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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 ad-
dress. Letters related to material
published in Psychiatric Services
will be sent to the author for pos-
sible reply. Address letters to
John A. Talbott, M.D., Editor,
Psychiatric Services, APA, 1400 K
Street, N.W., Washington D.C.
20005; fax, 202-682-6189; e-mail,
psjournal@psych.org. 

Women’s Health Needs 
To the Editor: We applaud the call
by Sally L. Satel (1), in her editorial in
the May 1998 issue, to move women’s
mental health into the mainstream of
psychiatric research. We agree that
“both women and men deserve the
best psychiatry can offer.” We too
would be dismayed if we felt medical
research that directly addresses wom-
en would marginalize women’s med-
ical needs. However, we feel that di-
rect attention to gender is necessary
for quality clinical care in psychiatry.

Since 1993, medical schools have
been required to include women’s
health in their curricula, and more at-
tention should be directed to wom-
en’s issues as a result. In psychiatric
research in particular, specific atten-
tion to gender is imperative to coun-
teract the systematic exclusion of
women. For example, women in
childbearing years have been routine-
ly excluded from psychopharmaco-
logical clinical trials based on the as-
sumption that informed consent did
not adequately protect them. Thus
standard dosages of psychotropic
drugs are rarely adjusted for women’s
height and weight as compared with
males, and side effects are understud-
ied in women. 

The discrepancy between rates of
diagnosed disorders among women in
the general population and those who
participate in research is another ex-

ample of the exclusion of women
from research. While 30 percent of
individuals with alcohol use disorders
are women, they constitute only 8
percent of the participants in alcohol
studies (2). Legislation passed in 1991
requiring women to be included in
research funded by the National In-
stitutes of Health should help remedy
this lack of knowledge regarding
women’s mental health needs.

Empirical evidence is available to
answer many of the important ques-
tions posed by Dr. Satel. She suggests
that “inherent distortions” exist in
women’s reports of traumatic experi-
ences and that such reports are some-
times motivated by secondary gain.
However, research indicates that
childhood sexual abuse is more likely
to be forgotten than exaggerated (3),
and that women’s reports of combat
stress are as consistent as the mea-
surement error inherent in psycho-
metric assessment (4).

As for women’s perpetration of do-
mestic violence, data show that wom-
en often act aggressively against their
male partners in self-defense but
commit less severe violence and en-
dure far more physical and psycholog-
ical injury than their partners (5). Dr.
Satel suggests that there are disadvan-
tages to single-sex inpatient units;
however, improved outcomes have
been noted for several disorders, in-
cluding substance abuse, treated on
such units (6). 

How can psychiatry make women’s
mental health mainstream rather than
special? Key areas of research and ed-
ucation include the need to focus on
conditions unique to women, such as
psychological aspects of breast can-
cer; diagnoses prevalent in women,
such as depression; stressors that af-
fect women differently than men,
such as violence; and genetic factors,
treatment approaches, and barriers to
gaining access to care that differ by
gender. When these issues become
routine components of psychiatric re-
search and services, women’s health
will not require specialty status. 

While Dr. Satel states that the
unique needs of women are limited to
obstetrics and gynecology, our re-

search agenda asserts that gender dif-
ferences extend beyond the repro-
ductive function. We argue that the
needs of women are marginalized
when they are ignored. Differences
between men and women do not nec-
essarily make women “special” unless
research derived from studies of
males is assumed to be the gold stan-
dard.

Rachel E. Kimerling, Ph.D.
Paige Crosby Ouimette, Ph.D.

Ruth C. Cronkite, Ph.D.

Dr. Kimerling is an adjunct assistant pro-
fessor in the department of psychiatry at
the University of California, San Francis-
co, School of Medicine and San Francisco
General Hospital. Dr. Ouimette is a senior
research associate in the department of
psychiatry and behavioral sciences at
Stanford University School of Medicine in
Stanford, California. Dr. Cronkite is a se-
nior research associate in the department
of sociology at Stanford. All three are as-
sociated with the Center for Health Care
Evaluation at the Palo Alto (Calif.) Veter-
ans Affairs Health Care System.
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In Reply: The authors misread my
commentary. I don’t argue for bring-
ing women’s health into the main-
stream: women’s health is the main-



stream. Women buy more pharma-
ceuticals and go to the doctor more
often than men. They live seven years
longer and thus are overrepresented
among the greatest consumers of
health care, the elderly.

True, women of childbearing age
had been omitted from phase 1 and
phase 2 clinical trials (the safety phas-
es), but they were always well repre-
sented in the actual efficacy, or phase
3, trials.

An additional point is that when
prescribing medicines, physicians fre-
quently adjust dosages and start at
low levels for both sexes. Individual
differences within sexes can be
greater than individual differences
between sexes. Making the necessary
adjustments requires hands-on clini-
cal experience.

Sally Satel, M.D.

Employment and 
Severe Mental Illness
To the Editor: I am prompted to
write after reading the excellent arti-
cle entitled “Policy Reform Dilem-
mas in Promoting Employment of
Persons With Severe Mental Illness-
es” by John H. Noble, Jr. (1), in the
June 1998 issue. As a neurologist
particularly interested in the neu-
ropsychiatric field and closely in-
volved with a local rescue mission
that provides services for the home-
less, I have been deeply impressed
by Desjarlais’ description (2) of the
communication and cognitive func-
tioning of persons with severe men-
tal illness as presented in his mono-
graph Shelter Blues.

His description is certainly concor-
dant with my own clinical observa-
tions, which include the realization
that clean-cut diagnostic criteria, as
one sees in DSM-IV, simply do not
work. Most of these individuals, who
in fact are severely disabled, have in-
jured their brains through drug use
and have received brain injuries from
head trauma. In addition, many of
them started out with at least some
cultural deprivation, if not birthright
encephalopathies. Finally, they all
have psychotic types of distortions in
their internal cognitive perception,

and also in their perceptions of the
world. It is my firm conclusion that
the concept of “employment” for this
group of people is not only irrelevant
but cruel.

Clearly, the basic services, such as
nutrition, hygiene, essential medical
care, and environmental safety, are
where we should start. I do think that
some of these individuals, perhaps
not all, would be able to fashion day-
time activities that would improve
their quality of life. But they do not
“get better” with habilitation or reha-
bilitation efforts. I have been im-
pressed over the years that the con-
cept of habilitation or rehabilitation
of these severely impaired individuals
creates an atmosphere of unrealistic
expectations and, from some points of
view, can be seen as a cruel hoax.

Dr. Noble’s observation that “the
big question is whether American so-
ciety values these possible attain-
ments enough to pay to make them
more widely available” is to the point.
Our culture seems not to be suffi-
ciently empathetic to the problems
and reality of disability. 

William S. Masland, M.D.

Dr. Masland, who is in private practice,
works with the Crossroads Mission in Yu-
ma, Arizona.
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Telepsychiatry
To the Editor: Telepsychiatry, or, as
some of us prefer to call it, “telemen-
tal health,” is the use of interactive
telecommunications technology to
provide care to a distant consumer.
While Dr. Brown’s overview (1) of
rural telepsychiatry in the July 1998
issue is a basic introduction for the
unfamiliar reader, it does not do jus-
tice to the increasing range and fre-
quency of applications now under
way worldwide. Like the personal
computer and the Internet, interac-

tive teleconferencing will be a com-
mon tool in every effective mental
health program, both rural and urban,
within a few years. A great deal of ac-
tivity is occurring, with full-time
telepsychiatrists working with pa-
tients whom they will never see in
person and who otherwise would go
without treatment.

In a database compiled by the As-
sociation of Telemedicine Service
Providers, some 50 active telemedi-
cine programs with a mental health or
psychiatric component were identi-
fied. Telemedicine Today surveyed 19
programs in the United States and
found that since their inception, they
have carried out almost 10,000 clinical
interactions, averaging almost 50 con-
sultations a month (2). We are well be-
yond the demonstration and experi-
mental phase of this technology.

In our project, the Appal-Link Net-
work of Virginia, we have carried out
2,700 clinical contacts with more than
400 seriously mentally ill patients in
three and a half years. This network
has had a tremendous impact on the
public mental health system in our re-
gion by enhancing continuity of care.
The same inpatient psychiatrist pro-
vides long-term community follow-up
after the patient is discharged. Com-
munity staff and family members
readily participate in treatment and
discharge planning conferences. Our
entire mental health system is more
fully integrated.

Several studies will soon be pub-
lished on the impact of this technolo-
gy on patients’ access to psychiatric
care and providers’ ability to conduct
clinical assessments. The federal Of-
fice of Rural Health Policy will con-
duct a comprehensive nationwide as-
sessment of telemedicine systems,
with a special emphasis on telemental
health. In the area of reimbursement,
several programs already receive
Medicaid and private insurance pay-
ments. The cost of this technology
and its related transmission expense
continues to decline. Any interested
mental health care organization can
now afford to purchase equipment
and participate in a service delivery
network.

During the past year, seven of the
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most active projects in the U.S. pro-
duced a report on the history, uses,
and effects of interactive telecommu-
nications technology on mental
health care. Funded by a grant from
the Center for Mental Health Ser-
vices, the National Telemental
Health Report should be available
later this year. Telemental health is
on the verge of radically improving
mental health care, with an impact
second only to that of new atypical
antipsychotic medications. The ulti-
mate impact is clear. One day any-
one, anywhere, needing treatment
will have equal access to a high level
of clinical care.

Henry A. Smith, L.C.S.W.

Mr. Smith is director of mental health ser-
vices at Cumberland Mountain Commu-
nity Services in Cedar Bluff, Virginia, and
project director of the National Telemen-
tal Health Report Project.
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An Olanzapine Trial

To the Editor: Information about
the efficacy of atypical antipsychotics
in community care settings is limited.
Through the Greater Vancouver Men-
tal Health Service Society (1), we
conducted an open-label trial of olan-
zapine with consecutive patients
started on the drug during a six-
month period in 1996–1997. 

Severity of illness was rated on the
7-point Clinical Global Impression of
illness severity scale (CGI) (2); the
ratings range from 1, indicating that a
patient is free of illness, to 7, indicat-
ing an extreme degree of illness. Rat-
ings of functioning were made using
the 100-point Social and Occupation-
al Functioning Scale (SOFAS) (3);
ratings on this scale range from 20, in-
dicating that the patient is unable to
function independently, to 90, indi-
cating  that the patient is functioning
well in all areas. Side effects of olan-
zapine were noted.

Ratings were taken at baseline and

at four, eight, and 12 weeks after en-
try into the study. Reasons for discon-
tinuation and changes in dyskinetic
movements were noted in narratives.
Flexible dosing was used. The study
proceeded with the approval of the
university’s ethics review board.

Forty-two patients, 20 males and
22 females, with a mean±SD age of
41±14.3 years (range, 16 to 24) par-
ticipated in the study. Their mean du-
ration of illness was 14.8±9.9 years
(range, 1 to 40). Thirty-two had a
DSM-IV diagnosis of schizophrenia,
four of schizoaffective disorder, and
six of nonschizophrenic psychosis.

Subjects were offered olanzapine if
they had suboptimal response or in-
tolerance to their baseline treatment
with typical antipsychotics (N=13),
depot antipsychotics (N=6), risperi-
done (N=17), or clozapine (N=5) or
had not previously been prescribed
an antipsychotic drug (N=1).

The mean±SD baseline score on
the CGI was 4.4±1.1 (range, 2 to 6);
on the SOFAS it was 50±13 (range,
30 to 70). Paired t tests were used to
determine whether there were signif-
icant differences between scores at
the various follow-up points. Respon-
ders were categorized as those who
improved at least one point on the
CGI and at least one category on the
SOFAS. 

At 12 weeks the mean CGI score
was 3.4±1.6 (range, 1 to 6), a signifi-
cant improvement from baseline
(t=4.3, df=35, p=.001). The SOFAS
mean score was 59.4±15.7 (range, 35
to 90), also a significant improvement
(t=–3.9, df=35, p=.005). 

Eleven subjects (26 percent) re-
sponded to olanzapine by four weeks,
14 (33 percent) by eight weeks, and
15 (37 percent) by 12 weeks. Seven
subjects (17 percent) improved dra-
matically; one subject had previously
received a typical antipsychotic, one a
depot antipsychotic, three risperi-
done, and two clozapine.

The mean±SD dose of olanzapine
at 12 weeks was 12.8±6.54 mg per day
(range, 2.5 to 35 mg). Side effects
were noted in 16 of the 42 subjects
(38 percent). Four experienced aka-
thisia, four sedation, and two weight
gain; one each reported blurred vi-

sion, constipation, worsening of con-
gestive heart failure, difficulty con-
centrating, and arm pain. One subject
had both insomnia and a rash.

At baseline, clinically significant
tardive dyskinesia was observed in
four subjects. By 12 weeks, one sub-
ject had improved, and tardive dyski-
nesia had disappeared in the other
three. Improvement in dyskinesia
may represent resolution of extra-
pyramidal side effects or, as is the
case with other atypical antipsy-
chotics (4), may reflect an intrinsic
antidyskinetic activity.

Six subjects (14 percent) dropped
out of the trial, two because of wors-
ening psychosis, two because of no
improvement, one because of diffi-
culty concentrating, and one because
of lack of insight.

The study was limited in that nei-
ther clinicians nor patients were blind
to the drug being prescribed, and no
direct comparison was made to an-
other treatment. However, in this co-
hort of community mental health pa-
tients, olanzapine appears to hold
promise as an effective and well-tol-
erated antipsychotic.  

Sean W. Flynn, M.D., F.R.C.P.C.
Nicholas Sladen-Dew, 
M.B.Ch.B., F.R.C.P.C.

Siemion Altman, M.D., F.R.C.P.C.
William G. Honer, M.D.,

F.R.C.P.C.

The authors are with the department of
psychiatry at the University of British Co-
lumbia Faculty of Medicine in Vancouver.
Drs. Sladen-Dew and Altman are also as-
sociated with the Greater Vancouver
Mental Health Services Society.
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