Editorials

Advance Directives 1991: Is The Cart Before The Horse?

The United States Supreme Court decision in
the case of Cruzan versus the Director of the
Missouri Department of Health! has stimulated
an intense national debate. Announced in June
1990, this decision affirmed the primacy of state
law in right-to-die cases but left many issues un-
resolved. Intensified state and federal legislative
activity has resulted in many new laws. The most
important for all health professionals is the fed-
eral Padent Self-Determination Act of 1990
(part of the Omnibus Budget Reconciliation Act
of 19902). Scheduled to take effect on 1 Decem-
ber 1991, this act requires hospitals, nursing
homes, and hospices to advise patients of their
rights to accept or refuse medical care and to
execute an advance directive. Compliance with
this act is a condition for Medicare and Medicaid
reimbursement.

Advocates for the Patient Self-Determination
Act have a wide range of reasons for supporting
this law. Clinicians foresee greater opportunities
to understand their patients’ values and provide
better care. Ethicists believe such statutes can
increase patient participation in medical decision
making and increase patient autonomy. Third-
party payers, especially the Health Care Financ-
ing Administration, hope to decrease health care
costs by eliminating unwanted care.

Ideally, advance directive discussions routinely
should occur before times of crisis. Critics em-
phasize physician inaction in implementing
advance directives as the reason legislative ac-
tion was required. All acknowledge, however,
that a purely procedural response to this‘act
by hospitals will neither facilitate physiqan—
patient communication nor promote patient
autonomy.
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In this issue of 7ABFP, Daly and Sobal® have
contributed to our growing understanding of
how advance directives are now used. In the
physician house call program at the University
of Maryland, family physicians with special in-
terest in geriatrics demonstrated that systematic
discussion of advance directives can increase the
frequency with which patients prepare these
documents. The results of the study (55 percent
completed a durable power of attorney for
health care and 5 percent had a living will) com-
pare favorably with previously published data on
the rate of advance directives in other popula-
tions.* This probably reflects the values and
preferences of the physicians who advised these
patents. Nevertheless, information on the fre-
quency of use does not yet answer the more im-
portant question: Do advance directives facilitate
better patient care?

Shifting legal precedent and several recent
studies indicate we have much to learn about
how best to use these documents. In a pro-
vocative study, Danis and colleagues’ showed
that advance directives concerning treatment
preferences were not followed 25 percent of the
time. Unforeseen circumstances arose that
caused health care providers or family proxy de-
cision makers to reinterpret or overrule a pre-
viously documented advance directive. Seckler,
et al.¢ found poor agreement between the wishes
of competent, chronically ill elderly patients and
surrogate decision makers using a hypothetic
cardiopulmonary resuscitation scenario. In their
ruling in the Cruzan case, the Missouri Supreme
Court rejected the concept of advance directives
saying, “It is definitionally impossible for a
person to make an informed decision — either
to consent or to refuse — under hypothetical
circumstances.” 7 A recent report documents in-
complete evaluation of competency prior to
appointment of a durable power of attorney
for health care as patients were admitted to a
secured dementia ward.® Limitations, both
theoretical and practical, of advance directives as
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they are now used, are only beginning to be
recognized.

How have we come to a crossroads where fed-
eral legislation is enacted to protect citizens
from their physicians? Will physicians resent the
Patient Self-Determination Act for this reason?
How are other fundamental principles of medi-
cal ethics—beneficence, nonmaleficence, and
justice—factored into this new legal equation for
medical decision making? Difficult decisions at
the margins of life remain the most sensitive is-
sues we face as physicians, individuals, and a so-
ciety. There are no clearly correct answers. The
ideal advance directive does not exist. As noted
by Seckler, et al. we need a new “standard which
promotes trust between patients and their care-
givers (both family and professional) and would
return to a recognition that not all of life’s
events can or should be anticipated.” ¢ This new
standard must recognize the limits of medical
knowledge and human foresight. It must com-
bine best-interest considerations, surrogate de-
cision making, and written advance directives.
Research into patterns of communication and
decision making will bring clarity to the debate.
Family physicians must begin to act now within
the new requirements of the Patient Self-Deter-
mination Act to find techniques that are effective
for them and their patients. This act is an im-
portant, though imperfect beginning. We must
not allow it to become a “medical Miranda
warning” 4 distorting our best traditions of help-
ing and healing.

Glenn Rodriguez, M.D.
John Saultz, M.D.
Portland, OR
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Any Truth In Psychological
Explanations?

. . . most of the public does not believe in the existence of
mental illness.

— LD. Glick, et al.

How’s this for irony? The only patient I saw,
during a 2-week locum tenens, who mentioned
the word “nerves” as a complaint seemed not to
provoke in me any need for a psychological ex-
planation. She met criteria for DSM-III-R code
296.3 (recurrent major depression), and I pre-
scribed an antidepressant as easily, and with the
same confidence, as I would have prescribed an
antihypertensive had her problem been essential
hypertension. I felt no special need to do what
Balint called the “long interview.”

On the other hand, the patient who
stirred most my interest in a psychological ex-
planation was being treated, without benefit, for
Lyme disease. There was disagreement about
the diagnosis among her consultants in neurol-
ogy, rheumatology, and infectious diseases; and
her regular physician was at wit’s end. Her ex-
tensive medical record was full of test results,
mostly negative or normal, but contained not a
shred of personal information about her life and
relationships. I itched to do the long interview.

Each of these vignettes illustrates, in its own
ironical way, the ambiguity I have about psycho-
logical medicine nowadays. The first, a straight-
forward mental disorder (which in former times
I would have felt obligated to explore psycho-
logically), seemed best treated as an organic dis-
ease. The second, a straightforward organic dis-
ease, raised psychological questions that expert
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