
PSYCHIATRIC SERVICES ♦ http://ps.psychiatryonline.org ♦ December 2003   Vol. 54   No. 1211558866

At a recent case conference, an ar-
ticulate, psychotic 50-year-old

hippie from New Mexico told us that
for several years he’d been drinking a
concoction made of ayahuasca root—
the significant ingredient of which is
N,N-dimethyl-tryptamine, or DMT
—under the close guidance of
“Daniel,” a viejo, or elderly native
healer and spiritual teacher, who lived
deep in the jungles of the Peruvian
Amazon. The man said that this heal-
er frequently communicated with
him and that the healer was now urg-
ing him to follow the advice of his
psychiatrists.

I asked the man how he actually re-
ceived these communications from
his teacher. My residents and I fully
expected to hear about his psychic
channels and auditory hallucinations.
“Why, by e-mail, of course,” he
replied. He explained that every week
or so Daniel would travel out of the
jungle by canoe to his nephew’s
house, and his nephew would send
the messages.

If using e-mail to guide his spiritu-
al students works for this Amazonian
shaman, what about for us? Since e-
mail has become an almost ubiqui-
tous form of communication in
every day life, its use between pa-
tients and clinicians has become in-
evitable. The question is no longer
whether we should do it, but how we
should do it. And under what clini-

cal circumstances? Toward what
purposes? With what restrictions?
With what potential desirable and
negative consequences?

Through the collective wisdom of
the medical profession, guidelines
are emerging that may be particular-
ly pertinent to the use of e-mail in
psychiatric settings (1–3). E-mail can
be a useful administrative tool and,
in certain situations, can be a useful
adjunct to treatment. However, the
guidelines stress that even in the
best of circumstances, with fully en-
crypted e-mail systems, e-mail is not
an entirely secure mode of commu-
nication. Patients who correspond
with clinicians through e-mail should
be made aware of this concern.
Some authorities go so far as to sug-
gest that patients who engage in e-
mail with clinicians should be asked
to sign a separate informed consent
form. Specific guidance has been of-
fered on privacy protection, appro-
priate topics, use of automatic
replies, turnaround times, appropri-
ate language, security measures,
record-keeping, password protec-
tion, and ethical guidelines regard-
ing confidentiality (3,4).

Some health care systems now in-
clude “banners” on e-mail to regular-
ly warn patients about these limita-
tions—for example, the University of
Washington uses the following: “If
you are a patient, please read below:
Because you have chosen to commu-
nicate patient identifiable informa-
tion by e-mail, you are consenting to
associated e-mail risks. Please note, e-
mail is not secure, and I cannot guar-
antee that information transmitted
will remain confidential. For more in-

formation on risks, please go to the
UWMC website at www.washington.
edu/medicine.” 

Use of e-mail with patients 
who have eating disorders
Although conscious of confidentiality
concerns, I have increasingly commu-
nicated with patients through e-mail
over the past 15 years, initially for ad-
ministrative purposes, such as sched-
uling and prescription refills, and,
more recently—and selectively—
about clinical matters as well. I use e-
mail as an adjunctive measure in the
treatment of outpatients with eating
disorders, most typically adolescents
with anorexia nervosa (5). To give a
sense of these interactions, here are
some brief exchanges that took place
with a 16-year-old patient with
anorexia nervosa over a three-day pe-
riod. Her messages each preceded a
long list of exactly what she ate and
the calorie count for each item, which
I have not reproduced here because
of space limitations.

Patient: I’m trying really hard to
move up. We had a party for my sister
today! That’s why there is so much
junk food. [A food list follows.]
JY: Hi T—I wouldn’t call it junk food
in your situation. For now, you can
enjoy “high-density nutrition”—Take
care –JY
Patient: Hi [followed by food list indi-
cating that intake had slipped about
200 calories compared with that of
the previous day].
JY: Hi T—Thanks for the information.
What I think you’ll need to do is calcu-
late your intake at around dinner time,
and if you’re not as high as you need to
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be for the day, please eat the remain-
ing calories for the day before you go
to sleep—you should be at about 2,000
calories on a daily basis now. Take care
and have a great day –JY
Patient: Well I would have calculated
it earlier, but I don’t even get a chance
to type this until 11:00 at night, but I
promise I’m trying, but it’s so hard.
I’m also trying to eat more protein and
I’m taking my daily vitamin followed
with some kind of chocolate chewing
calcium thing. I feel a little more en-
ergized after I have some protein. [A
food list follows.]

I use e-mail only with patients
whom I have first interviewed in per-
son and with whom I am going to
have an ongoing professional rela-
tionship. Because adolescents with
anorexia nervosa often display per-
sonality features of obedience, com-
pliance, honesty, diligence, and shy-
ness, they usually follow advice given
by their clinicians, including adhering
to the requirement for frequent re-
porting by e-mail. Many respond to
my invitations for e-mail contact with
flashes of interest, sensing that this is
different from the usual method of
“going to the doctor.”

I exchange e-mail addresses with
patients during our first meeting, pro-
vide them with e-access, and let them
know that I will expect to hear from
them. I provide detailed information
about my own e-mail habits, inform-
ing them about when and in what
manner they can expect to hear from
me. I also clarify what should not be
communicated by e-mail and indicate
that messages that raise particular
concern will most likely result in rap-
id contact by telephone to further dis-
cuss the matter or to schedule a
prompt office visit.

With patients who have eating dis-
orders, frequent e-mails offer an easy
and elegant boost to ongoing behav-
ioral monitoring programs and quick-
ly inform me about patients’ capaci-
ties and motivations to participate se-
riously in treatment. I ask patients to
e-mail me daily to relate their food in-
take, including calorie calculations
and sometimes food composition; ex-
ercise activities; and other pertinent
information—for example, informa-
tion about purging. Often the patients

will include a sentence or two about
their mood and how their day has
gone.

Benefits of e-mail
Several obvious benefits result from
this program. First, e-mail increases
the time available for contact be-
tween patients and clinicians, in
terms of both the frequency of con-
tact and the amount of psychological
time in which patients sense them-
selves to be in their clinician’s pres-
ence. Patients often devote consider-
able time to composing e-mails to
their clinicians, and, in turn, receive
frequent—albeit brief—feedback.
They feel as though their clinician is
present, listening, and thinking about
them. Much less clinician time is re-
quired for reading and responding to
patients’ messages than would be re-
quired with use of the telephone.

In addition, e-mail is an “asynchro-
nous” medium that allows patients to
compose and send messages whenev-
er they feel inspired or have the time,
not according to the fixed schedules
of clinicians. The computer screen
provides an “ear” at all times, offering
patients the sense of virtually con-
stant access to their clinicians. Fur-
thermore, because patients have
been invited or even required to write
to their clinicians, this extra access
comes without feelings of guilt about
intruding on the clinicians’ private
time.

Also, some patients express them-
selves more easily through e-mail
than face-to-face. They feel more
open when they do not have to con-
tend with the clinician’s moment-to-
moment verbal and nonverbal com-
munications. Some patients adopt
less formal communication styles,
kidding around in ways that they
would never do in person. Patients
may also use e-mail to expand on or
amend what they’ve said during an of-
fice visit.

Of primary importance, daily e-
mail forces patients who have anorex-
ia nervosa to consistently attend to
their eating behaviors and to their
mental well-being. Patients easily be-
come inattentive to therapeutic ex-
pectations between office visits, but
daily e-mail requires constant self-as-
sessment, reflection, and self-con-

frontation of disordered eating be-
haviors—and honesty. Patients often
experience this aspect of the e-mail
program as particularly irksome but
also particularly helpful. 

In addition, when patients provide
calorie counts and symptom logs via
e-mail, office time is freed up for dis-
cussion of more meaningful issues.

Finally, any resistance to using e-
mail on the part of patients may alert
clinicians to potential treatment
avoidance and suggest the need for
additional motivational support.
However, the cause may be benign:
some patients just don’t like e-mail.

Responding to e-mail 
from patients
Generally, only brief replies to pa-
tients’ e-mails are needed. My replies
acknowledge what the patient has
written, support his or her efforts,
and offer encouragement. I try to
provide positive perspectives, en-
courage self-esteem, and, on special
occasions, transmit “virtual hugs”—
which in my opinion do not constitute
boundary violations. Again, I respond
to particularly distressing e-mails by
telephone to clarify the situation and
perhaps schedule additional office
appointments.

Potential negative 
consequences
Potentially negative effects of e-mail
therapy include unwanted disclo-
sures to third parties as a result of
lack of computer privacy, failure to
perceive and appropriately respond
to troubling communications, and
failure to respond in a timely or ad-
equate manner. Fortunately, in my
experience adverse situations have
been infrequent. However, clini-
cians should recognize that third
parties—for example, family mem-
bers—might read e-mail uninvited.
Clinicians should also anticipate that
hypersensitive patients who are
prone to distortion of facts and
events might misinterpret aspects of
e-mail communications. Excessive
outpourings or otherwise inappro-
priate messages should be dealt with
quickly, empathically, and directly,
as with other difficult communica-
tions in therapy. Patients should un-
derstand that even though e-mail
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has become part of the transaction,
the relationship remains entirely
professional.

For patients with borderline per-
sonality disorder, the risk of hyper-
sensitive distortions of e-mail com-
munications may be substantial.
Therefore, I do not use e-mail in this
manner with patients who clearly
have this particular disorder; in my
judgment, the risk of distortion or
misinterpretation of either the mes-
sages or the significance of communi-
cating by e-mail per se may become
even more problematic than usual in
this patient group.

The use of e-mail also raises a host
of legal and ethical issues (4,6,7). Al-
though some clinicians are beginning
to develop fee and business struc-
tures concerning e-mail, most clini-
cians currently do not charge sepa-
rately for e-mail. Ultimately, the time
expended may justify the “bundling”
of charges for e-mail services with
fees for outpatient care.

Future applications
Studies of the use of e-mail in psychi-
atric practice are still in their infancy.
Adding e-mail as an adjunct to face-
to-face psychiatric services has the
potential to increase adherence,
treatment effectiveness, and patient
satisfaction in many outpatient set-
tings and in the case of many condi-
tions. If Daniel the shaman can do it
from Peru, so can we. Of course,
Daniel the shaman doesn’t have to
worry about HIPPA, the Health In-
surance Portability and Accountabili-
ty Act. ♦
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individuals who sneak things in or
out. Viruses are likely to continue to
be a huge problem for users of Win-
dows. It is hard to avoid leaving cook-
ies wherever we go on the Internet.
Sophisticated spyware can be im-
planted covertly. Spam has trashed
the e-mail experience, but so far it is
less of a problem for PDA users for a
variety of reasons. 

Physicians say they like PDAs for
convenience and a greater sense of
privacy and control. PDA versions of
the Physicians’ Desk Reference and
other medication programs can help
clinicians detect and prevent errors.
So far no PDA viruses have been cre-
ated. Physicians like the idea of hav-
ing access to instant messaging, a
telephone, and their schedule wher-
ever they go. They can use the many
wireless links that have sprung up all
over to communicate with desktops
and other PDAs. 

Use of digital encoding for content
now includes images—fixed and mov-
ing—as well as words and menu-driv-
en applications. However, the number
of devices that employ this common
digital technology has multiplied be-
cause of the desire for using the new
media devices and to enhance porta-
bility and convenience. ♦
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