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In recent years there has been growing interest in pri-
mery care treatment practices for mental disorders.
Commonly this literature has had a critical tone, with
questions raised about the degree of recognition of men-
tal disorders in primary care settings and the appropri-
ateness of treatments provided. There are many studies
that claim that there is underrecognition of mental dis-
orders in primary care settings, whereas others show a
wide variation in treatments given, with some patients
who have a recorded mental disorder not receiving any
specific treatments, and other patients who do not have a
recorded mental disorder receiving specific treatments
such as antidepressant medication.4’5 At its most provoc-
ative, this literature presents the family physician as a
good-natured bumbler, providing treatment for mental
disorders in an almost random fashion.

Against this background, the research article by Eu-
gere Broadhead and his colleagues in this issueé comes as
abreath of fresh air. The authors make use of the Na-
tional Ambulatory Medical Care Survey (NAMCS) data
from 1985 to examine the prescribing habits of various
physician groups with respect to tricyclic antidepressants
(TCAs). Their approach is noteworthy in that they at-
tempt to subdivide this large data set in a manner appro-
priate to the questions being asked. They are interested in
the appropriateness of the prescribing of TCAs in pri-
mary care, and one area where they make such reasonable
groupings is the diagnostic categories. Broadhead et al
report, as found in earlier studies, that in primary care
practices, only 50% o f patient visits during which TCAs
were prescribed were for documented psychiatric condi-
tions. Based on their review of the clinical literature, they
dso identify in advance other “nonpsychiatric tricyclic-
responsive conditions” such as irritable colon, low back
pain, or fibrositis. When these diagnostic groupings were
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examined in relation to TCA prescribing, an additional
15% of primary care patients had a documented reason
to receive atricyclic antidepressant. This finding leads the
authors to conclude that the “inappropriate” prescribing
of TCAs by primary care providers is exaggerated, when
in fact 65% of those prescriptions were found to relate to
adocumented condition for which the medication would
be considered appropriate.

In their examination of prescribing patterns, Broad-
head and colleagues also subdivided physician respond-
ents into meaningful groups. In addition to the group
that was their major focus in this article, a primary care
group consisting of family physicians, general practition-
ers, and internists, they examined three specialty
groups—gastroenterologists, neurologists, and rheuma-
tologists— because of the probability that these specialty
physicians would see one or more of the “nonpsychiatric
TCA-responsive conditions.” Thus, they were able to
examine the prescribing patterns of primary care provid-
ers compared with those of other specialists on condi-
tions likely to be seen by both, such as irritable colon
(seen by both primary care providers and gastroenterol-
ogists) or fibrositis (seen by both primary care providers
and neurologists). When these comparisons were exam-
ined, one significant finding was that the primary care
providers did not prescribe TCAs indiscriminately, but
rather, for the particular diagnostic condition, followed
the same general prescribing pattern in the use of these
medications as did the corresponding specialist. These
results indicated that primary care physicians, to a greater
degree than previously documented, do have a recorded
reason to use TCAs and that the pattern of such use is not
random or indiscriminate but rather mirrors the prescrib-
ing practices observed in the various specialty groups
who presumably have received more intensive training in
the treatment of those conditions.

These findings were indeed encouraging, but along
with Broadhead and his colleagues, | found myself par-
ticularly interested in the other 35% of patients for
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whom adequate documentation for prescribing atricyclic
had not been given. They suggest that some of this use
may reflect the nonrecording of diagnostic data on the
charts of patients with chronic and recurring diseases;
not an unreasonable explanation since the NAMCS data
does overrepresent patients who make frequent visits and
who, therefore, are likely to have chronic conditions.
Other suggested reasons, outlined earlier in an article by
Jencks,7 include inadequate evaluation, lack of adequate
training in the use of proper terms, poor record keeping,
and provider reluctance to write down a psychiatric di-
agnosis. During the past 10 years | have regularly worked
with primary care providers, both on research projects
and on developing educational programs for the man-
agement of depression. Based on that experience, |
would agree that major reasons for not recording psychi-
atric diagnoses still include provider fear of stigmatizing
the patient and the concern that third-party payers will
not provide reimbursement, which lead the physician to
use other categories, such as chronic fatigue syndrome or
insomnia.

Another possibility not emphasized by the authors,
however, may relate to the nosology, or rather the lack of
it, available to describe psychiatric conditions in primary
care. Taking depression as an example, in a recent prev-
alence study carried out in practices in our area8 in which
patients presenting for a routine visit to a primary care
practice received an independent assessment for the pres-
ence of depression, approximately 50% of the patients
had a depressive condition that was not captured by the
available diagnostic categories of the psychiatric diagnos-
tic system, Diagnostic and Statistical M anual ofMental
Disorders (DSM-I11) in use at that time.9 A mixed anxi-
ety-depression syndrome would be one example; a
“masked” somatic presentation would be another. In our
experience, just as with the nonpsychiatric TCA-respon-
sive conditions described by Broadhead et al, primary
care physicians are sensitive to potentially TCA-respon-
sive psychiatric conditions such as a masked depression
or depressions with somatic presentations such as fatigue
or insomnia. With these patients they may schedule fol-
low-up visits to clarify the condition, and may prescribe
an antidepressant when their clinical acumen suggests
that depression is part of the picture, even though clas-
sical symptoms were not elicited. In addition to the
presence of “nonpsychiatric TCA-responsive condi-
tions,” it is likely that there also are TCA-responsive
psychiatric conditions for which there is no appropriate
diagnostic label to use. Jencks emphasizes a similar issue
stating that “primary care physicians recognize and treat
a great deal of mental distress that they do not describe in
the vocabulary of psychiatry.”7 He goes on to wonder
“whether the problem is in the vocabulary or in the
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physician.” The vocabulary is clearly one part of te
problem, perhaps the major part.

Whether such treatment is effective is another ise
raised by these findings, one that emphasizes the needfa
outcome data on conditions as they present in pinary
care. Broadhead and his colleagues identify presured
TCA-responsive nonpsychiatric conditions such as peic
ulcer disease, irritable bowel, muscle contraction headt
aches, or various pain conditions such as chronic low
back pain, rheumatic pain, or fibromyalgia syndrone,
They indicate that other nonpsychiatric diagnostic cot
ditions described in clinical reports may also be goro
priate targets for TCA treatment, but that controlled
clinical studies have not yet been done. A similar stae
ment can be made for these depressive conditions it
clearly outlined in DSM-I11 or DSM-IlI-Revised, sucha
a somatic presentation of depression, a mixed awxey
depression, or other presentations that comprise realy
50% of significant depressions seen in primary care. Ata
conference on the agenda for primary care research intre
1990s, Schulbcrg emphasized this need: “Research
needed to establish the effectiveness o f therapeutic agats
within the setting and with the patients where they areto
be employed.”5

This need for further outcome research raises an
additional issue also suggested by the article by Broad
head et al: the source of information to guide outcore
research. The findings in the article suggest what | pa-
sonally believe to be true: that primary care physidas
use common sense in trying various treatment nocHli-
ties, and they may discover treatments that “work” befae
experimental studies have been carried out. In mywak
with a group of primary care physicians, there was quidk
consensus about the utility of low-dose antidepressants
for certain kinds of insomnia and for various kinds of
pain, even though definitive studies documenting tis
efficacy do not yet exist. The primary care setting isa
laboratory of meaningful observation; systeretizing
these observations into patterns can lead to inportant
areas of focus for outcome research. There is a place for
allowing clinical observations to influence the plaming
for clinical efficacy research rather than waiting for re
search findings from academic centers to influence din-
cal practice. Both types of research are needed and usfu,
but I am highlighting the fact that the primary @e
setting is one in which a good deal of clinical trial ad
error, and resulting knowledge, takes place and accumu
lates, and that it is important to try to systematically &p
into this knowledge. After conducting a practitioner ar
vey about who benefits from tricyclic antidepressants
Goldberg et all0 pointed out that there is a “systenatic
description of cumulative clinical experience that migt
serve as a . . . guideline in continuing medical education
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and as a stimulus for research.” There is a clear need for
outcome research to be done in the primary care sector
itself, on primary care patients as they present in custom-
ary (nonacademic) settings for a wide variety of diagnos-
ticconditions. Suggestive findings from research such as
that done by Broadhead et al and other studies of actual
clinical practice can guide outcome research in clinically
useful directions.

References

1 Kamerow D, Pincus H, Macdonald D. Alcohol abuse, other drug
abuse, and mental disorders in medical practice. JAMA 1986;
255:2054-7.

2. Wilkinson G. Overview of mental health practices in primary care
settings, with recommendations for further research. Series DN,
No. 7. Rockville, Md: Alcohol, Drug Abuse, and Mental Health
Administration. US Department of Health and Human Services
publication No. (ADM) 86-1467, 1986.

3 Schulberg H, Burns B. Mental disorders in primary care: epide-

Barrett

miologic, diagnostic, and treatment research directions. Gen Hosp
Psychiatry 1988; 10:79-87.

4. Regier D, Hirschfeld R, Goodwin F, et al. The NIMH Depression
Awareness, Recognition, and Treatment Program: structure, aims,
and scientific basis. Am J Psychiatry 1988; 45:1351-7.

5. Schulberg HC. Medical treatment effectiveness in primary care
mental health. In: Mayfield J, Grady ML. Primary care research: an
agenda for the 90’s. US Department of Health and Human Serv-
ices publication No. (PHS)90-3460, Government Printing Office,
1990.

6. Broadhead WE, Larsen DB, Yarnell KSH, et al. Tricyclic antide-
pressant prescribing for nonpsychiatric disorders: an analysis based
on data from the 1985 National Ambulator)' Medical Care Survey.
J Fam Pract 1991; 33:24-32.

7. Jencks SF. Recognition of mental distress and diagnosis of mental
disorder in primary care. JAMA 1985; 253:1903-7.

8. Barrett JE, Barrett JA, Oxman TE, Gerber PD. The prevalence of
psychiatric disorders in a primary care practice. Arch Gen Psychi-
atry 1988; 45:1100-6.

9. Diagnostic and Statistical Manual of Mental Disorders, Third
Edition. Washington DC: American Psychiatric Association,
1980.

10. Goldberg SC, Tilley DH, Friedel RO, et al. Who benefits from
tricyclic antidepressants: a survey. J Clin Psychiatry 1988; 49:
224-8.

See article on page 24

Doctor-Patient Communication About Resuscitation:
‘Have You Signed an Advance Directive?5
William B. Ventres, MD and Steven S. Spencer, MD

Tucson, Arizona

In their recent debate in The Journal ofFamily Practice
about routine discussion of advance health care direc-
tives, Drs Saultz and Rodriguez agree on one significant
point: physicians need to improve their communication
with patients regarding this important issue.12 Unfortu-
nately, little literature exists that reviews specifically how
physicians can best discuss these sensitive issues with
their patients.

There are two underlying reasons for improving the
communicative competence of physicians in discussing
resuscitation and life-support measures. First, it is com-
monly agreed that competent patients have the right to
meke their own choices about life-sustaining medical
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treatment. The 1990 US Supreme Court decision
Cruzan vDirector, Missouri Department ofHealth implied
that people can exert this right early through clearly
written advance directives. Congress recently mandated
that patients who are members of health maintenance
organizations or who are in hospitals or nursing homes
should receive information discussing advance direc-
tives.4 Second, the responsibility for initiating discus-
sions about advance directives and in-hospital resuscita-
tion traditionally has been delegated to physicians, by
both ethicists5 and patients.6

Bioethicists and physicians have concentrated their
attention to date on normative ethical principles that they
believe should underlie the decision-making process con-
cerning both advance directives and do-not-resuscitate
(DNR) orders. These normative guidelines neglect inter-
actional factors present in physician-patient communica-
tion, however. Factors such as cultural perceptions of
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