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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).

UUnncceerrttaaiinnttiieess  iinn  
AAsssseessssiinngg  aanndd  TTrreeaattiinngg  
AAssssaauullttiivvee  PPaattiieennttss
To the Editor: In an article in the
April issue Quanbeck and colleagues
(1) emphasized the heterogeneity of
assaultive acts committed by state
hospital patients. Such observations
stimulate further discussion of the re-
port from Pennsylvania on reducing
use of seclusion and restraint (2). Al-
though Quanbeck and colleagues’ re-
port did not specifically address
seclusion and restraint, it underscores
the importance of having a range of
available interventions to reduce the
adverse consequences of assaultive
behaviors.

Although the Pennsylvania group
demonstrated the feasibility of reduc-
ing seclusion and restraint (2), further
clarification of secondary risks ap-
pears warranted. The rate of mechan-
ical restraint declined by 60% from
1998 to 2000, from 2.96 to 1.20
episodes per 1,000 patient-days; how-
ever, staff injuries with lost work time
resulting from patient assaults appar-
ently increased by 30%, from .10 to
.13 episodes per 1,000 patient-days.

On the basis of the stated census of
2,800, this rate increase represents an
increase in the number of injuries
from 102 to 133. Whether this appar-
ent increase in injuries was related to
reduced seclusion and restraint re-
quires consideration. Added to this
figure would be self-injuries, injuries
to patients from patient-on-patient
assaults, and less severe and unre-
ported assaults on staff (3,4).

Many rightly state that seclusion
and restraint should be a safety meas-
ure of last resort, used only when
there is an imminent risk of harm and
no other safe and effective interven-
tion is available (5). However, assess-
ing imminent risk and the availability
of an alternate intervention is fraught
with uncertainty and might be consid-
ered within the framework of true-
and false-positive predictions. True-
positive assessments correctly predict
that restraints are required to prevent
violence; false positives incorrectly
predict such need. True negatives
correctly predict that restraints are
not needed; false negatives incorrect-
ly predict that restraints are not need-
ed. Some have called for bringing re-
straint rates to zero (5), which would
imply that true- and false-positive
rates can approach zero. For com-
plete safety, the false-negative rate
would also be zero: no violence would
occur that is preventable only by re-
straint. In addition, violence may still
occur among those with a true-nega-
tive assessment if caregivers make er-
rors in carrying out preventive inter-
ventions. The data suggest, however,
that even when experts carry out as-
sessments and interventions, it may
be unrealistic to completely and safe-
ly eliminate restraints in the complex
clinical setting of the state hospital.

In state hospitals, dangerousness
based on aggression is a common cri-
terion for admission, and as under-
scored by Quanbeck and colleagues,
psychiatric hospitals may retain some
high-risk persons who engage in
criminal violence. Realistic preven-
tive treatments may not exist for
many of these patients.

Assault rates in our state hospitals
are too high, and the suffering of as-

sault victims must also be addressed.
In our hospital, patients’ assaults on
staff in recent years have caused facial
fractures requiring reconstructive
surgery, concussions with neurologi-
cal sequelae, and a death. Reducing
seclusion and restraint may lead to
unacceptable risk, as suggested by a
near tripling of assault rates in one
setting (3) and the apparent increase
of 30% in Pennsylvania (2).

Strategies, such as those described
by Quanbeck and colleagues, to char-
acterize subtypes of assaultive behav-
iors may help identify optimal pre-
ventive interventions for those at risk
of aggression, thereby reducing the
rates of true and false positives and
false negatives.

Robert J. Becker, M.D., M.Sc.

Dr. Becker is acting director of psychia-
try, Department of Psychiatry, Greystone
Park Psychiatric Hospital, Greystone
Park, New Jersey.
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In Reply: We think Dr. Becker
makes an extremely important point.
Although our report did not specifi-
cally address use of seclusion and re-
straint, the most common reason for
their use is the management of as-
saultive behavior (1). Therefore, if
an intervention succeeds in reducing
the number of aggressive incidents
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committed by patients in a psychi-
atric facility, use of seclusion and re-
straint will also decrease as a natural
consequence.

Numerous organizations have ex-
pressed concern about the deleteri-
ous psychological effects and physical
risks associated with seclusion and re-
straint (2). The Centers for Medicare
and Medicaid Services and the Joint
Commission on Accreditation of
Healthcare Organizations have em-
phasized the need to limit their use to
emergency situations. In response,
psychiatric facilities across the nation
have made concerted efforts to re-
duce seclusion and restraint use, and
many have succeeded. However, the
actual success of these efforts should
be examined closely. As Dr. Becker
points out, some facilities have re-
ported that a decrease in seclusion
and restraint use has been accompa-
nied by a corresponding increase in
the number of assaults and injuries to
staff. In our opinion, a successful
seclusion and restraint reduction pro-
gram achieves a significant decrease
in the number of aggressive incidents
along with a decrease in use of seclu-
sion and restraint.

Psychiatric hospital administrators
must achieve a delicate balance when
implementing policies that are in-
tended to reduce use of seclusion and
restraint. They must protect psychi-
atric patients from unnecessary or
prolonged confinement in seclusion
and restraints. At the same time, they
must be careful that a policy is not so
restrictive that clinicians are unable
to justify use of seclusion and re-
straint when necessary to prevent in-
juries to staff and other patients. Staff
injuries from patient assaults can ex-
act a heavy toll in terms of physical
disability, psychological damage, lost
work days, and poor staff morale.
Further, psychiatric patients are enti-
tled to “safe conditions of confine-
ment,” and mental health profession-
als in many states have a statutory
duty to protect third parties—for ex-
ample, as set forth in Tarasoff (3).

We believe that the most effective
approach to this problem is to target
the root causes of aggressive behavior
rather than rely on administrative

policies that seek to restrict or even
ban use of seclusion and restraint (4).
Although our current understanding
of the causes and optimal treatment
of aggressive behavior remains limit-
ed, and this lack of knowledge likely
plays a role in the misuse and overuse
of seclusion and restraint, staff educa-
tion can have positive effects. For ex-
ample, after an urban psychiatric hos-
pital implemented a staff training pro-
gram on the management of assaultive
behavior and mandated weekly team
meetings to discuss strategies for
treating aggressive patients, a de-
crease in both staff injuries and the
rate and duration of restraint use was
observed (5). The results of our study
suggest that inpatient aggression is a
multifaceted problem that requires
heterogeneous treatment interven-
tions; any “one size fits all” approach
will not be effective in the long term.
Cameron David Quanbeck, M.D.

Barbara E. McDermott, Ph.D.

References

1. Kaltiala-Heino R, Tuohimaki C, Korkeila J,
et al: Reasons for using seclusion and re-
straint in psychiatric inpatient care. Inter-
national Journal of Law and Psychiatry
26:139–149, 2003

2. Frueh BC, Knapp RG, Cusack KJ, et al: Pa-
tients’ reports of traumatic or harmful ex-
periences within the psychiatric setting.
Psychiatric Services 56:1123–1133, 2005

3. Quanbeck CD: Forensic psychiatric as-
pects of inpatient violence. Psychiatric
Clinics of North America 29:743–760, 2006

4. Donat DC: An analysis of successful efforts
to reduce the use of seclusion and restraint
at a public psychiatric hospital. Psychiatric
Services 54:1119–1123, 2003

5. Forster PL, Cavness C, Phelps MA: Staff
training decreases use of seclusion and re-
straint in an acute psychiatric hospital.
Archives of Psychiatric Nursing 13:269–
271, 1999

CCoonncceerrnnss  AAbboouutt  
SSttuuddyy  DDeessiiggnn
To the Editor: An article in the
May issue of Psychiatric Services by
Perry and colleagues (1) compared
public attitudes toward depression
in childhood and adulthood. Al-
though the authors made an inter-
esting comparison and they acknow-
ledged several design flaws in their

study, they did not address certain
weaknesses and underplayed many
that they did mention.

As the authors note, the vignettes
used in the study were not identical.
The most salient difference was that
only the vignette describing the child
mentioned suicidal ideation. The au-
thors referred to the vignettes as
“equivalent but not identical,” but
they did not give a clear explanation
of how equivalency was assessed.
They noted that this may have had
only minor impact on the results be-
cause the differences in “danger to
self” ratings were small and the dif-
ferences in “danger to others” ratings
were larger. However, it is insufficient
to assume that the differences be-
tween the vignettes can be dismissed
on the basis of outcomes. For the two
vignettes, 79% of respondents rated
the child as “likely to be violent to-
ward self,” and 74% of respondents
rated the adult in this way. In both
cases the rating was high. The ratings
of danger to others were much lower,
40% and 30%, respectively.

Given highly publicized recent
events, such as school shooters
killing others and themselves, it is
possible that the suicidal ideation
mentioned in the child vignette
caused the difference in ratings of
danger to others. If the adult vi-
gnette had been the only one to
mention suicidal ideation and if the
study had been conducted in the ear-
ly 1990s when post office and work-
place shootings, rather than school
shootings, were highly publicized,
the results may have been reversed.

This brings us to our next point.
The adult vignette was used for data
collection in 1996, and the child vi-
gnette was used in 2002—six years
later. The authors suggest that this
had little impact on their findings. It
is well known in social sciences that a
cohort effect can occur when data are
collected at distinctly separate times.
In addition, because the vignettes
were used at two different times,
there was no randomization in the
populations given the vignettes. The
authors did not report whether there
was a significant difference between
the participant groups. Data provided
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were limited to gender, age, and race.
Of particular concern in a study such
as this one are education level, knowl-
edge of depression, and socioeco-
nomic status. And finally, there was a
dramatic surge in school killings be-
tween 1996 and 2002, and many
books, news magazines, and other
media outlets hypothesized that men-
tal illness plays a role in children’s vi-
olent acts. There is thus reason to be-
lieve that public perceptions of chil-
dren might have changed.

Additional problems with the study
include not providing information
about age—or age range—for the
adult and the child in the vignettes.
Respondents’ varied perceptions of
their ages would have made a sub-
stantial difference in their interpreta-
tion of the vignette. Binary coding of
data may not have appropriately cap-
tured participants’ views, particularly
the views of those who were ambiva-
lent about the topic. Also, given the
large sample, reporting analyses of
power, in addition to p values, would
have been appropriate.

Melissa A. Lenz, B.A., B.S.
Daniel D. Houlihan, Ph.D.

Ms. Lenz is a student in the master’s pro-
gram in clinical psychology and Dr.
Houlihan is a member of the graduate fac-
ulty in clinical psychology at Minnesota
State University, Mankato.
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In Reply: We are pleased that Lenz
and Houlihan’s notions of the contri-
butions and limitations of our study
converge with our own, and we wel-
come the opportunity to address
these issues in more detail.

First, the authors note that the vi-
gnettes describing adult and child de-

pression were not identical. As we ac-
knowledged, the inclusion of suicidal
ideation in only the child vignette
may have skewed public attitudes.
However, the similarity in partici-
pants’ ratings of danger to self for the
adult and the child suggests that sui-
cidal ideation was not a “red flag” for
respondents. Moreover, both vi-
gnettes, which were developed by
psychiatrists, represent the typical
symptom profiles of adults and chil-
dren meeting DSM-IV criteria for
major depression. Because suicidal
ideation is of particular importance in
the clinical assessment of childhood
depression, its presence in the vi-
gnette is appropriate.

Second, the six-year lag between the
two surveys may account for the ob-
served differences. One possibility
that Lenz and Houlihan mention—
that public attitudes toward children
with depression were shaped by media
reports linking school violence to men-
tal illness—is, in fact, one explanation
we offered. There are no data to di-
rectly test this assertion, but it remains
a plausible interpretation. However, it
is telling when the public views youths
with depression as more dangerous
than adults with depression. The cul-
tural origins of public attitudes are of
little consolation to providers, families,
and children who face barriers to
treatment and recovery.

Third, Lenz and Houlihan suggest
that our results might have been dif-
ferent had the comparison been con-
ducted in the 1990s. In fact, there
were several highly publicized work-
place shootings in 1995 and 1996,
which suggests that the serendipitous
timing of the 1996 and 2002 General
Social Survey provides an apt com-
parison of the media-propagated cul-
ture of fear surrounding adults and
children with depression. Moreover,
if these workplace shootings skewed
attitudes toward adults with depres-
sion negatively, our analyses may ac-
tually have underestimated differ-

ences in attitudes toward adults and
children.

Fourth, as noted in our introduc-
tion to the series (1), the age of the vi-
gnette child (eight or 14 years old)
varied randomly. Respondents be-
lieved that the problems of the 14-
year-old were more serious (Pesco-
solido BA, Jensen P, Martin JK, et al,
unpublished manuscript, 2006), and
they were more likely to prefer social
distance from the 14-year-old (2).
However, post hoc analyses revealed
that the public did not believe that
adolescents with depression were
more likely than children to harm
others. This finding suggests that
both are vulnerable to stigmatization
associated with perceptions of dan-
gerousness.

Finally, regarding the use of power
and the binary coding, we ran t tests
as well as multinomial logistic regres-
sion analyses using the categorical de-
pendent variables. These results led
us to the same conclusions as those
obtained by use of binary logistic re-
gression models. We presented odds
ratios to facilitate interpretation of
the effect magnitude of receiving ei-
ther a child or an adult vignette.

We hope that future research will
continue to raise questions about how
the public views mental illness among
children, adolescents, and adults. Un-
derstanding the larger cultural con-
text will assist clients, providers, and
families in overcoming challenges as-
sociated with stigma.

Brea L. Perry, M.A.
Bernice A. Pescosolido, Ph.D.

Jane D. McLeod, Ph.D.
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