
Letters to the Editor

att itu d es  t o w a r d  
tr eatin g  d e p r e s s io n

To the Editor:
I found the recent study on attitudes 
toward depression by Shao and col
leagues (Shoo W-A, Williams JW, Lee 
S, et al. Knowledge and attitudes 
about depression among non-gener
alists and generalists. J Fam Pract 
1997; 44:161-8) to be interesting but 
seriously flawed. The authors report 
that non-psychiatrists had “lower atti
tude scores” than psychiatrists. I 
would argue that generalists’ attitudes 
are probably perfectly appropriate, 
given the major differences in how 
depressed patients present in the pri
mary care setting, and the likely dif
ferences in the spectrum o f disease 
encountered in those settings.

Most o f my patients in whom 
depression is ultimately diagnosed 
initially present with fatigue, abdomi
nal pain, or other somatic complaints. 
It therefore makes sense that I would 
be more likely to think that depressed 
patients exaggerate symptoms, and 
that they might be less receptive to a 
psychiatric diagnosis and use of anti
depressant medication. I would sus
pect that patients who self-select to 
see a psychiatrist are much more like
ly to also identify themselves as 
depressed, less likely to somatize as a 
chief complaint, and more likely to 
accept both the diagnosis of depres
sion and pharmacologic treatment 
(they did go to a psychiatrist in the 
first place, after all).

Differences in the spectrum of dis
ease would also explain some o f the 
study findings, particularly if 
depressed patients in primary care

tend to present earlier in the course of 
their depression or with milder symp
toms, or both.

The authors also report that psy
chiatrists knew more about depres
sion than nonpsychiatrists. Well, I 
would hope so! Caring for depressed 
patients makes up a large percentage 
of psychiatric practice. The relation
ship between knowledge (such as 
specific DSM-IV criteria and esti
mates of the prevalence of depres
sion) and patient outcomes in the pri
mary care setting, however, is much 
less clear. What ultimately matters is 
how well patients in each setting do.

Clearly, more research is needed 
to compare the outcomes of patients 
randomized to generalist or psychia
trist care for depression. Such trials 
must address the inherent differences 
in patient populations, and measure 
important, patient-oriented out
comes.

Mark Ebell, MD, MS 
Michigan State University 

Clinical Center 
East Lansing, Michigan

The preceding letter was referred 
to Dr Shao and colleagues. Drs 
Williams, Shao, and Badgett 
respond as follows:

In Reply:
Dr Ebell makes several interesting 
points. We agree with his principal 
observation that randomized trials 
examining the effectiveness of treat
ment for depression in primary care 
are needed. One such study is under
way at our institution.

Our observational study 
describes characteristics of physi

cians that may relate to successful 
treatment o f depression. Dr Ebell 
suggests that our observation that 
non-psychiatrists have poorer atti
tudes regarding management of 
depression may be due to increased 
somatization and reduced insight 
among primary care patients, and 
that this explanation may contribute 
to the differences in attitudes. On 
the contrary, one might expect less 
favorable attitudes among psychia
trists because they see more compli
cated patients. We cannot weigh 
these competing explanations 
against the possibility that psychia
trists enter their field because they 
start with more favorable attitudes. 
Regardless o f the cause, we believe 
that the phenomenon exits; that is, 
that non-psychiatrists have less 
favorable attitudes that may have an 
impact on their management o f 
depression.

Lastly, Dr Ebell asks whether 
physician knowledge is related to 
patient outcomes. Although we do 
not have direct evidence that this is 
true, it seems likely that mastery of 
depression diagnosis and therapeu
tics would affect outcomes. We do 
know that major depression is 
highly responsive to treatment and 
that relapses are less frequent 
when the treatment is given for an 
appropriate duration. Current evi
dence suggests that a correct diag
nosis requires knowledge o f the 
DSM criteria, and that patients 
have a higher rate o f relapse when 
antidepressant medications are dis
continued earlier than 6 months. If 
knowledge influences physician 
practices (and we hope it does), 
then knowledge will improve 
patient outcomes.

John S. Williams, Jr, MD, MHS 
Wei-Ann Shao, MD 

Robert G. Badgett, MD 
Division of General Medicine 

University of Texas 
Health Science Center 

San Antonio, Texas
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COST-EFFECTIVENESS
ANALYSIS

To the Editor:
I have heard and read the works of 
Dr Hueston for several years and 
have been impressed by the scope 
and quality o f his work. Most recent
ly, he conducted an economic evalu
ation o f antibiotic treatment o f acute 
bronchitis. The paper is pre
sented as a cost-effectiveness analy
sis (Hueston WJ. Antibiotics: nei
ther cost-effective nor “cough" effec
tive. JFam Pract 1997; 44:261-5). I 
see, however, no measures o f quality 
o f life or adverse outcomes avoided. 
The paper appears to be a pure cost 
analysis with no measures o f benefit 
or effectiveness.

Additionally, Dr Hueston indicates 
that the analysis is taken from the per
spective of the patient. While this is 
reasonable, some of his assumptions 
do not adequately reflect that per
spective. Including the cost of an 
office visit overestimates the cost to 
the patient. Most of our patients are 
covered by insurance that pays for 
office visits, at least in part. This part 
of the cost is, in fact, irrelevant, since 
the cost of an initial office visit is the 
same in each strategy. Additionally, 
the patient’s perspective is one where 
opportunity costs ought to be includ
ed. This would include the economic 
impact of the time spent in seeking 
care (eg, child care, transportation, 
lost wages). These are absent from 
his analysis.

One could argue that the model is 
overly simple. It would have been 
nice to include strata for smokers, 
patients with underlying pulmonary 
conditions, and so forth. The paper 
appears to be a model for treating 
acute uncomplicated bronchitis in an 
otherwise healthy adult. If that is the 
case, the conclusions are probably 
correct.

Henry C. Barry, MD, MS 
Department of Family Practice 

Michigan State University 
East Lansing, Michigan

To the Editor:
Dr Hueston’s well-organized article in 
the March issue of the Journal' pre
sents the scenario o f various treat
ment strategies to treat bronchitis:

1. Treating only patients with per
sistent cough.

2. Screening patients and treating 
those patients with positive results 
with antibiotics.

3. Treating all patients.
His conclusion is to reject the third 
option unless the prevalence of bacte
rial infection is greater than 25%.

There is documentation in the 
medical literature that the preva
lence o f bacterial infection is greater 
than 25%. In an article published in 
the Journal,2 25% o f patients with 
acute bronchitis tested positive for 
Mycoplasma pneumoniae. A  recent 
clinical microbiological review doc
umented that the prevalence o f 
acute Chlamydia pneumoniae 
infection was 5% in patients with 
acute bronchitis.3 In another re
cent study, 32.7% o f 2000 pa
tients with acute bronchitis had pos
itive cultures for bacterial organ
isms4: the most common four 
organisms were Haemophilus 
influenzae, Streptococcus pneumo
niae, Moraxella catarrhalis, and 
Haemophilus parainfluenzae (tests 
for M pneumoniae and C pneumo
niae were not done).

The combined experience of these 
studies suggests that the prevalence 
o f bacterial infection is much greater 
than 25%, and the option of treating 
all patients with antibiotics would be 
the most cost-effective. The failure of 
previous antibiotic trials to show sig
nificant improvement in cough and 
symptoms compared with placebo 
may be related to the use o f narrow 
spectrum antibiotics (usually ery
thromycin) for those trials. Further 
research is needed to evaluate 
whether the use of broad spectrum 
antibiotics is cost-effective in acute 
bronchitis.

I applaud Dr Hueston for his inter
esting and helpful analysis of the cost

strategies in this challenging syn
drome.

Dana E. King, MD 
Department of Family Medicine 

East Carolina University 
School of Medicine 

Greenville, North Carolina
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The preceding letters were 
referred to Dr Hueston, who 
responds as follows:

In Reply:
Dr Barry raises two issues in his let
ter. First, cost-effectiveness analysis 
is a broad term that refers to “the 
outcome o f decision options in terms 
o f their monetary cost per unit of 
effectiveness.”1 Dr Barry points out 
that the analysis used for acute bron
chitis was simplistic and focused on 
the eventual outcome, which was 
recovery from illness. Since all 
patients recover from acute bronchi
tis, the outcomes for all strategies 
were similar, so the decision analysis 
was reduced to one o f cost compar
isons. Opportunity costs (such as 
time lost from work for illness and 
physician visits), quality of life issues 
(including the reduced quality of life 
when individuals are ill), and side 
effects caused by antibiotics are 
legitimate other outcomes that could 
have been factored into the analysis 
had there been additional data avail
able that estimated these costs. 
Unfortunately, there are few reliable 
data that enable us to even guess at

524 The Journal o f Family Practice, Vol. 44, No. 6 (June), 1997



LETTERS TO THE EDITOR

some of these issues.
Dr Barry’s comments about strati

fication based on risk is also a very 
good point. As he noted, the model 
assumes a standard risk based on evi
dence from otherwise healthy adults. 
Data for patients with pulmonary 
problems are not available that would 
allow risk stratification. As far as 
smoking is concerned, data from my 
work suggested that smokers and 
nonsmokers had similar poor 
responses to antibiotics and respond
ed no differently to bronchodilators.2,3

Dr King’s comment that the litera
ture documents a high rate of bacteri
al infection in acute bronchitis is 
based on very little data. His own 
research in one population has shown 
significant rates of cultures positive 
for Mycoplasma* but conflict with 
serologic data that have shown much 
lower rates o f serologic conversion.5,6 
It is possible that the high prevalence 
of Mycoplasma in his patients with 
acute bronchitis could indicate colo
nization with this agent rather than 
infection, a conclusion supported by 
his observation that treatment with 
erythromycin did not improve out
comes any more in patients positive 
for Mycoplasma than in those with
out the organism.

Dr King’s second conunent about 
the prevalence o f other bacteria in 
acute bronchitis refers to a single 
report based on two series of unpub
lished data from the Eli Lilly 
Company that were collected to justi
fy the use of loracarbef for acute 
bronchitis.7 Patients in these trials 
were prescreened and only eligible 
for culture when they had sputmn 
that was judged to be more likely to 
yield positive bacterial cultures. Any 
conclusions based on these biased 
data must be suspect.

William J. Hueston, MD 
Eau Claire Family Medicine Clinic 

Eau Claire, Wisconsin
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PRAYER IN OFFICE 
PRACTICE

To the Editor:
The recent editorial on prayer by 
Philip Magaletta and associates1 pro
vides a cogent discussion regarding 
physician roles and responses to 
religion and spirituality in a clinical 
context. A  precautionary note, one 
implied but not directly stated by the 
authors, is needed before crossing 
over or allowing outselves to be car
ried over this “threshold.”

In the patient-physician relation
ship, physicians possess a power 
that can be divided into three com
ponents: Aesculapian, charismatic, 
and social.2 The rise in scientific, 
empiric research that supports the 
relationship between religion, spiri
tuality, and health and well-being3 
has added to the knowledge base 
that contributes to Aesculapian 
power. The positive and salutary 
effects o f this power are substantial,4 
yet the potential for harmful or mis
guided use of this power5 remains, if 
unchecked or unguarded by physi
cians.

Clinicians should be prudent 
when inquiring about patient belief 
systems, disclosing their own faith

tradition, or promoting a spiritual 
intervention, since their religious 
beliefs will influence patient-physi
cian interactions.6 This approach is 
particularly salient in the twilight of 
the 20th century. Recent survey data 
reveal that most Americans are 
searching for meaning for their lives, 
and that there is a hunger to experi
ence God.7 There is also, however, a 
growing number o f “unchurched” 
who do not know what they believe 
or why. This lack of spiritual or reli
gious discernment can manifest 
itself in a clinical setting, when the 
disclosure o f disease or life-threat
ening illness, or death, can place 
patient beliefs in a transient or 
unstable state.

From an ethical perspective, 
prayer involving physican and 
patient, either at the physician’s sug
gestion or the patient’s request, is 
permissible if both parties are will
ing. This process, which has been 
called “elective affinity,” is consis
tent with patient automony.8 In addi
tion, physicians and other care 
providers should not be deterred 
from praying for patients privately 
or nonlocally.8

Timothy P. Dacdeman, DO 
Department of Family Medicine 

School of Medicine 
The University of Kansas Medical 

Center
Kansas City, Kansas
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The preceding letter was referred 
to Drs Magaletta, Duckro, and 
Staten, who respond as follows:

In Reply:
The cautions expressed in Dr 
Daaleman’s perceptive commentary 
on our editorial are well taken and 
cannot be stated boldly enough. Self- 
awareness and careful discernment 
should always precede inquiry into 
patients’ belief systems, and physi
cians are encouraged to continue 
developing objective assessment 
strategies for determining when and 
how such inquiries should be made. 
It is also critical to remember that 
just as it is possible to unconscious
ly proselytize a patient to a particu
lar religious system, it is equally pos
sible to “proselytize” for a secular 
world view.

From an ethical perspective, a 
range o f beliefs currently exists con
cerning the physician’s private 
prayer for a patient. Some believe 
that it is appropriate regardless of 
patient consent, while others believe 
it is appropriate only with consent.
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Still others experience their prayer 
as a particular way o f being in the 
world. In this instance, physicians 
and their work become prayerful 
and cannot be separated from any 
interpersonal context o f which they 
are a part, regardless o f anyone’s 
consent. Whatever one’s orientation 
within this spectrum may be, we 
must continue to share our thoughts 
and experiences as Dr Daaleman has 
generously done. In this way we will 
further our ability to address reli
gious and spiritual issues naturally 
and effectively within the healing 
relationship between doctor and 
patient.

Philip R. Magaletta, PhD 
US Penitentiary, Allenwood 

White Deer, Pennsylvania 
Paul N. Duckro, PhD 
St Louis University 

Stephen F. Staten, MD 
Family Health Care Centers 

St Louis, Missouri

PUTTING MEDICAL 
STUDENTS TO WORK

To the Editor:
I could not help but smile as I read 
the letter by Scherger and Fowkes in 
a recent issue o f the Journal 
(Scherger JE, Fowkes WC. Medical 
student teaching and family physi
cians’ use of time [letter], J Fam 
Pract 1996; 43:112). I have contin
ued to teach medical students all the 
years that I have been in practice, 
and I have noticed that in the more 
recent years, they have come to me 
often with less than adequate skills 
in the basics, ie, history taking and 
physical examination.

I feel that to get the students back 
to “working” in our family practice 
offices or centers, it will be necessary 
to have appropriate role models 
teaching them the basics at the under
graduate level. The present academic 
curriculum in which students serve 
some 24 hours a week in our offices 
and clinics is not enough. Allowing 
them additional exposure and oppor

tunity to witness role modeling by 
older physicians in these sites will 
make them far better clinicians and 
better able to attend to their patients’ 
needs after they have graduated 
either from their medical schools or 
subsequently from their residency 
training programs.

Archie W. Bedell, MD, PhD 
Mercy St Charles Family Practice 

Toledo, Ohio

ZINC LOZENGES FOR THE 
COMMON COLD

To the Editor:
I enjoyed reading the JFP Journal 
Club review on a cure for the com
mon cold by Drs Stevermer and 
Adams. (Stevermer JJ, Adams P. A 
cure for the common cold? [journal 
club], J Fam Pract 1996; 43:346).

I have found a very good tasting 
zinc lozenge that provides 23 mg of 
zinc (derived from zinc-free form 
amino acid complex and zinc glu
conate). It is made o f whole dried 
peaches, apricots, honey, and fruc
tose and manufactured by TWIN- 
LABS, Ronkonkoma, NY. I found 
these lozenges in a health food store 
in rural Vermont! They must not be 
too hard to find, and these taste fine 
and should not cause need for fur
ther study! Patients will most likely 
choose shorter symptom duration.

Elizabeth Schneider, MD 
Cambridge, Vermont

CORRECTION

A  JFP Journal Club reviewer’s 
name was spelled incorrectly in 
the April issue (Office manage
ment of suspected UTI. J Fam 
Pract 1997;44:342-3). The co
author with Warren P. Newton, 
MD, on the review should have 
read Matthew S. Buss, MD. We 
regret the error.
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