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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).

UUssee  ooff  PPuullssee  OOxxiimmeettrryy  
DDuurriinngg  RReessttrraaiinntt  EEppiissooddeess
To the Editor: I read with interest
the special section in the September
issue on the use of seclusion and re-
straint in psychiatric treatment set-
tings. Physical restraint—the holding
of an individual by staff to contain
dangerous behavior—is used at many
different levels of care, from hospitals
and residential facilities to group
homes and schools, especially with
children and adolescents (1,2).

Unpublished data for 1995 to 2004
from the Joint Commission on Ac-
creditation of Healthcare Organiza-
tions (JCAHO) indicate that among
3,000 sentinel events that involved se-
vere injury or death, 115 restraint-re-
lated fatalities occurred. Fourteen
percent of the restraint-related
deaths involved “take-down and hold”
maneuvers. Death resulted from as-
phyxia because of inability to expand
the chest or from obstruction of the
airway, usually with a face towel to
prevent spitting or biting (personal
communication, Croteau R, 2005). A
JCAHO study of 20 restraint-related
deaths found that chest compression

had limited the patients’ air exchange,
which led to inadequate oxygenation
(3). Similar problems have been not-
ed for sitting restraints, such as the
basket hold. 

Currently, when a person is re-
strained, adequacy of oxygenation is
assessed through pulse, blood pres-
sure, and respiration measurements,
which are confounded by anxiety and
anger. Pulse oximetry is a noninvasive
direct measure of oxygenation that
has been used in medical facilities to
measure the oxygen saturation of he-
moglobin. Portable oximeters are ac-
curate and reliable (4). 

To determine the usefulness of
pulse oximetry during restraint pro-
cedures, baseline pulse oximetry
readings were obtained for all pa-
tients at our residential treatment fa-
cility, which has an average daily cen-
sus of 84. The residents were given
information by a licensed practical
nurse about the use of pulse oximetry
readings to decrease the possibility of
suffocation during restraint. Resi-
dents included male and female ado-
lescents aged 12 to 18 years who had
psychiatric and behavior problems
and who lived in seven separate units
in the facility. 

Oxygen saturation was measured
during 31 physical restraint episodes
(12 patients) over 70 days (March 10
to May 19, 2005) by using a probe
from a portable oximeter that was
clipped to a finger or toe (2) by li-
censed practical nurses. The oximeter
used was the 503 DX model from
Criticare Systems Mini SPO2T. In
seven of the restraint episodes, the
patients were prone; in the remain-
der, the patients were in standing po-
sitions. The mean±SD duration of an
individual episode was 9±6 minutes. 

Baseline oxygen saturation read-
ings were 96 percent or greater; read-
ings during restraint episodes were 95
percent or greater. No incidents of
respiratory distress were noted either
by the staff or by the residents during
restraint. Oximetry was well accepted
by staff and patients. In fact, we
found that placing the finger probe
on the adolescent’s hand and asking
him or her to turn on the oximeter, if

interested, sometimes distracted
everyone involved, diffused tension,
and ended the restraint.

It will be necessary to see how
oximetry performs under conditions
of impaired oxygenation. There is
concern that it might give an inaccu-
rate reading during acute dyspnea,
making repeat readings and clinical
correlation essential (4). In addition,
in one study when volunteer staff of a
mental health facility were restrained
in either a prone or a supine position
and then directed to exercise, those
subjected to prone restraint showed
prolonged pulse recovery after exer-
cise, which may suggest a link with
sudden death during prone restraint
(5). Although the oximetry measures
for the volunteers did not show ab-
normalities, measurements during
clinical situations could help clarify
any role that oxygenation plays in
pulse abnormalities. 

Our investigations suggest that
oximetry in medical settings, such as
hospitals, and nonmedical settings,
such as group homes, may be a viable,
cost-effective tool that could protect
persons who are subjected to physical
restraint from respiratory embarrass-
ment, suffocation, and death.

Kim James Masters, M.D.
Deborah Wandless, L.P.N.

Dr. Masters is affiliated with the psychiatry
department at Pines Residential Treatment
Center, Midlands Campus, in West Colum-
bia, South Carolina, and Charleston Cam-
pus. Ms. Wandless is director of nursing at
New Hope Treatment Center in Rock Hill,
South Carolina.
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SSeerrvviiccee  UUssee  bbyy  
AAssiiaann  AAmmeerriiccaannss  
To the Editor: In the June issue of
Psychiatric Services Barreto and Se-
gal reported findings regarding the
use of mental health services by Asian
Americans in California (1). They ex-
amined data from the California De-
partment of Mental Health’s client
and service information system and
concluded that “East Asians make
more extensive use of public mental
health services in California than do
members of other ethnic subpopula-
tions.” However, this conclusion may
be somewhat misleading in that the
data reported are based on a clinical
sample—that is, the sample included
only individuals who had at least one
episode of service. So, more precisely,
their data show that East Asians who
are already enrolled in the public
mental health system make more ex-
tensive use of these services than do
other ethnic subpopulations. The
data do not indicate how likely Asians
in nonclinical samples are to seek and
use mental health services compared
with other ethnic groups.

I work in a mental health agency in
Los Angeles County that focuses its
services on the Asian community.
The daily experiences of my col-
leagues and I would lead us to con-
clude that Asians living in California
continue to encounter significant
barriers—both systemic and cultural-
ly based—that decrease the probabil-
ity of their seeking and obtaining
mental health services for the first
time. Consistent with previous re-
ports, we have noted that many Asian
families are still reluctant to seek
mental health services because of the
shame and stigma associated with
mental illness, lack of awareness
about the causes and treatments for
mental illnesses, lack of health insur-
ance, and lack of mental health pro-

fessionals fluent in Asian languages
(2). Asian Americans often seek
treatment late in the course of their
illness, which frequently results in
more severe and chronic symptoms
at the time of first contact with men-
tal health services (3). Furthermore,
recently published data show that
high-risk Asian American youths re-
main much less likely than youths
from other ethnic groups to receive
formal mental health services (4).

Barreto and Segal’s data are encour-
aging in that they suggest that Asians
are becoming more accepting of men-
tal health services once they are en-
rolled in the mental health system.
This finding may be due to the in-
creasing availability of culturally and
linguistically competent mental health
services (3), simultaneous access to
case management services, demo-
graphic changes—including increas-
ing acculturation—in Asian commu-
nities in California, or greater aware-
ness of the effectiveness of psychiatric
treatment. But given the public policy
implications of such data, it is critical
that they not be misinterpreted in
ways that could jeopardize continued
adequate funding of mental health
services and outreach efforts for
Asian-American communities.

Brett J. Sevilla, M.D.

Dr. Sevilla is medical director of children’s
services at Asian Pacific Counseling and
Treatment Centers in Los Angeles.
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In Reply: I thank Dr. Sevilla for em-
phasizing the fact that our article con-
fines itself to describing the utilization

experience of East Asians and other
ethnic groups (of the total sample of
104,773 persons, 10,262 were identi-
fied as Asian Americans). Dr. Sevilla’s
letter highlights the need for better
and more current information about
access problems, because much of the
information he provided is drawn from
review articles (1,2) whose authors
draw conclusions on access and utiliza-
tion issues that are predicated upon
research studies of questionable valid-
ity (3,4). These studies are a quarter-
century old and not sufficient in scope
or representativeness to justify re-
source allocation decisions. We all rec-
ognize the issue of language barriers,
especially for new immigrants. It is
most important that new information
on this issue and other access and uti-
lization issues address the unique as
well as the shared needs of specific
Asian-American subpopulations.

Lin and colleagues (4) tell us that
the Asian population is as varied, if
not more varied, in cultures and tra-
ditions as is the population of Amer-
icans with European ancestry. Our
finding of significant utilization dif-
ferences between East Asians,
Southeast Asians, and “other” Asian
subgroups (even after adjustment for
the severity of illness) suggests that
combining the experiences of these
groups under the “Asian” umbrella
presents an inaccurate picture. Giv-
en this observation, it would seem
that there is a significant need to
present Asian Americans’ problems
with access to services differentially
as well. Dr. Sevilla correctly notes
that a recent study of high-risk
youths found that Asian Americans
and Pacific Islanders (N=88) were
less likely than youths from other
ethnic groups to receive formal men-
tal health services; however, the
study does not help us target the spe-
cific Asian-American subgroup and
thus more directly address its needs
(5). I thank Dr. Sevilla for pointing to
the need for better information on
access to mental health services and
hope that such research will better
target disparities in equal opportuni-
ties for receipt and use of mental
health services.

Steven P. Segal, Ph.D.
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CClliieenntt  IInnvvoollvveemmeenntt  
iinn  SSeerrvviicceess  RReesseeaarrcchh

To the Editor: Government agencies
and consumer organizations are call-
ing for the meaningful involvement of
clients in research evaluating mental
health services (1,2). However, a re-
cent review noted that few papers
have been published on this issue (3).
To increase understanding of this top-
ic, I report on key lessons learned
from my experience as an academic
consultant to a mental health day
service, which was based on the club-
house model. I conducted a collabo-
rative evaluation with clients to in-
form future planning. Because this
letter reports reflections rather than
hard data, it was not necessary to ob-
tain internal review board approval
and informed consent was not 

Clients made significant contribu-
tions to the successful development of
the evaluation in a number of impor-
tant ways. First, they assisted in the
development of a questionnaire, en-
suring that it covered clients’ con-
cerns. This approach prevented bias
toward the provider’s perspective,
which has been identified as a poten-
tial disadvantage of traditional ques-
tionnaire research (4). Second, clients
used their insight to suggest suitable
modes of data collection that were
successfully implemented, notably an
anonymous “suggestion box” and fo-

cus groups. The suggestion box
proved popular because it allowed
clients to comment in their own time
with complete guarantees of anonymi-
ty. The focus groups were well attend-
ed and well liked because they al-
lowed clients who were uncomfort-
able with the questionnaire to partici-
pate. They also provided “safety in
numbers” in that clients liked being
able to voice concerns in the presence
of fellow clients. 

Third, training key clients as re-
search assistants to assist with data
collection and analysis was method-
ologically fruitful. The clients ap-
peared to be particularly sensitive
and skillful in helping other clients
complete the questionnaire. This ap-
peared to increase the response rate
and also encourage more open and
honest responses from clients, re-
peating a phenomenon observed
when client interviewers have been
used in other studies (5). Trained
clients also worked with staff and
myself in analyzing the data. Client
involvement at this stage may in-
crease the validity of the findings, as
the different parties must reach con-
sensus on emerging conclusions and
their significance with staff, clients,
and independent academics acting
as a check and balance on one anoth-
er’s biases. 

Overall, I noted that some clients,
even some with serious mental ill-
nesses, were quite capable of quickly
understanding the scientific basis of
research. Some key clients had at-
tained master’s or doctoral degrees
before they became ill; others had at-
tended related training courses. Their
contribution to the design and imple-
mentation of the evaluation some-
times outstripped that of the organi-
zation’s staff. In contrast, some staff
(and other clients) had less under-
standing of the scientific basis of re-
search. Thus, although some facilities
and programs may want to conduct
co-operative research, some time
must be spent in meetings explaining
methodologic issues in lay language. 

Client involvement did have some
disadvantages. Most notably, much
greater resources in terms of time, la-
bor, and finances are needed in this

kind of cooperative research. One fi-
nal issue that should be considered by
academics is the endpoint of their in-
volvement. Many researchers will feel
that their interest should cease once
the evaluation is complete. However,
some clients may feel that academics
should use their skill and leverage to
act as “agents of change” after the
evaluation and may feel a sense of be-
trayal if this is not the case. Discus-
sion and agreement on this point at
the beginning of the research may
prevent possible ambiguity and con-
flict at the end.

Rob Whitley, Ph.D.

Dr. Whitley is affiliated with the New
Hampshire–Dartmouth Psychiatric Re-
search Center in Lebanon, New Hampshire. 
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SSaammppllee  ffoorr  VVaalliiddaattiioonn  ooff  JJaaiill
MMeennttaall  HHeeaalltthh  SSccrreeeenn
To the Editor: In their otherwise ex-
cellent article reporting on validation
of the Brief Jail Mental Health Screen
(BJMHS) published in the July 2005
issue, Steadman and colleagues (1)
made a subtle but critical analytic er-
ror, which, when corrected, leads to
different conclusions. They studied
the performance of the BJMHS in
screening for mental health treatment
needs among more than 10,000 pris-
oners in four jails. From this popula-
tion, they selected samples, stratified
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by sex and BJMHS outcome, to create
groups of men and women—each
group with a ratio of approximately
2:1 of individuals with negative
BJMHS outcomes to individuals with
positive BJMHS outcomes. These
participants were interviewed with
the Structured Clinical Interview for
DSM-IV (SCID), which was used as
the criterion standard. The authors
calculated sensitivities, specificities,
and other scale statistics by comparing
BJMHS results with SCID results.
However, they erred when, having
stratified by BJMHS outcome, they
changed the proportion of negative-
to-positive outcomes from about 9:1
in the population to about 2:1 in the
SCID sample without making a cor-
rection in the final calculations. 

The authors present a 2 × 2 table for
BJMHS and SCID outcomes among
male prisoners that shows 38 true-pos-
itive cases, 20 false-negative cases, 117
true-negative cases, and 36 false-posi-
tive cases. According to the authors,
9.6 percent of the male population
screened positive; thus 90.4 percent
screened negative. Assuming a male
population of 8,979, and assuming that
the proportions of correct and incor-
rect predictions among positive and
negative screened participants re-
mains constant, it is possible to calcu-
late population estimates for the num-
ber of true positives (N=443), false
negatives (N=1,185), true negatives
(N=6,932), and false positives
(N=419). This yields an estimated sen-
sitivity of 27.2 percent, in contrast to
the reported sensitivity of 65.5 per-
cent. Specificity, recalculated in a sim-
ilar way, rises to 94.3 percent, and the
“hit” rate rises to 82.1 percent. Be-
cause the sensitivity declines, the esti-
mated rate of psychopathology in the
male jail population as a whole be-
comes 18.1 percent, which is in accord
with many published findings (2).

Inmates who had screened nega-
tive on the BJMHS were less likely to
receive SCID interviews, which dis-
proportionately reduced the number
of false negatives and inflated the
sensitivity statistic. The corrected
sensitivity, which is based on a cutoff
point selected by the authors under
different assumptions, is unaccept-

able for screening purposes. A higher
sensitivity can be achieved by adjust-
ing the cutoff point down, although
this adjustment may produce a false-
positive rate that is too high for the
BJMHS to be of practical value.

James E. Dillon, M.D.

Dr. Dillon is chief of clinical affairs of the
corrections mental health program for the
State of Michigan and adjunct clinical as-
sistant professor in the department of psy-
chiatry at the University of Michigan
Medical School in Ann Arbor. 
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In Reply: Dr. Dillon highlights a
point that we made in a footnote to
our table. As he correctly notes, the
reported results for sensitivity and
specificity were calculated on the val-
idation sample and not weighted back
to the jail admissions during the study
period at the four jails. It did not
seem to us that weighting back to the
full admission sample was the most
useful approach for data presenta-
tion. Realizing that some readers
would want to calculate sensitivity
and specificity, we did include them
in the footnote. To be consistent with
the approach taken in other studies,
we chose not to weight the data in any
way. If we had, the results would re-
late exactly to the admissions of the
four jails studied but would not nec-
essarily be generalizable to other U.S.
jails. We intentionally included the
raw data so that any jail could weight
it back to their own detainees, as Dr.
Dillon has done here for the four jails
we studied.

The BJMHS was created to be a
tool for jails to use in screening new
inmates for mental illness. We pre-
sented data in a way that would per-
mit jail administrators to make deci-
sions based on their jail and not on
the four jails we studied. Although
Dr. Dillon’s recalculation of sensitivi-

ty (down from 65.5 percent), speci-
ficity (up from 76.5 percent), and
overall “hit rate” (up from 73.5 per-
cent) are correct for the four jails,
these figures would change for other
jails depending on the number of per-
sons with mental illness.

What would not change is the cal-
culation of a false-negative rate (in-
mates whom we classified as not
symptomatic and who received diag-
noses by use of the SCID as having a
mental illness) of 14.6 percent for the
males in the study and a false-positive
rate of 48.6 percent. These are the
most telling results and the numbers
that jail administrators should use
when making decisions on whether to
use the BJMHS. Whether the accura-
cy rate is 73.5 percent for the valida-
tion data or 82.1 percent for the data
weighted for the four jails, we still be-
lieve that the BJHMS is the best tool
currently available.

Henry J. Steadman, Ph.D.

AAnn  IInnnnoovvaattiivvee  IInnppaattiieenntt
PPssyycchhootthheerraappyy  UUnniitt  iinn
SSoouutthh  AAffrriiccaa
To the Editor: The recently pub-
lished World Mental Health Survey
(1) has shown that depression and
anxiety are at least as common as pri-
mary psychotic disorders. As such,
these disorders demand the attention
of mental health services. In South
Africa, community and outpatient re-
sources for individuals suffering from
high levels of distress and trauma are
limited. However, there is an innova-
tive psychotherapy unit in Valkenberg
Hospital in Cape Town, South Africa,
which is an acute psychiatric hospital
that serves a population of approxi-
mately one million. The unit was es-
tablished at the hospital in the early
1970s after new wards were built.

Most individuals who are referred
to the acute adult service have schiz-
ophrenia or bipolar mood disorder.
Persons with anxiety or depressive
disorders are not easily served in
this high-turnover system, and a
separate unit has been created to
manage these problems. This sepa-
rate unit admits men and women

PSYCHIATRIC SERVICES ♦ http://ps.psychiatryonline.org ♦ October 2005   Vol. 56   No. 1011331166

LETTERS

letters.qxd  9/21/2005  1:07 PM  Page 1316



between the ages of 18 and 60 years.
Individuals are usually referred to
the program when they are experi-
encing a crisis, but they must be
willing to take part in a weekly pro-
gram. The referral problem is usual-
ly exacerbated by a range of psy-
chosocial stressors. 

Patients participate in a range of in-
dividual and group therapies. Groups
are run by two facilitators three times
a week. Brief-term individual therapy
is offered by case managers; life skills
and goal-setting groups and psychoe-
ducation sessions form part of the
weekly program. The unit has a con-
sultant psychiatrist, a psychiatric reg-
istrar, a psychologist, and a psycholo-
gy intern. Nursing staff play a sup-
porting role but do not manage cases.
In general, patients with active psy-
chosis and suicidal ideation are ex-
cluded from the program. A collabo-
rative approach is encouraged, with

the main goals of the admission being
to ameliorate psychiatric symptoms
and promote reintegration into the
community. Psychosocial needs are
addressed when brought as a focus
for clinical attention. In most cases
this involves creating a care plan that
extends beyond the admission into
community care. 

A survey of this unit was conducted
from January 2003 through January
2004. The study was approved by the
research ethics committee of the
health sciences faculty at Cape Town
University, and all participants gave
informed consent. We found that
two-thirds of the patients in the unit
were women (74 patients), and most
(92 patients) had some type of de-
pressive disorder. Anxiety disorders
and borderline personality disorder
were common—of the 100 patients
surveyed, 32 had borderline personal-
ity traits. The mean±SD length of

stay was 5.7±2.4 weeks. Among the
patients with depression, 87 (90 per-
cent) reported having received a
moderate or high degree of help. 

This inpatient psychotherapy unit
plays an important role in addressing
a range of psychiatric problems in our
service. However, ongoing evaluation
of the program and its relevance to
patients is recommended.

John A. Joska, M.Med. (Psych.),
F.C. Psych. (SA)

Alan J. Flisher, Ph.D., F.C. Psych.
(SA)

The authors are affiliated with the depart-
ment of psychiatry and mental health of the
University of Cape Town in South Africa. 
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SSuubbmmiissssiioonnss  ffoorr  DDaattaappooiinnttss  IInnvviitteedd

Submissions to the journal’s Datapoints column are invit-
ed. Areas of interest include diagnosis and practice pat-
terns, treatment modalities, treatment sites, patient char-
acteristics, and payment sources. National data are pre-
ferred. The text ranges from 350 to 500 words, depend-
ing on the size and number of figures used. The text
should include a short description of the research ques-
tion, the database and methods, and any limitations of the
study.

Inquiries or submissions should be directed to Harold
Alan Pincus, M.D., or Terri L. Tanielian, M.S., editors of
the column. Contact Ms. Tanielian at RAND, 1200 South
Hayes Street, Arlington, Virginia 22202 (terri_tanielian
@rand.org).
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