
Editorials 
Panic Disorder: The Decision To Seek Health Care 

Panic disorder can be present in as many as 6.5 
percent of primary care patients! and is associ­
ated with high medical utilization,2 the tendency 
to report multiple medically unexplained symp­
toms (chest pain, headache),3 and high medi­
cal costs.4 Panic disorder is also associated with 
considerable vocational and social disability5 and 
a high risk of suicide.6 Unfortunately, only 
1 in 3 persons in the community with this psy­
chiatric disorder is receiving known effective 
treatment. 

Because of high medical utilization for unex­
plained physical complaints in patients with 
panic disorder, primary care physicians are in an 
advantageous position to provide early diagnosis 
and treatment. Increasing knowledge about the 
mode of presentation of patients with panic dis­
order has suggested that there is a high rate of 
panic disorder among patients seeking help for 
cardiologic complaints, such as chest pain and 
tachycardia; neurologic complaints, such as 
headache, dizziness, and syncope or near-syn­
cope; and gastrointestinal complaints, such as 
abdominal pain, often associated with alternating 
constipation and diarrhea. 7 

The important study reported in the current 
issue of ]ABFP entitled "Factors Affecting the 
Threshold for Seeking Care: The Panic Attack 
Care-Seeking Threshold (PACT) Study"8 em­
phasizes the high rate of panic attacks in the 
community (9.4 percent), with close to one-half 
of the respondents (43 percent) meeting Diag­
nostic and Statistical Manual of Mental Disorders, 
ed 3, Revised (DSM-III-R) criteria for panic dis­
order. Realini and Katerndahl's study examined 
the factors associated with seeking medical care 
among persons with panic attacks. Using multi­
variate analysis, the factors most associated with 
medical care seeking are having to get someone 
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to drive, inability to work because of panic 
symptoms, and a treatment experience score 
based on three questions regarding the fre­
quency of treatment and variety of providers 
seen. The first two factors emphasize that symp­
toms causing a large amount of social and voca­
tional disability are most likely to be associated 
with health care use. The authors suggest that 
the last factor could reflect repeatedly seeking 
care for panic attacks. This phenomenon of pa­
tients with panic disorder seeking repeated care 
has been noted in the Epidemiology Catchment 
Area Study4 in which community respondents 
with panic disorder had the highest medical uti­
lization when compared with persons with other 
psychiatric disorders. 

The authors emphasize that many studies of 
symptoms and disorders in primary and specialty 
care fail to account for persons in the commu­
nity who often have similar symptoms for which 
they do not seek care. Moreover, there could be 
important biopsychosocial differences between 
those who seek care for medical symptoms or 
disorders and those who do not, as well as be­
tween patients with similar disorders in primary 
and tertiary care populations. 

Goldberg and Huxley9 have emphasized that 
there is a series of filters determining whether 
patients in the community visit primary care 
physicians with their symptoms, and whether 
they make it through the filter of primary care 
to referral to specialists. In studies using daily 
health care diaries,!O respondents in the commu­
nity have had a new symptom every 5 to 7 days, 
95 percent of which are not brought to the at­
tention of a physician. These include such com­
mon symptoms as respiratory tract infections, 
abdominal pain, and headache. Most of these 
symptoms are self-limited and handled within 
the family system with rest, over-the-counter 
medications, and advice from friends and family. 
Perhaps 5 percent of these symptoms make it 
through the first filter and are brought to the 
attention of a physician, either because of their 
more severe nature (i.e., abdominal pain from 
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appendicitis) or, just as commonly, because of 
associated psychological distress. 

Among people with mental illness who visit 
primary care physicians, Goldberg and Huxley9 

have labeled those patients accurately recognized 
by physicians as having conspicuous psychiatric 
morbidity. A subset of these patients will make 
it through the second filter and be referred to 
a mental health specialist. Factors associated 
with referral to the specialist include severity of 
the disorder and the primary care physician's 
treatment skills. Goldberg and Huxley, however, 
have also found that a substantial subset of pa­
tients have hidden psychiatric illness whose con­
ditions are not accurately diagnosed. These pa­
tients are likely either to stay in the primary care 
system or, because of the frequent association of 
mental illness with unexplained medical symp­
toms such as pain or fatigue, to be referred to 
a medical specialist. Among the subset of pa­
tients with conspicuous psychiatric morbidity 
who are referred to a mental health specialist, a 
small subset will pass through the next filter to 
an inpatient psychiatric unit. Many specialist 
studies describing the characteristics of medical 
or mental disorders rely on these inpatient sam­
ples, which could have limited generalizability 
to community or primary care patients with 
similar disorders. 

These differences in characteristics among 
community, primary care, and tertiary care sam­
ples are readily seen in persons with common 
physical symptoms. Many common symptoms, 
such as fatigue, irritable bowel syndrome, or 
headache, occur frequently in the community. 
Psychological distress associated with these com­
mon symptoms can be associated with medical 
care seeking. l1- J3 Thus, if patients with these 
symptoms are studied in primary care, there 
could be a higher rate of psychological distress 
and psychiatric disorders associated with these 
symptoms than if patients with these symptorp.s 
were studied in the community. Moreover, pa­
tients who are referred to tertiary care with 
common symptoms (or self-refer to tertiary 
care) could even have a higher rate of comorbid 
psychiatric illness associated with their health 
care utilization. Thus, a recent report found that 
patients with fatigue who were in the commu­
nity had a 1.2 to 1.9 percent rate of affective 
illness compared with 7.2 percent in primary 

care patients with fatigue and 15 to 64 percent 
in tertiary care patients with fatigue. I .. 

A classic example from the medical literature 
also illustrates the importance of differences be­
tween patients in tertiary care and primary care. 
Results from initial studies of children with fe­
brile seizures referred to neurologists, which 
showed an increased risk of subsequent seizures, 
were not able to be replicated when primary care 
population-based samples of children with febrile 
seizures were studied. IS The primary care or de­
nominator population of patients was most likely 
a different subset of patients than the relatively 
small group of selected patients who made it 
through the filter of primary care to specialist. 

More research such as undertaken in the 
Realini and Katemdahl study needs to be com­
pleted so we can better understand the decision 
to seek health care in patients with common 
symptoms and disorders, as well as understand 
epidemiologic differences among community, 
primary care, and tertiary care populations. 
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Nondiagnostic And 
Inconsistent Results 
From Colposcopy 

"Frequency of Nondiagnostic Findings on Col­
poscopy: Implication for Management" by 
Nuovo and Kreiter in this issue of JABFP pre­
sents the histologic findings of a series of pa­
tients (nonpregnant, not exposed to diethylstil­
bestrol) who underwent colposcopic-directed 
biopsies. The primary indication for the col­
poscopic procedure included two sequential 
Papanicolaou smears indicating atypical cellular 
changes or one Papanicolaou smear with evi­
dence of dysplasia. Their data suggest that cli­
nicians can be faced with nondiagnostic histol­
ogy reports in nearly one-third (29.7 percent) of 
patients undergoing colposcopic examination for 
these indications. Much of this dilemma stems 
from inconsistent terminology and confusion re-
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garding the meaning of nondiagnostic reporting. 
Reconsideration of some of the data in light of 
problems with terminology and careful review 
of the basic tenants of colposcopic examination 
will h'elp address this dilemma and in most cases 
will guide therapy towards desirable outcomes. 

First, it is the clinician who must ultimately 
decide how to care for a patient whose Papanic­
olaou smear is interpreted as abnormal. l Few 
argue that dysplasia of any grade on a screening 
Papanicolaou smear report warrants colposcopic 
evaluation, and in most cases ectocervical biopsy 
and endocervical curettage (ECC). Furthermore, 
a Papanicolaou smear report of persistent cellu­
lar atypia prompts many clinicians to evaluate 
these women's cervices with colposcopy and bi­
opsy as well. Both the Papanicolaou smear and 
the colposcopic appearance of the cervix share 
one feature in common, however; neither pro­
cedure is diagnostic. Only the histologic inter­
pretation of the colposcopic-directed biopsy 
provides an opportunity to diagnose or explain 
the abnormal smear and guide appropriate in­
tervention (i.e., expectant management, cryo­
therapy, electrosurgery, laser surgery, cone bi­
opsy). When such biopsies appear to explain or 
to correlate inadequately with the Papanicolaou 
smear findings and colposcopic impression, the 
clinician is compelled to make management de­
cisions that are not as clearly defined. Clinicians 
are routinely presented with ambiguous, non­
diagnostic, or nonconfirmatory test results dur­
ing the work-up of many medical conditions. 
Nondiagnostic results as defined by Nuovo and 
Kreiter are those negative for dysplasia, but 
showing atypia, inflammation, hyperkeratosis, 
and parakeratosis. As defined, histologic exami­
nation would find nondiagnostic results by fail­
ing to explain the cause for abnormal findings 
on screening cell studies. 

This notion of nondiagnosis can be mislead­
ing, however. At a minimum, what the non­
diagnostic biopsy findings actually show is atypia, 
inflammation, hyperkeratosis, or parakeratosis of 
squamous tissue without dysplasia. The results 
can be non diagnostic in the sense that they 
fail to explain the abnormal cytologic find­
ings; nonetheless, they also do not show dyspla­
sia. The ultimate purpose of the colposcopic­
directed biopsy is to rule out invasive (or 
microinvasive) cervical, cancer and to guide 
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