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Letters from readers are wel-
comed. They will be published at
the discretion of the editor as
space permits and will be subject
to editing. They should be a max-
imum of 500 words with no more
than five references and should
include the writer’s telephone and
fax numbers and e-mail address.
Letters related to material pub-
lished in Psychiatric Services will
be sent to authors for possible re-
ply. Address letters to John A. Tal-
bott, M.D., Editor, Psychiatric
Services, APA, 1400 K Street,
N.W., Washington D.C. 20005; fax,
202-682-6189; e-mail, psjournal@
psych.org. 

PPhhyyssiiccaall  EExxaammiinnaattiioonnss
To the Editor: In their survey on
pelvic and rectal examinations of psy-
chiatric inpatients reported in the
June 1999 issue, Varner and Hollister
(1) found that these examinations are
not done routinely, despite guidelines
to the contrary from the Joint Com-
mission on Accreditation of Health-
care Organizations (JCAHO). How-
ever, the authors do not discuss possi-
ble reasons for this pattern except for
“the perception . . . that providing
psychiatric care is not the same as
providing primary care.”

The question of why psychiatrists
omit pelvic and rectal (as well as
breast) examinations merits further
consideration. I believe we frequently
do so out of a legitimate desire to
minimize possible psychological se-
quelae of such intimate examinations.
Although it is true, as the authors
state, that “psychiatric patients are ex-
pected to be given a physical exami-
nation,” this fact often comes as a sur-
prise to the patients themselves when
they arrive for hospitalization.

By definition, a person being ad-
mitted to an acute psychiatric ward is
in an emotionally precarious position;
the performance or even suggestion
of rectal, pelvic, or breast examina-
tions may have significant impact on a
patient’s ability to recompensate, ad-
just to the inpatient setting, and trust
new caregivers. I personally have had

at least one patient decline voluntary
hospitalization altogether after the
suggestion of a pelvic examination.

These issues will be compounded
in the frequent scenario in which the
examiner-psychiatrist is of the oppo-
site gender, is a stranger, has no spe-
cialty training in these examinations,
and has just finished hearing the de-
tails of the patient’s personal life. The
psychological fallout may be doubly
compounded if the patient has any
history of sexual assault or other sexu-
al issues—facts that may well not have
surfaced during the initial admission
interview.

No doubt rigorous, routine pelvic
and rectal examinations on all pa-
tients will turn up occult disease in a
few. In the aggregate, though, will the
physical benefit outweigh the poten-
tial psychiatric morbidity? This diffi-
cult question may be amenable to
careful clinical study. But lacking such
objective information, psychiatrists
must continue to assess the indica-
tions for such exams on a case-by-case
basis. They may need to follow the
“first, do no harm” ethic even if it is in
conflict with JCAHO policy.

Daniel R. Filene, M.D.

Dr. Filene is a third-year resident in the
department of psychiatry at Dartmouth-
Hitchcock Medical Center in Lebanon,
New Hampshire.
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GGeenniittaall  SSeellff--MMuuttiillaattiioonn

To the Editor: In the July 1999 issue,
Dr. Alao and associates (1) presented a
case of genital self-mutilation by a
woman with borderline personality dis-
order, posttraumatic stress disorder
(PTSD), and substance dependency.
They suggest that genital self-mutila-
tion tends to occur in patients with psy-
chosis or severe personality disorder, in
transsexuals, and in persons with cer-
tain religious or cultural beliefs.

I was surprised by the authors’
omission of patients with dissociative

disorders. The diagnosis of a dissocia-
tive disorder is often overlooked. It
often occurs in conjunction with bor-
derline personality disorder, PTSD,
and substance abuse. Their patient
had a history of prostitution, and a
substantial proportion of prostitutes
may have dissociative disorders.

Recently a 26-year-old woman who
was later diagnosed as having disso-
ciative identity disorder entered a
partial hospitalization program for
treatment of depression and recur-
rent suicidality. She had made two
prior suicide attempts that were al-
most fatal. She had a history of child-
hood sexual abuse and had been
raped as an adolescent. She had re-
peatedly made incisions in her vagina
with razor blades or surgical scalpels
and had then sewn up the introitus in
the hope that she could thus perma-
nently close her vagina and protect
herself from future sexual abuse. 

The patient’s dissociative identity
disorder remained undiagnosed for
the first five years of psychiatric
treatment. She had never before dis-
closed her childhood sexual abuse or
her severe symptoms of amnesia, in-
cluding total loss of memory for ten
months during her adolescence.
However, she readily reported this
information in response to direct
questions when she was first admit-
ted to our facility.

The differential diagnosis of genital
self-mutilation should always include
dissociative disorders.

Richard M. Waugaman, M.D.

Dr. Waugaman is clinical professor of psy-
chiatry at Georgetown University School
of Medicine in Washington, D.C.
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In Reply: Dr. Waugaman’s point is
well taken that dissociative symptoms
and dissociative identity disorder fre-
quently coexist with borderline per-
sonality disorder, posttraumatic stress
disorder (PTSD), and  other psychi-
atric diagnoses. Dissociative identity
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disorder is often associated with a
high risk of self-mutilative behavior
(1,2). It is therefore surprising that
not much has been written about gen-
ital self-mutilation in women with dis-
sociative disorders.

As we indicated in our letter, vagi-
nal cutting tends to be less dramatic
than castration and thus may be less
frequently reported. It is also possible
that clinicians are less inclined to re-
port female genital mutilation for rea-
sons of confidentiality. In addition,
dissociative identity disorder is fre-
quently overlooked and may be mis-
diagnosed as another psychiatric con-
dition, such as schizophrenia (3) or
PTSD. Patients with schizophrenia
have also been found to have a ten-
dency to dissociate (4). 

It is unclear from the existing liter-
ature how often dissociative disorders
are found in cases of  genital self-mu-
tilation like those described by us and
Dr. Waugaman. One suspects that
genital self-injury may be linked to a
history of early sexual trauma that fre-
quently precedes the development of
both severe borderline pathology and
dissociative disorders. As yet, the data
are insufficient to confirm this associ-
ation. Careful assessment for disso-
ciative symptoms is warranted in pa-
tients who present with genital self-
mutilation. Confirmation of such a di-
agnosis has implications for treat-
ment.

Adekola O. Alao, M.D.,
M.R.C.Psych.

Jennifer C. Yolles, M.D.
Wendy Armenta, M.D.
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RReehhaabbiilliittaattiivvee  TTrreeaattmmeenntt
ffoorr  CCoommbbaatt--RReellaatteedd  PPTTSSDD

To the Editor: Some studies have
questioned the value of longer-term
inpatient treatment for combat-relat-
ed posttraumatic stress disorder
(PTSD). The Program Evaluation
Center of the Department of Veter-
ans Affairs reported worsening of pa-
tient-rated symptoms after discharge
compared with symptoms prior to ad-
mission; however, violent thoughts
and actions and legal problems were
diminished at discharge (1).

In 1992 a specialized inpatient
PTSD unit was established at the Mi-
ami VA Medical Center to provide re-
habilitative treatment for combat-re-
lated PTSD. The length of stay for an
initial treatment episode was 12
weeks. The program predominately
featured group interventions focused
on processing trauma and the devel-
opment of anger management and
other interpersonal skills. To further
explore which outcomes could be af-
fected by rehabilitative treatment, we
supplemented the monitoring proce-
dures developed by the VA Program
Evaluation Center with self-report
and interviewer-based assessments of
symptom severity and functional ad-
justment.

Patients presenting for consecutive
admissions to the PTSD program
over a 12-month period between
1996 and 1997 were evaluated during
the month preceding admission and
in the fourth month following dis-
charge. The final sample of 26 pa-
tients represented 87 percent of the
30 patients evaluated; two did not
complete the program, and two were
lost to follow-up. All were male com-
bat veterans (24 from Vietnam, one
from Korea, and one from the Persian
Gulf) with a mean age of 49.2±4.9
years and an age range of 38 to 64
years. Twelve (46 percent) were
white, seven (27 percent) were non-
Hispanic blacks, and seven (27 per-
cent) were Hispanic. Eleven subjects
(42 percent) were married at the time
of program admission.

Structured assessment confirmed
diagnoses of combat-related PTSD.
Twenty-three subjects (88 percent)

also met criteria for lifetime major
depression. Twenty-two (85 percent)
met lifetime criteria for alcohol or
substance use disorders, and 11 (42
percent) met criteria for such disor-
ders within the past year. All subjects
were taking psychoactive medica-
tions, which were adjusted during
their stay in the program.

Besides collection of self-report symp-
tom ratings, the Longitudinal Inter-
view Follow-up Evaluation (LIFE)
(2) was administered by one of two
master’s-level psychology technicians
who had been trained by clinical staff.
The LIFE measures functioning in
the context of employment, intimacy,
and interpersonal relationships on a
5-point scale ranging from 1, absence
of impairment, to 5, severe impair-
ment. Evaluation of alcohol and sub-
stance use was supplemented by
record review, including toxicology
screens, and input from outpatient
clinicians.

At four-month follow-up after dis-
charge from the PTSD program,
none of the subjects had been rehos-
pitalized. Sixty-nine percent indicat-
ed complete satisfaction with their
treatment in the program, and 15 per-
cent indicated they were “pretty
much satisfied.” Mean ratings of
PTSD and depression were un-
changed. While other subscales
showed a trend toward improvement,
LIFE ratings for interpersonal func-
tioning with family members im-
proved significantly, from 3.2±1.1 at
preadmission  to 2.7±.9 at follow-up (t=
3.61, df=25, p<.001). Only one of the
subjects who had abused substances
in the preceding year was found to
have relapsed.

These findings are far from defini-
tive due to the limited number of sub-
jects, unblind assessment, a single fol-
low-up time period, and absence of a
comparison group. However, the sub-
jects’ improvement in their relation-
ships with family members stood out.
We postulate that the improvement
may be a carryover from having
learned to apply interpersonal skills in
the patient community. This possibil-
ity, along with cost considerations, in-
fluenced the decision in 1997 to re-
structure the program to a residential
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format with a three-month length of
stay, rather than maintaining it as an
inpatient program. In the residential
format, patients function as an au-
tonomous community on evenings,
nights, and weekends. Our expecta-
tion is that this experience will further
promote learning of interpersonal
skills and problem solving, thereby
maintaining or enhancing the pro-
gram’s possible benefit to interperson-
al relationships with family members.

Thomas A. Mellman, M.D.
Gary S. Kutcher, Ph.D.

Lucero Santiago, L.C.S.W.
Daniella David, M.D.

Dr. Mellman is now with the department
of psychiatry at Dartmouth Medical
School in Hanover, New Hampshire. Dr.
Kutcher, Ms. Santiago, and Dr. David are
affiliated with the Veterans Affairs Med-
ical Center in Miami, Florida, and the de-
partment of behavioral sciences at the
University of Miami School of Medicine. 
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UUssee  ooff  TTeelleemmeeddiicciinnee  
WWiitthh  EEtthhnniicc  GGrroouuppss

To the Editor: Telemedicine tech-
nology is one strategy for improving
the accessibility of mental health care
in the rural setting (1,2), which is the
main point of contact for more than
half of those suffering from mental
disorders (3). This option may be par-
ticularly important for Mexican Am-
ericans, who infrequently use mental
health services (4) and have a signifi-
cantly more negative view of mental
health treatment than other patients
(5). We found no reports of telemed-
icine used for specific ethnic popula-
tions. In the case below, telemedicine
allowed a patient to receive care in
the office of her primary care physi-
cian and facilitated culturally sensi-
tive care. 

Mrs. R, a 56-year-old Mexican
American woman, tearfully presented
to her bilingual Caucasian primary
care physician with somatic com-
plaints nine months after the sudden
death of her husband of 30 years. The
physician diagnosed major depres-
sion and started Mrs. R on paroxetine
10 mg at nighttime, later increased to
20 mg. Despite four months of treat-
ment, Mrs. R’s depression persisted
because she failed to consistently take
the nightly dose. 

No local psychiatrist spoke Spanish,
and the patient was concerned about
seeing a mental health professional in
her community for fear of being stig-
matized. Thus she was referred to the
University of California, Davis, for a
telepsychiatric evaluation. 

The psychiatric evaluation lasted 90
minutes and was conducted by a
telemedicine link with the UC Davis
department of psychiatry and the UC
Davis primary care clinic in Chico 60
miles away. The technology included
dial-up integrated service digital net-
work (ISDN) lines at 384 kilobits per
second, Ascend Communications
Multiband VSX multiplexors, Pic-
tureTel Live 100 color monitors, stan-
dard Pentium computers with 32
megabits of random access memory,
and Canon VCC-1 cameras with pan-
tilt-zoom local and remote control.

The interview was conducted in
Spanish by a UC Davis psychiatrist
introduced to Mrs. R by her primary
care physician, who then left the
room. Mrs. R had worked in Califor-
nia as a migrant field worker for 33
years, had no formal education, and
spoke only Spanish. She did not drive.
She described her husband’s death as
a great loss, resulting in many symp-
toms of depression. When asked
about adherence to medication, she
expressed concern about the safety of
taking medication, but felt that her
doctor’s orders should not be openly
questioned. 

The primary care physician re-
turned to the room for the last ten
minutes of the session, and Mrs. R’s
concerns were discussed. Although
unaccustomed to the technology, she
acknowledged that talking with a psy-
chiatrist had not been as difficult as

she had imagined, and she even felt
comfortable crying freely. 

One month later, Mrs. R was still
depressed despite taking her medica-
tion. The primary care physician was
advised to increase the paroxetine to
30 mg at nighttime. Two months later,
the patient was much less depressed
and was free of somatic complaints
for the first time since her husband’s
death. The frequency of visits for
medical appointments decreased
from once or twice a month during
the year before the telepsychiatric
consultation to only a single visit in
the two months after the consulta-
tion. 

Gabrielle M. Cerda, M.D.
Donald M. Hilty, M.D. 
Robert E. Hales, M.D.

Thomas S. Nesbitt, M.D.

Dr. Cerda is assistant clinical professor of
psychiatry at the University of California,
Davis, where Dr. Hilty is assistant profes-
sor of clinical psychiatry and Dr. Hales is
professor and chair of the department of
psychiatry. Dr. Nesbitt is associate profes-
sor of family and community medicine at
UC Davis.
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