today, to reduce costs), are we ignoring one of the tra-
ditionally powerful forces in healing, ie, the art of med-
icine? Dr. Berg might find it strange that in this scien-
tific era, one would support such nonsense as a
patient’s faith and belief in his or her physician having
something to do with the healing process (certainly
impossible to quantify).

Dr. Berg’s comment “Without exception these expe-
riences show that the layer of scientific evidence upon
which much of medical care is based is very thin in-
deed” seems to me to be based more on his clinical ex-
perience with four panels than a true, evidence-based
conclusion. [t is certainly a poorly substantiated gener-
alization appearing to be based more on anger and
frustration than documentation of evidence.

I would not disagree that we need to pursue rational
justification for the things we do in medicine. I think
we must also guard against the elitist (and usually aca-
demic) view that if a practice or a method or treatment
can’t be proved with a scientifically designed study and
if we can’t get the important data into our computers
to manipulate, then somehow that method or practice
is less worthy because that attitude itself is unscientific
and cultist. It is important for all of us to understand
the evidence-based systems, but we must include in
them those much more difficult studies that are much
less amenable to statistical manipulation, ie, studies
that have to do with the effects of the art of medicine. I
believe we leave the art of medicine out of our equa-
tions at our patients’ and our own peril.

Clark B. Smith, MD
University of Tennessee, Memphis

To the Editor: 1 read with pleasure the recent special
communication on clinical practice guideline panels by
Dr. Berg (Berg AO: Clinical practice guideline panels:
personal experience. ] Am Board Fam Pract 1996;
9:366-70). His discussions, cautions, and suggestions
underscore the degree to which medical practice has
been guided, albeit somewhat blindly, by scientific
doctrine.

One area Dr. Berg did not specifically address,
which I believe is relevant to clinical practice guide-
lines, is the depiction of knowledge in a graphic-based
format. Several of the panels with which Dr. Berg has
been involved have created small algorithmic ap-
proaches to clinical decision-making and practice
guidelines. Graphically linking decisions with particu-
lar outcomes greatly enhances and clarifies many of the
issues within a particular area. Having been involved
with graphic depictions, I see their continued emer-
gence as valuable and expect that they will be included
more often in future practice guidelines.

Another area is the incorporation of computers into
medicine. I expect computers and expert systems to be
increasingly used in clinical practice guidelines and
look forward to future panels that utilize this form of
communication.

Dr. Berg’ article, personal experience, and example
not only stand as a tremendous source of strength for
the family physician who attempts to integrate multi-
ple systems and family concepts into decision making
but also underscore the complexity involved in even
the most apparently simple clinical issues.

David R. Pepper, MS, MD
University of California
San Francisco and Fresno

Mental Health Patient Profile

To the Editor: The study by Mazonson, et al,! who
screened waiting patients for anxiety, was well sup-
ported until the concluding paragraph. The authors
then state, “Our results show that patient self-reported
information on anxiety and psychological health, col-
lected in a manner that places minimal burden on pri-
mary care physicians and their staffs, can lead to height-
ened physician awareness.” The authors screened 7914
patients to find 618 patients meeting the study criteria
for anxiety. Thirty-four patients in the intervention
group were referred for a mental health evaluation,
and 45 were placed on psychotropic medications. By
comparison, 7 patients were referred for evaluation
and 37 patients were prescribed medications in the
control group. The additional 35 patients found
through this intervention represent 0.5 percent of the
7914 patients initially screened. The authors fail to
support their conclusion that screening represented a
minimal burden to the other 99.5 percent.

Greater Valley Medical Group is also a mixed-
model health maintenance organization serving 60,000
patients in Los Angeles, a practice similar to the study
practice. Our new patients spend 30 to 45 minutes
completing our front office forms and eligibility
checks. Patients already enrolled often spend a similar
amount of time waiting when they change insurance
carriers or jobs. This wait not only engenders com-
plaints but creates a burden for our patients and our
staff. For this reason, we recently reviewed and re-
jected a request to add additional screening questions
for sexually transmitted diseases, risk factors for infec-
tion with human immunodeficiency virus, and exercise
and diet to our initial new patient questionnaire. We
considered adding these questions because such
screening is recommended by the US Preventive Ser-
vices Task Force? and is included by health plans in
their office record audits. In contrast, the USPSTF
recommends against screening for depression. Accord-
ing to the Clinician’s Handbook of Preventive Ser-
vices, “The performance of routine screening tests for
depression in asymptomatic individuals is not recom-
mended.?” Anxiety screening is not even mentioned in
this reference.

Screening for depressive illness would create more
than a minimal burden on a busy office. It would have
been helpful to measure the patients’ and staff’s re-
sponse to the screening procedure. Would the staff
have been willing to continue with the extra forms and

Correspondence 77

‘1ybLAdoa Ag paroalold 1sanb Aq 2oz |udy €2 uo /Bio wigel- mmmy/:diny wouy papeojumoq /66T Aenuer T uo e/ T'0T wigel/zzTe 0T se paysiignd 1si1 :10vid We- pieog Wy ¢


http://www.jabfm.org/

