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Large studies of up to 500 per-
sons with severe mental illness
who are served within public-

sector mental health clinics have
shown high prevalence rates of trau-
ma victimization (51 to 98 percent)
and posttraumatic stress disorder
(PTSD) (up to 43 percent) (1,2). Per-
sons with severe mental illness may
also be vulnerable to additional trau-
matic or iatrogenic experiences that
occur within psychiatric settings (3,4).
For example, use of control proce-
dures, such as seclusion and restraint,
may recapitulate previous traumatic
experiences and thereby exacerbate
symptoms of PTSD or other mental
illness. National mental health organ-
izations, such as the National Associa-
tion of State Mental Health Program
Directors, have expressed concern
about this issue (5), and the Centers
for Medicare and Medicaid Services
has released regulations encouraging
limited use of seclusion and restraint
(6). Furthermore, state trauma initia-
tives in South Carolina, New Hamp-
shire, and other states have identified
trauma and harmful practices within
psychiatric settings as issues requiring
further research and attention by
state mental health systems (7). 

Currently, efforts are under way to
reduce the incidence of measures of
last resort that are used to manage
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Objective: This study examined the frequency and associated distress of
potentially traumatic or harmful experiences occurring within psychi-
atric settings among persons with severe mental illness who were served
by a public-sector mental health system. Methods: Participants were 142
randomly selected adult psychiatric patients who were recruited
through a day hospital program. Participants completed a battery of self-
report measures to assess traumatic and harmful events that occurred
during the course of their mental health care, lifetime trauma exposure,
and symptoms of posttraumatic stress disorder. Results: Data revealed
high rates of reported lifetime trauma that occurred within psychiatric
settings, including physical assault (31 percent), sexual assault (8 per-
cent), and witnessing traumatic events (63 percent). The reported rates
of potentially harmful experiences, such as being around frightening or
violent patients (54 percent), were also high. Finally, reported rates of in-
stitutional measures of last resort, such as seclusion (59 percent), re-
straint (34 percent), takedowns (29 percent), and handcuffed transport
(65 percent), were also high. Having medications used as a threat or pun-
ishment, unwanted sexual advances in a psychiatric setting, inadequate
privacy, and sexual assault by a staff member were associated with a his-
tory of exposure to sexual assault as an adult. Conclusions: Findings sug-
gest that traumatic and harmful experiences within psychiatric settings
warrant increased attention. (Psychiatric Services 56:1123–1133, 2005)
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disruptive behavior on inpatient psy-
chiatric units. The target of these ef-
forts has been seclusion and restraint,
focused primarily on patient and staff
safety, staff training, and legislation
(8–11). Some have suggested that
routine clinical procedures on inpa-
tient units may, because of the associ-
ated loss of control, represent a high-
ly distressing experience for patients
(12–15). Evidence indicates that psy-
chiatric patients in the emergency de-
partment prefer psychotropic med-
ication (64 percent) to seclusion or
restraint (36 percent) (16). Another
study found that although psychiatric
nurses rated restraint as appropriate
in 98 percent of cases, patients per-
ceived it as being necessary in only 35
percent of the cases (17). Also, al-
though patients’ perceptions of the
necessity for involuntary commit-
ment change from the time of com-
mitment to follow-up, negative per-
ceptions of seclusion and restraint are
stable across time (N=433) (18). 

Unfortunately for policy efforts,
few broad empirical studies have ex-
amined traumatic experiences and
harmful practices that occur within
psychiatric settings (4). Several stud-
ies have found that psychotic symp-
toms and involuntary commitment
appear to be associated with PTSD
(19–21). Other data have indicated
that most posttreatment PTSD symp-
toms are related to psychotic symp-
toms rather than to actual treatment
experiences, suggesting that psychot-
ic symptoms are more traumatic than
measures used to control them (12). 

Other studies provide insight into
patients’ perceptions about aggres-
sion in psychiatric settings. Results of
a study of female patients indicated
that most (85 percent) with a history
of abuse reported feeling unsafe in
mixed-gender units (22). A study of
patients found that 57 percent had
witnessed aggression on a psychiatric
unit during their lifetime (23). The
results of another study suggested dif-
ferences between patient and staff
perceptions, with staff being more
likely than patients to attribute inci-
dents of aggression to patient illness
and to view changes in medication as
appropriate; patients requested im-
proved staff-patient communication
and more flexible unit rules (24). Re-

cent research has suggested that high
lifetime rates of traumatic and poten-
tially harmful experiences occur with-
in psychiatric settings (25). Although
these studies suggest that the experi-
ence of psychiatric hospitalization
may be distressing, harmful, or trau-
matic to some patients, they have
methodologic limitations and are nar-
rowly focused. Furthermore, with
one exception (18), the samples were
small, ranging from 19 to 100. 

Empirical data are lacking for
events that occur in psychiatric set-
tings and meet DSM-IV (26) criteria
for a traumatic event (sanctuary trau-

ma) (4,27,28). Empirical data are also
lacking for events that, although they
do not meet DSM-IV criteria for trau-
ma, involve insensitive, inappropri-
ate, neglectful, or abusive actions by
mental health staff or authorities and
invoke among patients a response of
fear, helplessness, distress, humilia-
tion, or loss of trust in staff (sanctuary
harm) (4,28). In a companion paper
in this issue of Psychiatric Services,
we describe a cross-sectional study to
evaluate the frequency and associated
distress of potentially traumatic or
harmful experiences that occurred in
psychiatric settings in a sample of pa-

tients from the public mental health
system (28). In this companion study
we also examined the interrelation-
ships of and subjective reactions to
these experiences and the self-report
ratings of subsequent involvement in
psychiatric care. 

Methods
Participants
Study participants were randomly se-
lected adult patients who were volun-
tarily admitted to a day hospital pro-
gram in Charleston affiliated with the
South Carolina Department of Men-
tal Health. The program serves more
than 100 patients weekly and aver-
ages 11 new admissions per month.
Patients served by the program have
severe mental illness—typically schiz-
ophrenia, bipolar disorder, or major
depressive disorder—and require as-
sistance with independent living,
symptom management, and prevoca-
tional skills. 

Inclusion criteria were a history of
psychiatric hospitalization and the
ability to competently give informed
consent. This study was conducted
from 2002 to 2004 and was approved
by the institutional review boards of
the Medical University of South
Carolina and the South Carolina
Department of Mental Health. All
participants signed informed con-
sent documents before study partic-
ipation and were paid $25 for their
participation. 

Research procedures
Participants were randomly selected
from a current program roster, which
was periodically updated with new
admissions. A computer-generated
simple random sampling procedure
was used. Project staff approached
potential participants at their sched-
uled visits to obtain informed con-
sent. Patients who did not show up
for these scheduled appointments
were contacted, and arrangements
were made to reschedule if possible.
All patients who consented to partici-
pate in the study completed a short
battery of self-report measures,
which took 60 to 90 minutes. Project
staff read the self-report measures
aloud to all participants to minimize
literacy problems. Individual themat-
ic interviews were also conducted
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with a subsample of patients and are
reported separately (28).

Instruments
Psychiatric Experiences Question-
naire (PEQ). This instrument was de-
signed for this project to assess for a
wide range of traumatic and harmful
experiences that may occur within
psychiatric settings. Twenty-six items
on the PEQ list possible experiences
(for example, being strip-searched)
and assess whether the event was ex-
perienced, the level of distress one
week after the event, and the level of
distress since the event. This measure
was developed from focus groups
conducted with patients from various
areas of South Carolina, and it re-
ceived preliminary testing and refine-
ment in a pilot study (25). We also in-
cluded additional items about general
perceptions of personal safety, fear,
helplessness, and distress. Scores on
these items range from 1 to 5, with
higher scores indicating less safety
and more feelings of fear, helpless-
ness, distress, and compliance. Com-
pliance with psychiatric recommen-
dations was also assessed by asking
the participant, “In general, how well
have you followed specific psychiatric
recommendations (for example, med-
ications and therapy)?” Scores range
from 1 to 5, with higher scores indi-
cating more compliance. 

Trauma Assessment for Adults–Self-
Report Version (TAA). This 17-item
instrument assesses for lifetime histo-
ry of traumatic events (for example,
sexual assault) and has been widely
used in research on trauma exposure
among adults (29). By surveying a
sample of 23 adults in a local mental
health population, the authors of the
TAA found that it was easy to admin-
ister and that rates of trauma and
crime exposure were consistent with
rates previously found in the same
population by using a different trau-
ma assessment tool (29). Archival
data from the mental health records
of a subset of 15 patients revealed
that the TAA detected all stressor
events noted in the mental health
records of these individuals and other
stressor events that were not in the
records. Recent data show that a his-
tory of PTSD and trauma has been
reliably assessed by using similar

measures among public-sector pa-
tients with severe mental illness
(30,31).

PTSD Checklist (PCL). The PCL is
a 17-item self-report measure of
PTSD symptoms that is based on
DSM-IV criteria (32). The checklist
has a 5-point Likert scale response
format. It has been found to be high-
ly correlated with a structured inter-
view for PTSD (r=.93), has good di-
agnostic efficiency (greater than .70),
and has robust psychometric proper-
ties with a variety of trauma popula-
tions (33,34). Scores on the PCL
range from 17 to 85, with scores of 50
or higher indicating that the patient
has probable PTSD. 

Statistical analyses
We conducted a series of analyses to
describe the frequency of and distress
associated with sanctuary harm and
trauma events, including point and 95
percent confidence interval estimates
of the proportion of patients who en-
dorsed each individual item on the
PEQ. We also conducted analyses to
examine the proportions endorsing
individual PEQ items by demograph-
ic variables, presence of probable
PTSD, and lifetime trauma, as well as
the associations between sanctuary
harm and trauma items and percep-
tions of personal safety, helplessness,
fear, distress, and compliance with
psychiatric recommendations. These
simple analyses of associations were
carried out with either a chi square
test or Fisher’s exact test if indicated.
Because we examined lifetime history
of exposure to events, the potential
confounding effect of age was adjust-
ed for with odds ratios obtained from
a logistic regression analysis. When
examining the associations between
sanctuary trauma and harm items and
other variables, we implemented a
Bonferroni correction for each set of
analyses to reduce the possibility of
familywise error, resulting in a new
significance level of .0019 for sets
with 26 variables. 

Results
Participants
We initially approached 156 ran-
domly identified patients, 142 of
whom consented to participate, for a
participation rate of 91 percent. Of

the 14 patients who elected not to
participate, eight cited no interest
and four believed that participation
would be too distressing. The
mean±SD age of the participants
was 46.2±11.6 years. Sixty-two (44
percent) were female, six (4 percent)
were married, 109 (77 percent) had a
high school education or less, 106
(75 percent) were unemployed, and
one (1 percent) was working full-
time. Thirty-two (23 percent) were
white, and 109 (77 percent) were
African American. 

PEQ results by item and 
category for total sample
Individual item results for the PEQ
are presented in Table 1. For exam-
ple, among patients who reported
handcuffed transport (92 respon-
dents, or 65 percent), this event oc-
curred a mean of 3.4±4.6 times, and
47 respondents (51 percent) reported
a severe or extreme level of distress in
the week after the most distressing
occurrence of the event. Eighty-four
patients were placed in seclusion,
which occurred an average of 4.0±5.7
times. Forty of these patients (48 per-
cent) indicated severe or extreme lev-
els of distress in the week after the
most distressing occurrence of the
event. Among the least frequently en-
dorsed events were sexual assault by
another patient (8 percent) or by staff
(3 percent) and witnessing a sexual
assault by another patient (6 percent)
or by staff (5 percent). Although these
events were experienced by only a
few patients, they were highly dis-
tressing. When combining the cate-
gories of assaults by other patients
and assaults by staff, results show that
44 respondents (31 percent) reported
at least one physical assault and 12 (8
percent) reported at least one sexual
assault in a psychiatric setting. When
the five items that pertain to the wit-
nessing of an event were combined,
results show that 90 (63 percent) re-
ported witnessing at least one trau-
matic event.

PEQ results by 
demographic variables
A conservative Bonferroni correction
was used (alpha=.0019), and the
analyses found no statistical differ-
ences in the proportion of patients
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Results on the Psychiatric Experiences Questionnaire (PEQ) for 142 persons with severe mental illness served in a public
mental health system 

Reported that the
most distressing
event was severely
or extremely Reported usually or
distressing one always experiencing

Endorsed item Number of week after the distress related to
in the PEQ occurrences event this event

PEQ item N % 95 percent CI Mean SD N % N %

Being handcuffed and transported in 
a police car 92 65 57–73 3.4 4.6 47 51 11 12

Being “taken down” by police or 
psychiatric staff 41 29 22–37 4.2 5.5 19 46 8 20

Witnessing another patient being 
“taken down” 62 44 36–52 4.7 5.4 21 34 8 13

Being placed in seclusiona 84 59 52–68 4.0 5.7 40 48 15 18
Being put in restraints of any kind 48 34 26–42 2.9 3.7 25 52 7 15
Being strip-searched 34 24 17–31 2.7 4.3 15 44 5 15
Having medication used as a threat 

or punishment 28 20 13–26 2.4 2.2 14 50 5 18
Having commitment used as a threat or 

punishment 23 16 10–22 2.1 1.5 11 48 7 30
Being forced to take medication 

against your will 38 27 20–34 4.3 8.7 22 58 6 16
Experiencing any other form of excessive 

physical forcea 30 21 15–28 2.3 2.0 19 66 10 34
Experiencing staff calling you names 

(“crazy,” “stupid”), badgering, or 
bullying you in some other verbal way 20 14 9–20 4.2 6.4 7 35 3 15

Witnessing staff calling other patients 
names, badgering, or bullying others 
in some other verbal way 26 19 12–25 7.9 11.2 8 31 5 19

Having police or a security guard 
outside your seclusion room with 
no explanation 14 10 5–15 3.1 4.2 5 36 1 7

Not having adequate privacy for bathing, 
dressing, or using the toilet 23 16 10–23 14.4 43.2 12 52 2 9

Being around other patients who were very 
violent or frightening in other ways 77 54 47–63 7.2 13.2 33 43 9 12

Being threatened with physical violence 27 19 13–26 3.4 5.6 15 56 2 7
Experiencing a physical assault (hit, 

punched, slapped, kicked, strangled, or
burned) by a staff member while in
the psychiatric facility 18 13 7–18 2.1 2.0 13 72 5 28

Experiencing a physical assault (hit, 
punched, slapped, kicked, strangled, or
burned) by another patient while in 
the psychiatric facility 37 26 19–34 1.9 2.7 23 62 2 5

Witnessing another patient being 
physically assaulted by a staff member 25 18 12–24 3.8 4.8 12 48 1 4

Witnessing another patient being physically 
assaulted by another patient 55 39 31–47 3.9 5.5 18 33 10 18

Experiencing unwanted sexual advances 
while in the psychiatric facility (talking 
to you about having sex, touching your 
body) 26 18 12–25 4.0 5.5 9 35 1 4

Experiencing a staff member using 
pressure, threats, or force to engage in 
any type of sexual contact with you in 
the psychiatric setting 4 3 0–6 2.0 2.0 3 75 1 25

Experiencing another patient using 
pressure, threats, or force to engage in 
any type of sexual contact with you in 
the psychiatric setting 11 8 3–12 4.5 5.8 6 55 0 —

Continues on next page
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who reported traumatic or harmful
psychiatric experiences by either gen-
der or age (younger than 50 years
compared with 50 years or older).
Furthermore, only one significant dif-
ference was found in reports of trau-
matic or harmful experiences by race.
Whites were significantly more likely
than African Americans to report un-
wanted sexual advances in psychiatric
settings (12 of 32 whites, or 38 per-
cent, compared with 14 of 109
African Americans, or 13 percent;
χ2=10.00, df=1, p<.001), a difference
that held after the analyses adjusted
for age. 

Lifetime trauma exposure 
and current PTSD symptoms
General lifetime trauma exposure in
the sample was high (123 respondents,
or 87 percent), including physical as-
sault (67 respondents, or 47 percent)
and sexual assault (47 respondents, or
33 percent), with many reporting
more than one type of lifetime trauma
(68 respondents, or 48 percent). Cur-
rent PTSD symptom levels were high,
and 27 respondents (19 percent) met
criteria for probable PTSD. Results
demonstrated that the PCL was a reli-
able measure with this sample (Cron-
bach’s coefficient alpha=.93). 

PEQ results by TAA categories 
With the Bonferroni correction, the
analyses showed no statistical differ-

ences in reports of traumatic or harm-
ful psychiatric experiences by either
childhood sexual abuse or physical as-
sault (Table 2). However, the 24 pa-
tients who reported a lifetime history
of sexual assault as an adult had sig-
nificantly higher reported rates of
several psychiatric traumatic or harm-
ful experiences than the 110 patients
who did not report such a history
(Table 3). As shown in Table 3, com-
pared with patients with no lifetime
history of sexual assault as an adult,
patients with such a history were
more likely to report having medica-
tions used as a threat or punishment
(46 percent compared with 15 per-
cent; χ2=11.99, df=1, p<.001), un-
wanted sexual advances in a psychi-
atric setting (50 percent compared
with 11 percent; χ2=20.48, df=1,
p<.001), inadequate privacy (46 per-
cent compared with or 11 percent;
χ2=16.68, df=1, p<.001), and sexual
assault by a staff member (17 percent
compared with no respondents;
χ2=18.90, df=1, p<.001). These pat-
terns held after the analyses adjusted
for age. 

PEQ results by PTSD severity 
With the Bonferroni correction, no
statistical differences were found in
reports of traumatic or harmful psy-
chiatric experiences by whether pa-
tients met the criteria for probable
PTSD. 

Perceptions of personal safety,
helplessness, fear, and distress 
As shown in Table 4, when patients
were asked whether they ever felt
unsafe during their psychiatric care,
they responded as feeling “a little
bit” or “somewhat” unsafe (mean
score of 2.5±1.4); the median re-
sponse was feeling “a little bit” un-
safe (score of 2.0). Table 4 also shows
the scores for perceptions of person-
al safety, helplessness, fear, and dis-
tress in the psychiatric setting for the
total sample. We used a Bonferroni
correction of alpha=.0125 and con-
ducted comparisons on these four
variables by demographic character-
istics, presence of probable PTSD,
and lifetime trauma history. No sig-
nificant gender, race, or age differ-
ences were found in these variables.
However, significant differences
were found by presence of probable
PTSD and lifetime trauma history.
Participants who met the criteria for
having probable PTSD had signifi-
cantly higher scores across three cat-
egories of perceptions than those
who did not. Participants who met
the criteria for probable PTSD re-
ported feeling less safe, being more
fearful, and being more distressed in
psychiatric settings. 

Among the lifetime traumatic
events, respondents with a history of
sexual assault as an adult reported sig-
nificantly higher levels of concern for

TTaabbllee  11

Continued from previous page
Reported that the
most distressing
event was severely
or extremely Reported usually or
distressing one always experiencing

Endorsed item Number of week after the distress related to
in the PEQ occurrences event this event

PEQ item N % 95 percent CI Mean SD N % N %

Witnessing another patient being sexually 
assaulted (using pressure, threats, or 
force to engage in any type of sexual 
contact) by a staff member 7 5 1–9 2.7 2.8 5 71 1 14

Witnessing another patient being 
sexually assaulted (using pressure, 
threats, or force to engage in any type 
of sexual contact) by another patient 8 6 2–10 6.6 6.5 4 50 1 13

Witnessing the death of another person 
while in the psychiatric setting 7 5 1–9 1.7 1.5 3 43 0 —

a Data were not available for all participants.
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Results on the Psychiatric Experiences Questionnaire (PEQ) for 142 persons with severe mental illness served in a public
mental health system, by history of childhood sexual assault and lifetime physical assault

Childhood sexual abuse Physical assault

Yes (N=42) No (N=93) Yes (N=67) No (N=74)

PEQ items N % N % OR 95% CI p N % N % OR 95% CI p

Being handcuffed and 
transported in a police 
car 24 57 64 69 .6 .3–1.3 .19 43 64 49 66 .9 .4–1.8 .80

Being “taken down” by 
police or psychiatric staff 13 31 26 28 1.2 .5–2.7 .72 24 36 17 23 1.9 .9–3.9 .09

Witnessing another patient 
being “taken down” 21 50 37 40 1.6 .8–3.4 .27 31 46 31 42 1.2 .6–2.3 .60

Being placed in seclusion 26 62 56 60 1.1 .5–2.4 .85 43 64 41 55 1.4 .7–2.8 .29
Being put in restraints of 

any kind 18 43 27 29 1.9 .9–4.0 .11 28 42 20 27 1.9 1.0–3.9 .06
Being strip-searched 15 36 18 19 2.4 1.1–5.6 .04 19 28 15 20 1.6 .7–3.4 .26
Having medication used as 

a threat or punishment 12 29 15 16 2.1 .9–5.0 .09 20 30 8 11 3.5 1.4–8.6 .005
Having commitment used 

as a threat or 
punishment 9 21 13 14 1.7 .6–4.3 .28 12 18 11 15 1.3 .5–3.1 .62

Being forced to take 
medication against 
your will 15 36 21 23 1.9 .8–4.1 .11 22 33 16 22 1.8 .8–3.9 .13

Experiencing any other 
form of excessive 
physical force 9 21 20 22 1.0 .4–2.5 .99 18 27 12 16 1.9 .8–4.3 .12

Experiencing staff calling 
you names (“crazy,” 
“stupid”), badgering, or 
bullying you in some 
other verbal way 11 26 8 9 3.7 1.3–10.0 .01 13 19 7 9 2.3 .9–6.2 .10

Witnessing staff calling 
other patients names, 
badgering, or bullying 
others in some other 
verbal way 7 17 19 20 .8 .3–2.0 .59 15 22 11 15 1.6 .7–3.9 .27

Having police or a security 
guard outside your 
seclusion room with no 
explanation 5 12 9 10 1.2 .4–3.9 .71 8 12 6 8 1.5 .5–4.7 .46

Not having adequate 
privacy for bathing, 
dressing, or using the 
toilet 8 19 15 16 1.2 .5–3.1 .70 16 24 7 9 3.0 1.1–7.8 .02

Being around other 
patients who were 
very violent or 
frightening in other 
ways 23 55 51 55 1.0 .5–2.1 .94 44 66 33 45 2.3 1.2–4.6 .02

Being threatened with 
physical violence 7 17 18 19 .8 .3–2.2 .69 18 27 9 12 2.6 1.1–6.3 .03

Experiencing a physical 
assault (hit, punched, 
slapped, kicked, 
strangled, or burned) 
by a staff member while 
in the psychiatric facility 3 7 13 14 .5 .1–1.8 .25 12 18 6 8 2.5 .9–7.0 .09

Experiencing a physical 
assault (hit, punched, 
slapped, kicked, 
strangled, or burned) 
by another patient while 
in the psychiatric facility 9 21 26 28 .7 .3–1.6 .40 25 37 12 16 3.1 1.4–7.0 .01

Continues on next page
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personal safety, helplessness, fear,
and distress in psychiatric settings
than those without such a history. Re-
spondents with a history of physical
assault reported significantly higher
levels of concern for personal safety
and distress. 

Compliance with psychiatric 
recommendations 
In general, high levels of reported
compliance with psychiatric recom-
mendations were found, as indicated
by a mean compliance score of 4.3
(“quite a bit”) and a median score of 5
(“extremely”). A total of 119 respon-
dents (84 percent) reported a score of

4 or higher, and only seven (5 per-
cent) reported a score of 1 or 2 (“not
at all” or “a little bit”). We conducted
analyses to determine whether differ-
ences existed in reported compliance
between those who endorsed each
traumatic or harmful psychiatric ex-
perience and those who did not. We
used a Bonferroni correction and
found only one significant association:
as shown in Table 5, reported compli-
ance was significantly worse among
participants who also reported experi-
encing inadequate privacy while in a
psychiatric setting. However, in fu-
ture hypothesis-driven studies it
might be worth examining this issue

more closely, because an additional
eight items showed uncorrected sig-
nificance levels of p<.05 or less. 

Discussion
This study provides strong empirical
support for concerns raised by con-
sumer and advocacy groups about pa-
tient safety within psychiatric set-
tings. In a sample of patients with se-
vere mental illness who were served
by a public mental health clinic, high
rates of lifetime trauma occurring
within psychiatric settings were re-
ported, including physical assault (31
percent), sexual assault (8 percent),
and witnessing traumatic events (63
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Continued from previous page

Childhood sexual abuse Physical assault

Yes (N=42) No (N=93) Yes (N=67) No (N=74)

PEQ items N % N % OR 95% CI p N % N % OR 95% CI p

Witnessing another patient 
being physically assaulted 
by a staff member 9 21 16 17 1.3 .5–3.4 .58 19 28 6 8 4.4 1.6–11.9 .002

Witnessing another patient 
being physically assaulted 
by another patient 17 40 36 39 1.1 .5–2.3 .88 32 48 23 31 2.0 1.0–3.9 .05

Experiencing unwanted 
sexual advances while 
in the psychiatric facility 
(talking to you about 
having sex, touching 
your body) 12 29 12 13 2.7 1.1–6.6 .03 18 27 8 11 3.1 1.2–7.7 .01

Experiencing a staff 
member using pressure, 
threats, or force to 
engage in any type of 
sexual contact with you 
in the psychiatric setting 3 7 1 1 7.4 .7–74.5 .05 4 6 0 — — — .03

Experiencing another patient 
using pressure, threats, or 
force to engage in any type 
of sexual contact with you 
in the psychiatric setting 4 10 5 5 1.9 .5–7.5 .37 8 12 3 4 3.2 .8–12.6 .08

Witnessing another patient 
being sexually assaulted 
(using pressure, threats, 
or force to engage in any 
type of sexual contact) 
by a staff member 2 5 5 5 .9 .2–5.0 .88 5 7 2 3 2.9 .5–15.5 .19

Witnessing another patient 
being sexually assaulted 
(using pressure, threats, 
or force to engage in any 
type of sexual contact) 
by another patient 2 5 6 6 .7 .1–3.7 .70 6 9 2 3 3.6 .7–18.5 .11

Witnessing the death of 
another person while 
in the psychiatric facility 2 5 5 5 .9 .2–4.8 .88 5 7 2 3 2.9 .5–15.5 .19
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percent). In addition to events that
met DSM-IV criteria for trauma, high
rates of potentially harmful experi-
ences were reported, such as having
medications used as a threat or pun-
ishment (20 percent), being called
names by staff (14 percent) or hearing
staff call other patients names (19

percent), and being around frighten-
ing or violent patients (54 percent).
Also rates of institutional measures of
last resort were high, including seclu-
sion (59 percent), restraint (34 per-
cent), takedowns (29 percent), and
handcuffed transport (65 percent).
These data also demonstrate that

both traumatic and harmful experi-
ences were associated with psycho-
logical distress. 

After correction for familywise er-
ror, virtually no statistically significant
differences were found in the frequen-
cy of sanctuary events by individual
demographic variables, such as gen-
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Results of the Psychiatric Experiences Questionnaire (PEQ) for 142 persons with severe mental illness served in a public
mental health system, by history of adult sexual assault

Adult sexual assault

Yes (N=24) No (N=110)

PEQ item N % N % OR 95% CI p

Being handcuffed and transported in a police car 15 63 73 66 .9 .3–2.2 .72
Being “taken down” by police or psychiatric staff 12 50 28 25 3.1 1.2–7.8 .02
Witnessing another patient being “taken down” 13 54 46 42 1.8 .7–4.3 .27
Being placed in seclusion 16 67 65 59 1.5 .6–3.7 .49
Being put in restraints of any kind 14 58 31 28 3.7 1.5–9.2 .005
Being strip-searched 7 29 26 24 1.4 .5–3.7 .57
Having medication used as a threat or punishment 11 46 16 15 5.1 1.9–13.3 .001
Having commitment used as a threat or punishment 9 38 13 12 4.5 1.6–12.3 .002
Being forced to take medication against your will 12 50 24 22 3.5 1.4–8.8 .005
Experiencing any other form of excessive physical force 8 33 21 19 2.3 .8–6.0 .12
Experiencing staff calling you names (“crazy,” “stupid”), 

badgering, or bullying you in some other verbal way 8 33 12 11 4.0 1.4–11.3 .01
Witnessing staff calling other patients names, badgering, 

or bullying others in some other verbal way 5 21 21 19 1.1 .4–3.3 .86
Having police or a security guard outside your seclusion 

room with no explanation 2 8 12 11 .7 .2–3.5 .7
Not having adequate privacy for bathing, dressing, 

or using the toilet 11 46 12 11 6.9 2.5–18.7 .001
Being around other patients who were very violent 

or frightening in other ways 13 54 62 56 .9 .4–2.2 .81
Being threatened with physical violence 7 29 19 17 2.0 .7–5.5 .19
Experiencing a physical assault (hit, punched, slapped, 

kicked, strangled, or burned) by a staff member 
while in the psychiatric facility 6 25 11 10 3.3 1.1–10.5 .05

Experiencing a physical assault (hit, punched, slapped, 
kicked, strangled, or burned) by another patient 
while in the psychiatric facility 10 42 25 23 2.3 .9–5.9 .06

Witnessing another patient being physically assaulted 
by a staff member 9 38 16 15 3.7 1.4–9.9 .01

Witnessing another patient being physically assaulted by 
another patient 11 46 41 37 1.4 .6–3.5 .46

Experiencing unwanted sexual advances while in the 
psychiatric facility (talking to you about having sex, 
touching your body) 12 50 12 11 8.1 3.0–22.0 .001

Experiencing a staff member using pressure, threats, or 
force to engage in any type of sexual contact with you 
in the psychiatric setting 4 17 0 — — — .001

Experiencing another patient using pressure, threats, or 
force to engage in any type of sexual contact with you 
in the psychiatric setting 5 21 5 5 5.8 1.5–22.6 .01

Witnessing another patient being sexually assaulted 
(using pressure, threats, or force to engage in any 
type of sexual contact) by a staff member 3 13 4 4 4.1 .8–20.5 .08

Witnessing another patient being sexually assaulted 
(using pressure, threats, or force to engage in any 
type of sexual contact) by another patient 1 4 7 6 .6 .1–5.4 .68

Witnessing the death of another person while in the 
psychiatric facility 2 8 5 5 1.9 .3–10.6 .45
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der, race, or age. However, analyses re-
vealed that patients who reported a
lifetime history of sexual assault as an
adult on the TAA were more likely to
report certain potentially harmful
events on the PEQ, including unwant-
ed sexual advances, inadequate priva-
cy, and sexual assault by psychiatric
staff. These patients also reported sig-
nificantly higher levels of concern for
personal safety and feelings of help-
lessness, fear, and distress in psychi-
atric settings. Interestingly, no statisti-
cally significant differences were
found in the frequency of sanctuary
events between patients who met the
criteria for probable PTSD and those
who did not, although those who met
the criteria for probable PTSD report-
ed feeling less safe, more fearful, and
more distressed in psychiatric settings. 

These findings should generate
concern for several reasons. First, this
population is vulnerable. All these pa-
tients had severe mental illness com-
bined with high rates of lifetime trau-
ma exposure (87 percent) and proba-

ble PTSD (19 percent). Second, trau-
ma exposure to sexual assault as an
adult outside the psychiatric setting
was associated with specific traumatic
and harmful events inside the sanctu-
ary of the psychiatric setting. Third,
having probable PTSD, a history of
sexual assault as an adult, and a histo-
ry of physical assault were associated
with perceptions of imperiled safety,
fear, and distress within psychiatric
settings. Fourth, one potentially
harmful sanctuary event, inadequate
privacy, was associated with reported
reduced compliance with psychiatric
recommendations. And finally, the
data suggest that patients report sig-
nificant distress associated with a
range of staff behaviors, from sanc-
tioned measures of last resort to
name-calling and physical assaults.
Although the findings do not address
causality, there is reason to believe
that the experiences documented in
this study may have an adverse effect
on the mental health of this vulnera-
ble population.

This was a cross-sectional, retro-
spective study that examined events
occurring at any point during the
participants’ lifetime and did not
specifically assess for recent events.
Therefore, the extent to which psy-
chiatric patients may be currently ex-
periencing these events is unknown.
The generalizability of these findings
may also be somewhat limited. Par-
ticipants were all from a single com-
munity mental health program. Fur-
thermore, the data do not address
causal relationships, and it is possi-
ble that some form of systematic re-
call or response biases were in oper-
ation. Patients may have been reluc-
tant to report certain experiences or
reactions, or conversely, they may
have taken the opportunity to com-
plain or misrepresent their experi-
ences or reactions. Additional hy-
pothesis-driven research is needed
to replicate and extend these find-
ings with other relevant groups, to
refine our understanding of how fre-
quently these events currently occur
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Comparison of perceptions of personal safety, helplessness, fear, and distress for the overall sample and by demographic
characteristics, presence of probable PTSD, and lifetime trauma history among 142 persons served in a public mental health
system 

Unsafe Helplessness Fear Distress

Mean Mean Mean Mean
Characteristic scorea SD pb scorea SD pb scorea SD pb scorea SD pb

Overall sample 2.5 1.4 — 2.5 1.4 — 2.8 1.5 — 2.6 1.5 —
Gender

Female 2.6 1.5 .47 2.8 1.4 .05 3 1.5 .06 2.8 1.5 .37
Male 2.4 1.3 2.3 1.4 2.6 1.4 2.5 1.4

Race
White 2.4 1.4 .25 2.5 1.3 .4 2.7 1.5 .12 2.5 1.5 .1
Black 2.8 1.5 2.7 1.5 3.1 1.5 3 1.6

Age (years)
Younger than 50 2.6 1.5 .37 2.6 1.4 .23 2.8 1.5 .95 2.7 1.5 .77
50 or older 2.3 1.3 2.4 1.4 2.8 1.5 2.6 1.5

Probable PTSD
No 2.3 1.4 .002 2.4 1.3 .04 2.5 1.4 <.001 2.4 1.4 <.001
Yes 3.2 1.4 3 1.5 3.8 1.4 3.6 1.5

Child sexual abuse
Yes 2.8 1.5 .08 2.7 1.5 .34 3.1 1.6 .07 3 1.6 .12
No 2.3 1.3 2.4 1.3 2.6 1.4 2.5 1.4

Adult sexual assault
Yes 3.3 1.3 .001 3.6 1.1 <.001 3.8 1.3 <.001 3.6 1.4 <.001
No 2.3 1.3 2.3 1.3 2.6 1.4 2.4 1.4

Physical assault
Yes 2.8 1.4 .005 2.7 1.4 .22 3 1.5 .14 3 1.5 .001
No 2.2 1.3 2.4 1.4 2.6 1.5 2.2 1.3

a As measured by the Psychiatric Experiences Questionnaire. Scored as 1, not at all; 2, a little bit; 3, somewhat; 4, quite a bit; and 5, extremely
b The p value is from the Wilcoxon rank sum test comparing each pair of groups. A Bonferroni correction was implemented for each analyses set to re-

duce the possibility of familywise error, resulting in a significance level of .0125 for sets with four variables.
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in psychiatric settings, to enhance
our understanding of issues related
to race and gender, and to begin to
develop an understanding of strate-
gies for quality improvement. 

Conclusions
Results suggest that traumatic and
harmful experiences within psychi-
atric settings warrant increased atten-
tion from mental health administra-

tors, supervisors, and clinicians. We
encourage key stakeholders in public-
sector mental health systems to en-
gage in discussion about policies, pro-
cedures, and training efforts; to be re-
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Psychiatric recommendation compliance scores among 142 persons with severe mental illness served in a public mental
health system, by endorsement of items on the Psychiatric Experiences Questionnaire (PEQ) 

Endorsed PEQ item Did not endorse PEQ item

Mean Mean
PEQ Item scorea SD scorea SD pb

Being handcuffed and transported in a police car 4.3 .9 4.3 .8 .84
Being “taken down” by police or psychiatric staff 4.1 .9 4.4 .9 .05
Witnessing another patient being “taken down” 4.2 .9 4.4 .9 .07
Being placed in seclusion 4.2 1.0 4.5 .7 .06
Being put in restraints of any kind 4.2 1.0 4.4 .8 .23
Being strip-searched 4 1.1 4.4 .8 .06
Having medication used as a threat or punishment 4.1 1.0 4.4 .9 .21
Having commitment used as a threat or punishment 3.9 1.0 4.4 .8 .02
Being forced to take medication against your will 4.2 1.0 4.4 .8 .49
Experiencing any other form of excessive physical force 4.2 1.0 4.3 .8 .68
Experiencing staff calling you names (“crazy,” 

“stupid”), badgering, or bullying you in some 
other verbal way 4.3 1.0 4.3 .9 .83

Witnessing staff calling other patients names, badgering, 
or bullying others in some other verbal way 3.9 .9 4.4 .9 .003

Having police or a security guard outside your seclusion 
room with no explanation 4.1 .9 4.3 .9 .3

Not having adequate privacy for bathing, dressing, 
or using the toilet 3.7 1.0 4.4 .8 <.001

Being around other patients who were very violent or 
frightening in other ways 4.1 1.0 4.5 .8 .02

Being threatened with physical violence 4.1 1.0 4.3 .9 .42
Experiencing a physical assault (hit, punched, slapped, 

kicked, strangled, or burned) by a staff member 
while in the psychiatric facility 3.8 1.2 4.4 .8 .03

Experiencing a physical assault (hit, punched, 
slapped, kicked, strangled, or burned) by another 
patient while in the psychiatric facility 4.1 1.0 4.4 .8 .13

Witnessing another patient being physically assaulted 
by a staff member 3.9 1.0 4.4 .8 .009

Witnessing another patient being physically assaulted 
by another patient 4.1 .9 4.4 .9 .04

Experiencing unwanted sexual advances while in the psychiatric
facility (talking to you about having sex, touching your body) 4.1 1.0 4.4 .9 .21

Experiencing a staff member using pressure, threats, 
or force to engage in any type of sexual contact with 
you in the psychiatric setting 3.8 1.5 4.3 .9 .45

Experiencing another patient using pressure, threats, 
or force to engage in any type of sexual contact with 
you in the psychiatric setting 4.3 1.0 4.3 .9 .99

Witnessing another patient being sexually assaulted 
(using pressure, threats, or force to engage in any type 
of sexual contact) by a staff member 3.9 1.1 4.3 .9 .16

Witnessing another patient being sexually assaulted 
(using pressure, threats, or force to engage in any type 
of sexual contact) by another patient 4.1 1.0 4.3 .9 .48

Witnessing the death of another person while in the 
psychiatric facility 3.4 .8 4.4 .9 .003

a As measured by the Psychiatric Experiences Questionnaire. The questionnaire asked “In general, how well have you followed specific psychiatric rec-
ommendations (for example, medications and therapy)?” Scored as 1, not at all; 2, a little bit; 3, somewhat; 4, quite a bit; and 5, extremely

b The p value is from the Wilcoxon rank sum test comparing psychiatric recommendation compliance scores for respondents who endorsed the item with
those who did not endorse the item. A Bonferroni correction was implemented for each analyses set to reduce the possibility of familywise error, re-
sulting in a significance level of .0019.
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sponsive to consumer initiatives; to
reconsider administrative policies re-
garding seclusion and restraint; and
to be sensitive to issues related to
trauma in order to ensure that psychi-
atric settings provide care that is safe,
dignified, and humane. �
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