a psychi-
atric emergency service setting,” but
they cited no references to back up
their claim. Mere knowledge of an
individual’s history of violence and
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possession of weapons does not
equate to superior skills for assessing
future dangerousness.

In the history as presented by the
authors, Mr. K “agreed” to sign the
Authorization to Review Medical/
Psychiatric Files presented to him
by the Secret Service agents. I won-
der how much of his agreement was
coercion or intimidation and how
much was voluntary. Was a determi-
nation made that Mr. K had the ca-
pacity to sign the form? Did anyone
warn him of the implications of sign-
ing the form and of talking to agents
of the secret service? Did anyone
advise him of his rights to consult
with an attorney before proceeding?
The casualness of the authors about
these matters is amazing. A patient
came voluntarily to the emergency
department for treatment and left
with a criminal conviction and a sen-
tence of five years’ probation with-
out adequate warning or representa-
tion ab initio.

The authors presented three sce-
narios “that may warrant immediate
notification of the Secret Service
from the emergency service.” These
are a patient with a risk of elopement,
an intoxicated patient, and a patient
with personality disorder. To con-
clude that a patient is suffering from
only a personality disorder on the ba-
sis of a quick interview in the emer-
gency department is both naïve and
dangerous. Further evaluation, in-
cluding obtaining collateral informa-
tion, is warranted. The standard pro-
cedure for eloped dangerous patients
is to inform the police so that they can
be apprehended and returned to the
hospital, and as for the intoxicated pa-
tient, how credible is a history ob-
tained when a patient is intoxicated?

In conclusion, threats to kill the
president (or anyone else for that
matter) should be taken seriously by
psychiatrists in any setting and should
trigger a comprehensive evaluation.
Informing the Secret Service after a
cursory evaluation in the emergency
department and without adequate
measures to protect the patient’s
rights is unethical. Although most of
the issues raised in my letter are sim-
ilar to those in Dr. Zonana’s commen-

tary, the authors’ emphatic recom-
mendation for a low threshold to call
the Secret Service, without due con-
sideration of our ethical obligations,
compelled me to write.

Charles C. Dike, M.D.,
M.R.C.Psych.

Dr. Dike is principal psychiatrist at Whit-
ing Forensic Services at the Connecticut
Valley Hospital in Middletown, Connecti-
cut, and assistant clinical professor in the
division of law and psychiatry of the de-
partment of psychiatry at Yale University
School of Medicine.
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OOxxccaarrbbaazzeeppiinnee  aanndd  
RRiisskk  ooff  FFaallllss  AAmmoonngg  
PPssyycchhiiaattrriicc  IInnppaattiieennttss

To the Editor: Falls of institutional-
ized patients, particularly elderly pa-
tients, can lead to injury, long-term
disability, and death. Psychiatric med-
ications have been shown to increase
the risk of falling (1–3). Quality assur-
ance data at our psychiatric hospital
suggested that oxcarbazepine, an
antiepileptic used off-label for mood
stabilization, particularly increased
the risk of falling. We sought to quan-
tify that risk.

The Buffalo Psychiatric Center is a
state-operated inpatient hospital that
houses 240 psychiatric patients, with
an average length of stay of five years.
Our analysis was conducted under
the authority of a quality improve-
ment program, and our institutional
review board did not deem it neces-
sary to review the protocol post hoc.
We preserved patient confidentiality
by maintaining records on a secure
server. The design was a rolling co-
hort study. The population included
all patients who were receiving oxcar-
bazepine for any duration greater
than one day between January 1,
2001, and March 31, 2003. Patients
entered the cohort on January 1,
2001, or on their date of admission,
whichever came later. They left the

cohort on their date of discharge or
on March 31, 2003, whichever came
earlier. We obtained demographic
and medication information from ad-
ministrative databases. The hospital
tracks falls through an incident re-
porting system.

We calculated falls per 100 patient-
days for each patient while the patient
was taking the medication and while
the patient was not taking the medica-
tion; with this method, patients acted
as their own controls. We stratified by
age to examine potential confounding
and sought to strengthen a case for
causality by dose stratification.

The cohort included 51 patients—
23 men and 28 women—whose
mean±SD age was 59.4±16.0 years.
Eleven patients were African Ameri-
can, and 40 were white. One patient
with a history of head injury, congen-
ital ataxia, and 63 falls was excluded to
avoid bias. There were 162 falls and
32,336 patient-days.

The number of falls was significant-
ly higher among patients who were
taking oxcarbazepine. Among pa-
tients taking the drug the number was
.69 falls per 100 patient-days (95 per-
cent confidence interval [CI]=.54 to
.84). Among those not taking the drug
the number was .38 (CI=.30 to .47).
Age stratification showed higher rates
for older patients. For patients aged
50 through 65 years (N=20), the rate
among those taking the drug was .75
(CI=.52 to .99), and for those not tak-
ing the drug it was .46 (CI .32 to .60).
For patients over age 65 years
(N=17), the corresponding rates were
1.14 (CI =.83 to 1.44) and .43 (CI=.28
to .58). Dose stratification showed a
trend toward higher rates at higher
doses, although the differences were
not statistically significant.

According to the package insert, ox-
carbazepine can induce hyponatrem-
ia, dizziness, drowsiness, fatigue, ab-
normal vision, incoordination, and
abnormal gait; all these adverse ef-
fects might affect the risk of falls.

Strengths of our study included the
cohort design, which offers a higher
level of evidence than a case-control
study, and a relatively long study peri-
od. The use of patients as their own
controls probably reduced confound-

PSYCHIATRIC SERVICES ♦ http://ps.psychiatryonline.org ♦ December 2005   Vol. 56   No. 12 11662233

LETTERS

letters.qxd  11/21/2005  10:01 AM  Page 1623



ing. Weaknesses included the fact
that we did not explicitly control for
potential confounders, including co-
existing neurologic disorders, and
used pharmacy records rather than
medication administration records,
therefore not accounting for medica-
tion refusals. The study did not use an
outside control group.

Our results indicate that psychia-
trists should use caution when pre-
scribing oxcarbazepine for patients
who are at risk of falls, especially eld-
erly patients.

Michael D. Merrill, M.D., M.S.
John R. Belz, Pharm.D.

When this work was done, Dr. Merrill was
affiliated with the Buffalo Psychiatric
Center and with the department of pre-
ventive medicine of the State University of
New York at Buffalo. He is currently a
hospitalist at South Buffalo Mercy Hospi-
tal. Dr. Belz is with the School of Pharma-
cy at the university.
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FFaammiillyy  PPaarrttiicciippaattiioonn  iinn  tthhee
TTrreeaattmmeenntt  ooff  PPeerrssoonnss  WWiitthh
SSeerriioouuss  MMeennttaall  IIllllnneessss
To the Editor: Standardized pro-
grams for families of persons with
serious mental illness can reduce
the risk of relapse, enhance social
functioning, and cut costs (1,2).
Practice guidelines (3) and the Pres-
ident’s New Freedom Commission
strongly recommend family involve-
ment. However, very few families
receive services (3). Numerous rea-
sons for the lack of family services
exist, and engaging families is a ma-
jor challenge.

For the past six years, the Okla-
homa City Veterans Affairs (VA)
Medical Center has provided the
SAFE Program (Support and Family

Education), a series of 18 psychoedu-
cational workshops for families of vet-
erans with serious mental illness (4).
Ninety-minute sessions are provided
monthly by a psychologist to educate
and support families. (The curricu-
lum is available at http://w3.ouhsc.
edu/safeprogram.) Although the pro-
gram is positively received, families of
only 5 percent of veterans with seri-
ous mental illness have participated.
The purpose of this project was to
study the efficacy of three engage-
ment strategies.

All veterans who were receiving
outpatient mental health care be-
tween January and October 2004 from
one psychiatrist at the Oklahoma City
VA Medical Center were invited to
participate. To be included in the
study the veteran’s family had to live
within 90 miles of the medical center
and the veteran had to have a diagno-
sis of a serious mental illness or post-
traumatic stress disorder (PTSD).
Veterans were excluded if they were
imminently dangerous or had acute
psychosis.

Of the 527 eligible veterans, 363
(69 percent) had regular contact with
a family member who lived within 90
miles. Of these 363 veterans, 165 (46
percent) allowed a family member to
be contacted. Most of the 165 veter-
ans were male (152 participants, or
92 percent). The mean±SD age was
57.62±11.48 years, and most were
white (154 participants, or 93 per-
cent). The most common diagnoses
were major depression (74 partici-
pants, or 45 percent), PTSD (48 par-
ticipants, or 29 percent), and schizo-
phrenia (15 participants, or 9 per-
cent). The family members most
commonly identified were the wife
(128 participants, or 78 percent) and
the mother (eight participants, or 5
percent).

If the veteran consented to partic-
ipate in the study, the psychiatrist
provided a SAFE Program pam-
phlet and encouraged the veteran to
ask a family member to participate.
Veterans were then assigned to one
of three engagement strategies:
pamphlet only (no subsequent con-
tact), pamphlet plus letter (after the
appointment, a letter was sent de-

scribing ways to participate, empha-
sizing potential benefits, and en-
couraging the family to call the prin-
cipal investigator), and pamphlet
plus letter plus phone call (the prin-
cipal investigator called the family
after the letter was sent and invited
the family to attend the SAFE Pro-
gram). The veterans were assigned
in a stepwise design (55 veterans per
condition). The psychiatrist was
blind to the assignment procedures.
Dependent variables included a
phone call by a family member to
the principal investigator and any
participation by a family member
within six months after the invita-
tion—that is, a family member’s at-
tendance at a SAFE Program ses-
sion, a family member’s accompany-
ing a veteran to an appointment, or
a request for family therapy.

There was minimal response to all
three engagement strategies as
measured by both dependent vari-
ables, and no significant differences
were found between groups. In the
pamphlet-only condition, no family
members contacted the principal in-
vestigator, and family members of
four veterans (7 percent) attended a
program session, accompanied a
veteran to an appointment, or re-
quested family therapy. In the pam-
phlet-plus-letter condition, a family
member of one veteran (2 percent)
contacted the principal investigator,
and family members of seven veter-
ans (13 percent) attended a program
session, accompanied a veteran to
an appointment, or requested thera-
py. In the third condition, family
members of two veterans (4 per-
cent) contacted the principal inves-
tigator, and family members of four
veterans (7 percent) attended a pro-
gram session, accompanied a veter-
an to an appointment, or requested
therapy.

Engaging families in the treatment
of persons with serious mental ill-
ness is a complex, multidetermined
process, and simple solicitations
were ineffective in this study. These
findings have limited generalizabili-
ty, because the study was conducted
at one hospital. However, the find-
ings suggest that providers may need
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to accommodate families’ needs by
providing services in flexible, cre-
ative ways.

Michelle D. Sherman, Ph.D.
Hashib D. Faruque, M.D.

Dana D. Foley, Ph.D.

The authors are affiliated with the psy-
chology and psychiatry departments of
the Oklahoma City Veterans Affairs (VA)
Medical Center and the VA South Central
Mental Illness Research, Education, and
Clinical Center.

References

1. Falloon IRH, Roncone R, Held T, et al: An
international overview of family interven-
tions: developing effective treatment
strategies and measuring their benefits for
patients, carers, and communities, in Fam-
ily Interventions in Mental Illness: Interna-
tional Perspectives. Edited by Lefley HP,
Johnson DL. Westport, Conn, Praeger,
2002

2. Pitschel-Walz G, Leucht S, Bauml J, et al:
The effect of family interventions on re-
lapse and rehospitalization in schizophre-
nia: a meta-analysis. Schizophrenia Bulletin
27:73–92, 2001

3. Lehman AF, Steinwachs DM, Survey Co-
Investigators of the PORT Project: Patterns
of usual care for schizophrenia: initial re-
sults from the Schizophrenia Patient Out-
comes Research Team (PORT) client sur-
vey. Schizophrenia Bulletin 24:11–20, 1998

4. Sherman MD: The Support and Family
Education (SAFE) Program: mental health
facts for families. Psychiatric Services
54:35–37, 2003

MMeetteeoorroollooggiicc  FFaaccttoorrss  iinn
EEmmeerrggeennccyy  EEvvaalluuaattiioonn,,  
AAddmmiissssiioonn,,  aanndd  DDiisscchhaarrggee

To the Editor: The demand for psy-
chiatric services is not random and
may fluctuate with climatic variables
(1). Seasonal variability and weather
have been shown to predict hospital
admissions among patients with ma-
jor psychiatric disorders (2). Sec-
ondary gain in obtaining shelter from
the elements may account for some of
these findings.

To address this issue, we examined
the relationships between weather
and the use of emergency psychiatric

services, as well as any relationship to
subsequent hospitalization or dis-
charge, at a large, urban, military
teaching hospital in Southern Califor-
nia, where patients would have little
incentive to seek shelter from the
weather. Data from 1,909 emergency
department psychiatric evaluations
over a one-year period (August 1,
2002, to July 31, 2003) were exam-
ined. Evaluations were divided into
two groups—patients who were ad-
mitted to a psychiatric ward after
evaluation (N=900) and those who
were discharged from the emergency
department after evaluation
(N=1,009). The weather variables ex-
amined were maximum, minimum,
and average temperature; precipita-
tion; average and maximum sustained
wind speed; wind direction; and sky
conditions (clear to cloudy). Weather
data were obtained from the Web site
of the National Weather Service.

Linear (Pearson’s) correlations
were examined between the number
of evaluations per day and weather
factors. A multivariate, stepwise lin-
ear regression model was calculated
to predict emergency department
evaluations from these factors.

The linear analysis showed weak
but significant correlations between
temperature and rain and the number
of psychiatric evaluations in the
emergency department. On rainy
days, fewer patients presented for
emergency evaluations (r=–.134,
p<.01). Among patients who were
discharged after evaluation, fewer vis-
ited the emergency department on
rainy days (r=–.165, p<.01) and on
cloudy days (r=–.117, p<.05).

Warmer temperature (high, low,
and average) was significantly corre-
lated with the number of psychiatric
evaluations. Patients who were dis-
charged after evaluation (r=.131,
p<.05) rather than those who were
hospitalized accounted for the rela-
tionship between emergency evalua-
tions and temperature.

No associations were found between

wind variables and evaluation and dis-
position of patients or between any
weather variable and hospitalization.

In the stepwise, multivariate mod-
el, only rain and average temperature
were predictive of emergency depart-
ment visits. More patients came to
the department on warmer days and
on days without rain. Rain accounted
for 2.2 percent of the total variance
(p=.005), and average temperature
accounted for 3.5 percent of the total
variance (p=.001). When only pa-
tients who were seen but not hospi-
talized were included, analysis of vari-
ance indicated that only rain was a
predictor of discharge after evalua-
tion (r2=.031, p=.001).

Even though these correlations
were found, no causality can be in-
ferred. Because 1,909 emergency de-
partment visits were analyzed, the
study had more power than was need-
ed to yield a clinically significant re-
sult, which meant that even miniscule
relationships being statistically signif-
icant. However, the amount of vari-
ance accounted for (2.2 to 3.5 per-
cent) is more telling; these results
might not have practical clinical ap-
plication with such a small observed
effect. Nevertheless, further investi-
gation is warranted in cities with larg-
er variation in weather variables,
where greater effects may be seen.

Patcho N. Santiago, M.D.
Robert N. McLay, M.D., Ph.D.

Paul S. Hammer, M.D.

The authors are affiliated with the mental
health department of the Naval Medical
Center San Diego.
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