Dr. Morey is assistant professor of
psychology and psychiatry at Van-
derbilt University in Nashville, Ten-
nessee. Dr. Stephenson is staff psy-
chologist at the Nashville Veterans
Administration Medical Center. Ms.
Ferguson is a graduate student at
the State University of New York
at Stony Brook. Ms. Silbiger is a
student at Vanderbilt University.
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Physical Restraint

To the Editor: In the February
issue, Dr. Fidone (1) correctly
points out the risks of applying
the baskethold to a patient in a
supine position. The baskethold
is properly applied only to a stand-
ing patient.

In response to Dr. Fidone’s as-
sertion that a substitute hold is
not likely to be found, I would
like to point out that restraint in
a prone position is, in my experi-
ence, safer for both staff and pa-
tients. Movement is more natu-
rally limited. The patient’s arms
may be held in a palms-up posi-
tion at a 90-degree angle to the
body, or at the sides, with the
staff member pinning the patient’s
legs with his own if additional staff
members are not available to hold
the legs. This method is safer than
the baskethold described and
equally economical of staff.

JosepH STEINFELD, M.S.W/.,
C.S.W.

Myr. Steinfeld is a social worker with
Putnam Community Services of Har-
lem Valley Psychiatric Center in
Carmel, New York, and director of
the Institute for Emergency Manage-
ment in Pawling, New York.
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In Reply: Restricting application
of the baskethold to standing pa-
tients would seriously limit its ef-
fectiveness as a restraint and sig-
nificantly increase the risk of in-
jury to all involved, particularly
in attempts to subdue strong, vio-
lently aggressive patients. Neutral-
izing lower body strength and
controlling kicking would be sub-
stantially more difficult in such
situations.

Hypoxia and declining cardiac
output could also occur in upright
patients, especially if the strug-
gling were prolonged and the pa-
tient’s criss-crossed arms were held
tightly, with the back pressed
firmly against the attendants. As
a consequence, inspiratory move-
ments could be restricted, intratho-
racic pressure raised, and venous
return impeded. Additionally, pa-
tients who had recently consumed
a full meal or were prone to vomit
when intensely excited, from ob-
turation, or as a side effect of
medication could continue to pose
a risk of sudden airway obstruc-
tion.

The prone position with arms
held palms-up at 90 degrees to
the torso results in severe restric-
tion of shoulder motion and fixa-
tion of the upper arm. A patient’s
efforts to wrench free from such
a position could result in serious
injury to the shoulder or humerus.
Additional disadvantages are the
increased risk of facial injuries in
self-abusive patients and the delay
in recognition of pallor or cyano-
sis as a result of the patient’s face
being partially hidden from view.

GEORGE S. FIDONE, M.D.

CMHC Standards

To the Editor: As a professional
working in community mental
health for more than seven years,
I read with great interest the re-
port of the panel discussion on
developing standards for psychiat-
ric practice in community mental
health centers in the November
issue (1). I support their concerns
and understand the complexities
and binds we all face.
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If, however, the physician mem-
bers of the panel are truly con-
cerned about standards of care and
not just about what would en-
hance their own practices and live-
lihoods, their discussion of com-
munity mental health center stan-
dards should include other licensed
professionals. I and other psycholo-
gists in community mental health
centers face many of the same
ethical and legal issues—issues in-
volving signing insurance forms,
responsibility versus authority for
patient care, the degree of direct
contact with patients under our
supervisees’ care, responsibility for
decision making in multidiscipli-
nary treatment teams, and so forth.

Sometimes the politics of all
these issues becomes so frustrat-
ing that I find myself planning
how to escape into my more lu-
crative, less bureaucratic private
practice. But then my conscience
reminds me that the frustrations
I experience in community mental
health are only a small reflection
of what my patients face daily in
their dealings with bureaucracies.
I have more choices and options
than they do. So I choose once
again to make a commitment to
the people who don’t have the
option to escape to a private prac-
titioner.

I urge psychiatrists, psycholo-
gists, and social workers—in other
words trained professionals—to es-
tablish a cooperative forum where
we can all address these quality
of care issues. Ideally, we can at-
tempt to meet the ethical require-
ments and laws of our own profes-
sions, respect each other’s profes-
sions, and help increase the qual-
ity of care our patients receive.

SHARON IRWIN AKAMATSU, PH.D.

Dr. Akamatsu is a staff psychologist
at the Kevin Coleman Community
Mental Health Center in Kent, Obio.
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